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CURRENT  STATUS  OF  DERMABRASION  THERAPY 

Gustave  Sirot,  ai.d.,  and  Charles  R.  Rein,  m.d.,  New  York , N.  Y. 


I.  INTRODUCTION  AND  HISTORY 

For  centuries,  patients  and  physicians  have  sought 
for  means  to  smooth  the  scarred  and  disfigured  skin. 

The  Papyrus  Ebers,  dated  about  1 500  B.C.,  contains 
a prescription  for  an  abrasive  to  accomplish  this 
purpose. 

Water  from  the  qebu  plant 
Meal  of  alabaster 
Fresh  Abt  grain 

Sig:  Mix  in  honey,  make  into  a pap,  mix  in  human 
milk  and  anoint  the  face  therewith. 

Since  that  time,  a host  of  other  methods  have  been 
offered  for  the  improvement  of  scars  and  other 
disfigurements  of  the  skin. 

Kromayer  worked  long  and  hard  on  the  problems 
of  dermatologic  cosmetic  surgery.  In  19051  he  wrote 
of  his  Rotationsinstrumente.  Cylindrical  knives  with 
diameters  ranging  from  0.8  mm.  to  10.0  mm.  were 
powered  by  dental  motors  and  applied  vertically 
to  the  skin  to  remove  lesions  of  various  sizes.  He 
used  this  method  for  the  treatment  of  a number  of 
conditions  including  tattoos,  pigmentations,  scars, 
abscesses,  nevi  and  hypertrichosis.  By  using  the 
knives  horizontally  instead  of  vertically,  he  was  able 
to  excise  strips  of  skin.  He  replaced  the  cylindrical 
knives  with  steel  burrs  and  rasps  for  the  extirpation 
of  freckles,  lentigines,  and  other  pigmentations.  1 he 
same  method  was  used  for  abrading  verrucae. 

Reiss,-  who  has  had  considerable  experience  with 
the  Kromayer  method  employing  burrs,  believes 
that  dental  burrs  have  an  advantage  over  wire 
brushes  and  sandpaper.  He  states  that  the  small 
size  of  the  burrs  permits  greater  precision  and  safety 
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SUMMARY 

Dermabrasion  is  a treatment  of  choice  for  acne 
scarring.  Good  results  can  be  anticipated  and  are  ob- 
tained in  properly  selected  cases.  The  procedure  must 
be  thoroughly  discussed  with  the  patient  before  opera- 
tion and  at  every  stage  of  the  treatment.  Careful 
selection  of  patients  is  of  great  importance.  Best  results 
can  be  expected  following  one  to  three  adequate 
abrasion  treatments.  Further  abrasion  will  not  give 
improvement  justifying  the  additional  discomfort  and 
inconvenience  of  the  procedure. 


in  the  treatment  of  tiny  areas  and  that  it  is  easier  to 
control  the  depth  of  abrasion. 

Kromayer  experimented  with  the  use  of  ethyl 
chloride  as  an  anesthetic  and  skin  hardener,  but  he 
felt  that  the  pain  of  the  procedures  was  not  signifi- 
cant and,  therefore,  the  ethyl  chloride  prolonged 
the  operations  needlessly. 

In  1929  Kromayer3  wrote  of  an  operation  for 
smallpox  scars  in  which  the  healthy  skin  between 
the  pocks  was  abraded  down  level  with  the  floor  of 
the  pit.  Of  the  various  anesthetics  tried,  he  found 
only  nerve  block  anesthesia  to  be  adequate. 

In  1933  Kromayer  again  wrote  about  abrasion 
with  steel  burrs.  He  warned  that  abrasion,  which 
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goes  deeper  than  the  cutis  vasculosa,  could  not 
safely  be  expected  to  heal  without  scarring.  Con- 
sequently  he  employed  the  procedure  only  for 
superficial  conditions  such  as  juvenile  verrucae, 
freckles  and  pigmentations.  No  anesthesia  was  re- 
quired. 

In  1935  Kromayer  used  his  rotating  round  knives 
to  remove  coal  particles  which  had  become  embed- 
ded in  the  face.  This  was  accomplished  with  no 
residual  scar  formation. 

In  1947  Iverson4  reported  the  use  of  sandpaper 
abrasion  for  the  removal  of  traumatic  tattoos  of  the 
face.  The  operation  was  done  under  general  anes- 
thesia and  the  sandpaper  was  wrapped  around  a roll 
of  gauze.  Iverson  had  abraded  down  to  the  subcutis 
in  spots  without  noticeable  scarring  except  in  two 
patients. 

In  1948  McEvitt5  applied  the  use  of  sandpaper 
to  the  treatment  of  post-acne  scarring  with  good 
results. 

Kurtin0  in  1952  presented  his  method  of  correc- 
tive surgical  planing  of  the  skin  at  a meeting  of  the 
Section  of  Dermatology  at  the  Alt.  Sinai  Hospital 
of  New  York.  His  method  used  ethyl  chloride  as  a 
local  anesthetic  and  skin  hardener.  The  abrasion 
was  performed  with  motor  driven  steel  brushes. 

I he  use  of  ethyl  chloride  to  provide  a rigid  blood- 
less field  for  abrasion  made  this  method  an  office 
procedure  and  immediately  served  to  stimulate 
interest  in  the  field  of  dermabrasion. 

In  1954  Blau  and  Rein7  reviewed  the  subject  of 
dermabrasion  and  discussed  the  histological  aspects 
of  the  operation.  They  also  reported  on  their  series 
of  approximately  400  patients  and  on  the  answers 
to  a questionnaire  sent  to  physicians  who  had 
experience  with  the  procedure.  Their  cases  totaled 
2,306  in  number.  It  was  the  consensus  of  those  who 
had  performed  this  operation  and  who  responded  to 
the  questionnaire  that  dermabrasion  is  a worthwhile 
procedure  for  the  treatment  of  the  acne  scar. 

At  the  December  1954  meeting  of  the  American 
Academy  of  Dermatology  in  Chicago,  Rein,  Blau 
and  Sirots  discussed  indications,  contraindications, 
sequelae,  results  and  modifications  in  the  procedure 
which  had  been  introduced  since  Kurtin’s  publica- 
tion.9 

It  is  the  purpose  of  the  present  report  to  discuss 
the  technique  of  the  procedure  including  modifica- 
tions that  have  been  found  valuable  by  various 
workers  in  the  field.  In  addition  we  shall  discuss 


therapeutic  results,  indications  and  contraindica- 
tions as  well  as  sequelae. 

II.  TECHNIQUE  OF  DERMABRASION 

Dermabrasion  is  a cosmetic  procedure;  it  is  an 
operative  procedure;  it  is  a procedure  which  leaves 
the  patient  disfigured  for  a time;  it  is  a procedure 
which  is  frightening  to  the  patient  in  some  respects. 
For  all  these  reasons,  it  is  vital  that  the  patient  have 
a clear  concept  of  what  is  being  done  and  what  to 
expect  at  every  turn. 

When  the  patients  first  express  interest  in  having 
something  done  for  the  improvement  of  their  scars, 
they  are  told  about  dermabrasion  and  they  arc 
supplied  with  a short,  simply  written,  descriptive 
sheet  which  they  take  home  with  them  and  which 
answers  most  of  the  questions  they  might  have 
about  the  procedure.  At  subsequent  visits  to  the 
office,  any  other  questions  are  answered.  The  ques- 
tion most  frequently  asked  is:  “How  much  will  my 
skin  be  improved?”  On  the  answer  to  this  question 
much  depends.  The  patient  must  never  be  given 
an  answer  which,  in  any  way,  might  be  interpreted 
as  a guarantee  of  a definite  degree  of  improvement. 
The  patient,  on  the  contrary,  must  be  clearly  told 
that  it  is  impossible  to  predict  the  degree  of  im- 
provement since  this  varies  from  patient  to  patient 
but  that  virtually  every  patient  can  be  assured  of 
improvement  to  some  extent. 

When  the  procedure  is  scheduled,  the  patient  is 
given  oral  instructions  and  a preoperative  instruction 
sheet  in  case  the  oral  instructions  are  forgotten. 
The  directions  are  simple.  Every  patient  is  required 
to  have  preoperative  pictures,  so  that  all  the  pits 
are  clearly  recorded  for  future  comparison  with 
the  postoperative  appearance  of  the  skin.  It  has  been 
surprising  how  quickly,  following  the  improvement 
produced  by  dermabrasion,  a patient  forgets  how 
badly  his  skin  looked  preoperatively.  If  there  are 
no  preoperative  photographs,  the  true  nature  of  the 
improvement  cannot  be  estimated  by  either  patient 
or  doctor. 

A relative  or  friend  is  requested  to  call  for  the 
patient  follow  ing  the  procedure.  Preoperative  seda- 
tion is  administered  and  it  is  of  utmost  importance 
that  arrangements  be  made  for  the  patient  to  return 
home  safely.  Then  too,  postoperative  patients  are 
often  tense  and  anxious  and  one  would  not  want 
them  to  step  in  front  of  an  automobile  or  bus, 
absentmindedly,  before  they  arrived  home.  Patients 
are  told  to  be  prepared  to  suspend  their  work  or 
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other  outside  activities  for  a period  of  ten  days, 
approximately  the  length  of  time  required  for  re- 
covery from  the  procedure.  In  order  to  minimize 
the  time  lost  from  work,  dermabrasion  is  performed 
late  on  Friday  afternoon.  Thus,  two  weekends  and 
the  week  between  are  available  for  recovery  and 
the  patient  need  lose  only  a week  from  work  or 
school. 

On  the  day  scheduled  for  the  dermabrasion  treat- 
ment the  patient  comes  in  and  his  face  is  thoroughly 
cleansed.  An  injection  of  50  to  100  mg.  of  Demerol 
is  administered  and  ice  packs  are  applied  to  the  face 
for  a period  of  20  to  30  minutes.  The  ice  packs  used 
are  plastic  bags  containing  a 5 per  cent  solution  of 
propylene  glycol.  I hese  are  maintained  in  a semi- 
solid frozen  state  in  the  freezing  compartment  of 
the  refrigerator  and  can  easily  be  refrozen  by  re- 
placing them  in  the  freezing  compartment  after  use. 
The  cold  packs  are  applied  to  the  face  for  prechill- 
ing, so  that  the  shock  of  the  ethyl  chloride  spray 
will  not  be  too  uncomfortable  later  on  the  patient’s 
skin.  Since  the  spraying  of  the  ethyl  chloride  is  by 
far  the  most  uncomfortable  phase  of  the  dermabra- 
sion procedure,  it  is  of  considerable  importance  to 
minimize  this  discomfort  as  much  as  possible. 

Before  the  procedure  commences,  the  patient’s 
scalp  and  ears  are  covered  with  a towel  and  vaseline 
is  applied  in  a thick  layer  over  the  closed  eyes  to 
prevent  conjunctival  irritation  by  the  ethyl  chloride 
spray.  The  eyes  are  kept  shut  during  the  entire 
procedure.  Should  a slight  quantity  of  ethyl  chlo- 
ride enter  the  eye,  the  results  are  usually  incon- 
sequential. A pledget  of  cotton  is  placed  in  the 
nostril  on  the  side  to  be  abraded  to  prevent  ethyl 
chloride  from  entering  during  the  freezing  process. 

The  area  to  be  frozen  is  outlined  and  bounded  by 
gauze  squares  and  the  blower  is  turned  on.  The 
blower  is  mounted  on  a floor  stand  and  has  a flexible 
nozzle,  so  that  the  air-flow  direction  can  easily  be 
turned  toward  the  area  to  be  treated.  It  is  possible 
to  use  a hand-held  hair  drier  instead  of  a floor  stand 
blower  of  this  type,  but  this  requires  an  extra  hand 
to  be  occupied  and  the  air  blast  is  weaker  and  less 
effective  in  causing  rapid  evaporation  of  the  ethyl 
chloride  and  rapid  freezing  of  the  skin.  Further,  the 
hand  hair  driers  tend  to  warm  up  after  a period  of 
use  and  soon  there  is  an  ineffective  blast  of  warm 
air  being  produced. 

The  skin  area,  which  has  been  limited  by  the 
gauze  and  over  which  the  air  is  blowing,  is  next 
frozen  with  ethyl  chloride  spray.  It  is  preferable 


to  have  two  or  three  ethyl  chloride  bottles  working 
simultaneously  for  faster  freezing.  Both  fine  and 
coarse  spray  ethyl  chloride  bottles  are  available. 
The  fine  spray  is  preferable  because  there  is  less 
tendency  for  the  ethyl  chloride  to  run  out  of  the 
field  and  down  the  neck  or  onto  some  other  area. 

When  the  areas  to  be  frozen  are  close  to  the  eyes 
or  nose,  they  are  carefully  covered  with  a thick 
layer  of  gauze  in  addition  to  the  vaseline  already 
present  over  the  eyelids. 

After  the  area  to  be  abraded  has  been  frozen 
hard,  all  the  gauze  is  removed  from  the  face  and  the 
frost  is  wiped  off.  It  is  important  to  remove  all  the 
gauze  from  the  operative  field  because  it  is  quite 
easy  for  a piece  of  gauze  to  become  enmeshed  in 
the  rapidly  rotating  steel  wire  brush.  There  will  be 
a resultant  loud  clatter  as  the  gauze  is  spun  around 
and,  if  the  tension  on  the  spring  of  the  handle  of 
the  abrading  device  is  sufficiently  great,  it  will  snap 
and  the  spring  will  have  to  be  replaced.  Usually 
the  spring  does  not  break  when  a piece  of  gauze  is 
caught  by  the  brush  but  it  is  an  inconvenience 
to  disentangle  the  gauze.  It  is  usually  best  to  replace 
the  brush  with  a fresh  one  and  remove  the  gauze 
later  when  there  is  more  time.  It  is  possible  to  have 
the  spring  removed  from  the  handle  of  the  abrading 
machine,  thus  making  the  handle  rigid  and  thereby 
eliminating  the  risk  of  breaking  the  handpiece 
spring.  The  rigid  handpiece  works  as  well  as  the 
one  containing  a spring  except  in  corners,  such  as 
about  the  inner  canthus  of  the  eye,  where  it  is  more 
convenient  to  have  the  handle  flexibility  that  the 
spring  affords. 

The  abrading  device  proper  is  a motor  mounted 
on  a floor  stand  with  a flexible  shaft  attached.  At 
the  end  of  the  flexible  shaft  is  a hand  piece  with 
provision  for  inserting  and  tightening  the  wire  brush 
mandrel.  This  device  differs  but  little  from  a den- 
tist’s drill  or  a jeweler’s  flexible  shaft  and  either  of 
these  devices  may  be  substituted.  The  speed  of  rota- 
tion of  the  brush  is  governed  by  a foot-operated 
variable  rheostat. 

The  handle  is  held  so  that  it  is  parallel  with  the 
face  and  the  brush  touches  the  face  squarely  on 
edge.  It  is  important  to  have  a firm  grip  on  the 
handle  while  the  abrasion  process  is  being  per- 
formed, since  there  is  a tendency  for  the  brush  to 
pull  toward  the  right.  If  one  is  careless  or  inexperi- 
enced, it  is  possible  to  lose  control  of  the  brush  and 
for  it  to  groove  the  skin  beyond  the  area  being 
abraded.  A safe  position  is  to  hold  the  handle  firmly 
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with  the  four  fingers  curled  around  the  right  side 
of  the  handle,  thus  restraining  it  and  the  thumb  on 
the  left  side  for  guidance.  The  brush  is  then  moved 
in  short  strokes  up  and  down  or  with  a circular 
motion  until  the  entire  frozen  area  has  been  abraded 
to  the  required  depth.  As  the  brush  cuts  deeper,  the 
skin  will  assume  a stringy  or  fibrous  appearance  and 
the  capillary  oozing  will  become  more  brisk.  Indi- 
vidual pits  may  be  abraded  with  a circular  motion 
to  round  off  their  sharp  edges  and  make  them  less 
obvious.  Active  acne  cysts,  when  present,  may  be 
opened  with  the  wire  brush  and  as  a rule  will  granu- 
late in  satisfactorily.  If  there  is  much  activity  it  is 
preferable  to  get  this  under  control  with  the  usual 
therapeutic  modalities  before  undertaking  derm- 
abrasion. 

After  the  initial  area  has  been  abraded,  other  areas 
are  similarly  frozen  and  abraded  until  the  entire  face 
has  been  treated.  In  the  average  patient  the  cheeks 
and  chin  are  treated.  Where  necessary  the  forehead 
or  nose  can  be  abraded  as  well.  If  the  forehead  or 
nose  are  to  be  abraded  it  is  preferable  to  do  this  part 
of  the  procedure  last,  for  these  areas  are  most  sensi- 
tive as  regards  the  freezing  process  and  the  patient 
\\  ill  complain  of  much  discomfort  when  they  are 
frozen.  It  makes  for  a smoother  procedure  to  have 
the  more  uncomfortable  areas  treated  at  the  end  of 
the  procedure. 

III.  POSTOPERATIVE  DRESSINGS 

Following  the  abrasion,  dry  gauze  squares  are 
used  to  cover  the  entire  treated  area.  These  squares 
are  left  on  about  fifteen  minutes  and  they  absorb 
whatever  blood  is  present.  After  they  are  removed 
only  a serous  ooze  is  noted.  Telfa  (Bauer  & Black) 
nonadherent  sterile  strips  are  applied  to  the  abraded 
skin  areas  as  suggested  by  LeVan.10  I bis  product 
consists  of  an  inert  hydrophobic  plastic  film  bonded 
to  a nonwoven  absorbent  cotton  fabric.  The  strips 
are  perforated  by  pores  large  enough  to  pass  exudate 
but  small  enough  to  exclude  granulation  buds.  The 
great  advantage  of  Telfa  is  its  nonadherence.  The 
bandage  comes  off  twenty-four  hours  after  it  has 
been  applied,  cleanly  and  easily.  Even  with  a 
petrolatum  or  antibiotic  ointment  gauze,  there  is 
some  adherence  and  difficulty  in  removing  the  dress- 
ing which  has  been  eliminated  by  the  use  of  the 
plastic  strips.  Over  this,  3 x 3 gauze  squares  are 
applied  and  5 inch  stockinette  is  drawn  over  the 
head  to  hold  the  dressing  in  place.  Holes  are  cut  in 
the  stockinette  for  the  eyes  and  mouth  and  the 
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stockinette  is  knotted  under  the  chin  and  on  the 
crown  of  the  head  to  keep  it  from  slipping. 

IV.  POSTOPERATIVE  CARE 

Patients  are  given  full  instructions  concerning 
the  expected  course  of  events  following  the  proce- 
dure. I hey  are  advised  to  remove  the  dressing  at  I 
home  twenty-four  hours  after  it  was  applied.  The 
patients  are  informed  about  the  raw,  oozing  appear-  I 
ance  of  the  skin  and  are  told  to  use  sterile  gauze  I 
squares  for  absorbing  the  serous  ooze  which  per-  j 
sists  for  a day  or  two  following  the  removal  of  the 
dressing.  1 he  patients  are  also  given  a prescription  | 
for  codeine  ( V2  grain)  and  aspirin  (10  grains)  to  I 
be  taken  every  three  hours  as  needed  for  relief  of  | 
the  burning  sensation,  which  may  he  present  during  ■ 
the  first  twenty-four  to  forty-eight  hours. 

The  patients  are  advised  to  sleep  the  first  night 
propped  up  on  two  or  three  pillows.  There  is  a I 
tendency  for  the  face  to  swell  for  the  first  two  or  | 
three  days  following  the  procedure  and  it  is  believed 
that  elevation  of  the  head  may  serve  to  decrease  the  j 
swelling.  Extreme  swelling,  especially  about  the 
eyes,  which  occurs  with  many  patients  is  the  most 
distressing  and  alarming  postoperative  feature  to  1 
the  patient.  The  patient  should  be  especially  warned 
about  its  possibility  and  be  assured  that  the  edema 
will  gradually  subside  and,  by  the  time  the  crust 
falls  off,  it  will  have  almost  entirely  disappeared. 

After  three  or  four  days  a firm  crust  has  formed 
on  the  patient’s  face.  As  long  as  this  crust  persists 
the  patient  is  advised  not  to  wash  the  face  or  to 
shave  in  the  case  of  males.  The  crust,  as  it  contracts, 
often  causes  a tight,  itchy  feeling  on  the  skin.  To 
relieve  these  symptoms,  patients  may  apply  a small 
amount  of  vaseline.  It  is  preferable  that  this  not  be 
used  unless  the  symptoms  are  quite  distressing  since 
healing  may  be  delayed  somewhat  by  such  lubrica- 
tion. 

At  the  end  of  eight  or  nine  days  the  crust  should 
be  almost  completely  off.  If  this  has  not  taken  place 
on  schedule,  the  patient  is  advised  to  apply  warm 
boric  acid  compresses  in  order  to  loosen  the  crust 
and  cause  it  to  come  off  within  the  prescribed  time. 
When  the  crust  is  completely  off  the  skin  appears 
pink  or  red  and  has  a fresh  look.  At  this  point  males 
may  resume  shaving.  Powder  or  cosmetic  creams 
may  be  used  to  conceal  the  erythema  which  persists, 
but  which  gradually  fades  during  the  next  three  to 
six  weeks.  The  use  of  vigorous  soap  and  water 
cleansing  as  well  as  the  use  of  drying  local  applica- 
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tions  prescribed  for  a pre-existing  acne  condition 
should  be  avoided  until  the  erythema  has  subsided, 
otherwise  a dermatitis  may  develop  on  this  sensitive 
skin.  In  addition,  patients  should  be  warned  to  avoid 
sun  exposure  for  a month  after  the  procedure,  for 
the  postabrasion  skin  is  most  sensitive  to  sunlight. 

There  is  a tendency  for  some  patients  to  pick  at 
the  crust  before  it  drops  off  spontaneously  or  after 
soaking.  This  must  be  discouraged  for  in  several 
cases  prolonged  postoperative  erythema  has  been 
noted  in  areas  where  this  crust  picking  has  taken 
place. 

; V.  FOLLOW-UP 

At  the  time  of  the  first  procedure,  the  patient  is 
given  an  appointment  to  return  in  four  weeks.  He  is 
also  requested  to  call  the  office  twenty-four  hours 
after  the  procedure,  just  before  the  bandages  are  to 
be  removed.  When  the  patient  telephones,  he  is 
questioned  about  his  status  and  given  reassurance. 
Instructions  for  the  remainder  of  the  week  are  again 
reviewed.  Any  questions  which  have  arisen  are 
answered.  The  patient  is  urged  to  call  immediately 
if  anything  untoward  occurs  or  any  questions  remain 
unanswered  and,  if  necessary,  the  patient  is  directed 
to  return  to  the  office  for  examination.  In  the  case 
of  very  apprehensive  or  tense  patients,  daily  phone 
calls  are  made.  In  the  average  case  the  patient  is  not 
seen  for  the  four  weeks  following  the  procedure. 
Why?  Frequent  and  early  follow-up  visits  are  not 
only  unnecessary  but  undesirable.  There  is  little  to 
be  gained  from  seeing  the  patient  while  considerable 
erythema  is  present  and  a good  evaluation  of  the 
results  of  therapy  cannot  be  made.  At  this  early 
stage  too,  the  appearance  of  the  skin  is  not  as  good 
as  it  will  be  a few  weeks  later  and  the  patient  may 
often  be  impatient  and  irritable.  No  complication 
of  therapy  is  usually  picked  up  at  a very  early  stage 
following  the  treatment  and,  even  if  it  were,  little 
need  be  done  in  the  way  of  therapy  at  this  time.  An 
exception  to  this  is  infection,  which  we  have  almost 
never  seen  and  which  the  patient  would  call  to  our 
attention  by  phone,  should  it  occur. 

At  the  time  of  the  follow-up  visit  the  patient  is 
questioned  closely  about  the  postoperative  course, 
whether  burning,  pain,  itching,  insomnia,  edema, 
erythema  or  severe  oozing  has  taken  place.  Questions 
are  also  asked  regarding  the  need  for  analgesic 
therapy  and  concerning  the  crust,  its  formation  and 
its  coming  off.  Was  soaking  necessary  to  loosen  all 
or  part  of  the  crust?  Were  any  portions  of  the 
crust  conspicuously  more  adherent  than  others? 


What  is  the  degree  of  improvement  the  patient 
estimates  has  resulted  from  this  first  procedure?  Is 
this  degree  of  improvement  satisfactory  to  the 
patient?  Would  the  patient  be  willing  to  undergo 
another  operation?  If  so,  when  would  he  be  able  to 
have  it  done?  Does  the  patient  feel  it  is  necessary? 
All  these  questions  are  asked  of  the  patient  and  the 
answers  are  recorded  on  the  operative  sheet  which 
was  filled  out  at  the  time  of  the  procedure. 

In  addition  the  doctor  notes  down  several  things 
himself.  What  is  the  physician’s  estimate  of  the  de- 
gree of  improvement?  What  is  the  degree  of  rap- 
port that  he  has  with  the  patient?  Has  the  patient 
been  psychologically  prepared  at  all  stages  of  the 
procedure  in  an  adequate  fashion?  It  is,  of  course, 
necessary  to  get  the  patient’s  estimate  of  the  degree 
of  improvement  before  the  physician  says  anything 
regarding  his  own  estimate,  lest  the  patient  be  influ- 
enced by  the  doctor’s  estimate.  It  will  be  found 
more  often  than  not  that  the  patient’s  estimate  of  the 
degree  of  improvement  will  be  higher  than  the 
physician’s. 

Following  the  initial  follow-up  visit  the  patient 
is  seen  at  monthly  intervals.  If  a repeat  procedure 
is  deemed  necessary,  it  is  scheduled  at  one  of  these 
follow-up  visits.  We  prefer  to  wait  three  months 
between  procedures  although  we  believe  an  interval 
of  six  weeks  may  be  sufficient.  With  the  passage  of 
time,  the  degree  of  improvement  following  any 
single  dermabrasion  treatment  seems  gradually  to 
increase.  The  increased  improvement  may  be  so 
noticeable  that  a subsequent  procedure  may  be 
found  to  be  unnecessary  even  though  it  was  felt  to 
be  indicated  at  the  time  of  the  first  follow-up  visit. 
In  this  regard,  dermabrasion  differs  from  certain 
other  treatments  used  in  the  past  for  acne  scarring 
such  as  the  application  of  acids  to  the  skin.  The 
improvement  following  such  treatments  appeared 
to  be  greatest  soon  after  the  treatment  and  gradually 
diminished  with  the  passage  of  time.  This  greater 
initial  improvement  was  due  to  the  edema  caused 
by  the  primary  irritant  which  had  been  applied. 
As  the  edema  subsided,  so  did  part  of  the  improve- 
ment noted  at  first.  Following  dermabrasion,  the 
reverse  has  been  found  to  be  true,  and  the  patient 
continues  to  improve  with  the  passage  of  time. 

VI.  MODIFICATIONS  IN  DERMABRASION  TECHNIQUE 

Many  modifications  in  the  procedure  have  been 
adopted  by  various  physicians  since  its  use  became 
widespread.  Most  physicians  have  found  that  they 
prefer  to  use  a narrower  brush  which  allows  more 
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precise  abrasion  of  small  areas  or  of  individual  pits. 
Another  innovation  has  been  the  use  of  fast  cutting 
brushes  which  permit  a deeper  and  faster  abrading 
process. 

There  has  been  improvement  in  the  blowers  used 
to  hasten  the  ethyl  chloride  freezing  of  the  skin. 
When  Kurtin  first  introduced  the  procedure,  a hand 
hair  dryer  was  used.  It  has  been  found  that  a floor 
model  blower  with  adjustable  spout  is  more  effi- 
cient, more  convenient,  produces  a more  powerful 
air  blast  resulting  in  faster  freezing  and  has  no 
tendency  to  produce  warm  air  after  prolonged 
operation  as  did  the  hand  blowers.  LeAan11  advo- 
cates the  use  of  a mechanical  method  of  freezing 
the  skin  for  dermabrasion.  His  apparatus  consists  of 
a device  which  delivers  a stream  of  ethyl  chloride 
and  compressed  air  to  the  point  at  which  it  is  aimed. 
A foot  pedal  releases  a compressed  air  stream  which 
does  two  things:  in  the  first  place,  the  air  blows  out 
of  a nozzle,  and  secondly,  the  air  activates  a lever 
which  opens  the  bottle  of  ethyl  chloride.  The  device 
is  so  arranged  that  the  compressed  air  and  ethyl 
chloride  streams  converge  at  the  skin  level  of  the 
patient.  The  apparatus  requires  a tank  of  compressed 
air  with  a two  stage  regulator  attached.  The  device 
is  effective  and  enables  the  operator  to  freeze  the 
skin  by  means  of  a foot  pedal,  leaving  both  hands 
free.  This  saves  the  time  required  to  put  down  the 
ethyl  chloride  bottles,  which  are  held  by  hand  in 
the  more  commonly  used  freezing  methods. 

The  use  of  refrigerating  agents  other  than  ethyl 
chloride  has  been  investigated  and  advocated.  Fore- 
most among  the  new  refrigerants  is  dichlortetra- 
fluoroethane  (Freon  1 1 4) , used  by  Ayres,  Luikart 
and  Wilson.12  Freon  is  faster  freezing  than  ethyl 
chloride  and  does  not  require  a blower.  In  addition 
it  is  noninflammable  and  does  not  possess  the  general 
anesthetic  properties  of  ethyl  chloride.  Ayres  and 
his  associates  carried  out  freezing  experiments. with 
ethyl  chloride  and  Freon  1 14  on  dogs,  taking  biopsy 
specimens  of  the  skin  for  microscopic  examination 
at  various  intervals  following  the  freezing  process. 
They  concluded  that  Freon  1 14  produced  no  signifi- 
cant damage  when  applied  to  dog’s  skin  for  lengths 
of  time  comparable  to  the  times  used  in  derm- 
abrasion freezing.  The  biopsy  results  following 
freezing  with  ethyl  chloride  and  Freon  1 14  showed 
approximately  equal  degrees  of  inflammatory  re- 
sponse. When  freezing  was  carried  out  for  more 
prolonged  periods,  the  reaction  from  Freon  was 
found  to  be  less  than  from  ethyl  chloride. 


Hubler13  has  suggested  the  use  of  1 per  cent 
gentian  violet  (methylrosaniline  chloride  N.F.)  to 
delineate  the  area  to  be  treated.  The  dve  is  applied 
and  as  the  skin  is  abraded,  the  removal  of  the  dye 
indicates  the  border  between  treated  and  untreated 
areas.  Also  there  is  an  indication  as  to  the  depth  of 
the  abrasion  as  one  watches  the  thoroughness  of 
removal  of  the  dye  from  the  abraded  surface. 
Gentian  violet  may  also  have  a mild  bactericidal 
effect  on  the  skin  preoperatively.  Hubler  states  that 
prior  to  the  use  of  the  gentian  violet  technique,  it 
was  necessary  to  repeat  the  procedure  four  to  six 
times  and  that  since  then  he  has  achieved  equally 
good  results  with  two  treatments.  We  have  noted 
the  same  results  without  the  use  of  gentian  violet. 
The  improved  results  are  due  to  more  familiarity 
with  the  technique  and  a deeper  abrasion  as  one 
gains  confidence  in  its  use.  The  average  patient 
requires  one  to  two  treatments  while,  when  we  first 
started,  four  to  six  treatments  were  common.  Hubler 
also  suggests  the  use  of  Xeroform  gauze  for  the 
primary  dressing  and  application  of  layers  of  anti- 
biotic ointment  until  the  skin  is  healed  after  removal 
of  the  primary  dressing.  Most  operators  used  anti- 
biotic ointments  and  dressings  at  first,  but  some  have 

O 

noted  that  they  were  not  necessary,  that  there  were 
no  infections  with  the  use  of  sterile  vaseline  gauze 
dressings  or  Telfa  plastic  dressings. 

Grais  and  Rogin1  suggested  the  use  of  a rubber 
mouthpiece  to  prevent  inhalation  by  the  patient  of 
ethyl  chloride  fumes  during  the  procedure.  They 
employ  the  rubber  mouthpiece  used  in  a BMR 
machine  to  which  is  attached  a piece  of  polyethylene 
tubing  of  large  diameter.  Grais  also  uses  a rubber 
dam  sealed  on  with  adhesive  tape  as  protection  for 
the  eyes. 

VII.  INDICATIONS  AND  RESULTS 

Gross  and  Wright16  believe  that  superficial  scar- 
ring of  recent  duration  may  be  more  amenable  to 
abrasion  than  that  of  long  duration.  Dobes17  believes 
that  deep  pitted  scars  can  be  greatly  improved  by 
abrasion  with  a wire  brush  and  that  this  method 
should  be  more  practical  and  safer  than  sandpaper. 
There  is  general  agreement,  however,  that  varying 
degrees  of  improvement  up  to  80  per  cent  or  more 
can  be  anticipated  after  two  to  three  dermabrasion 
procedures  in  the  majority  of  carefully  selected 
patients  with  acne  scars. 

Though  the  overwhelming  majority  of  derm- 
abrasion procedures  are  done  for  the  improvement 
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of  acne  scars,  the  method  is  employed  for  a variety 
of  other  conditions.  The  results  of  dermabrasion  for 
freckles  and  wrinkles  are  excellent.  There  is  some 
controversy  as  to  whether  dermatologists  should 
concern  themselves  with  two  such  benign  and 
patently  cosmetic  conditions,  although  following 
dermabrasion  therapy  very  good  results  may  be 
anticipated  in  these  conditions.  Since  the  pigment  of 
the  freckle  lies  high  up  in  the  skin,  one  dermabrasion 
treatment  is  usually  sufficient  for  the  removal  of  all 
freckles.  The  procedure  can  be  done  most  super- 
fically  and  as  the  brush  passes  over  the  freckled 
skin,  the  freckles  are  literally  wiped  away.  The 
procedure  can  be  used  for  the  treatment  of  freckles 
on  the  chest  and  back  as  well  as  on  the  face  with 
good  results  and  rapid  healing. 

The  treatment  of  wrinkles  also  brings  satisfactory 
results.  In  abrading  wrinkles  under  the  eye,  it  is  im- 
portant to  go  all  the  way  up  to  the  eyelid  edge,  if 
necessary,  in  order  to  treat  all  the  wrinkles  present. 
Extreme  care  must  be  exercised  to  avoid  accidental 
injury  to  the  eve.  It  is  best  to  hold  a finger  directly 
over  the  eyelid  edge  while  freezing  and  abrading  to 
prevent  such  injury  either  from  the  ethyl  chloride 
or  from  the  rotating  brush.  Mineral  oil  instilled  in 
the  conjunctival  sac  is  an  added  precaution  against 
ethyl  chloride  injury.  With  sufficient  care  and  ex- 
perience this  procedure  can  be  done  quite  safely. 

Grupper'8  has  employed  dermabrasion  in  three 
patients  with  lupus  erythematosus  scars  and  reported 
excellent  cosmetic  results.  Our  experience  has  been 
limited  to  one  patient.  Although  the  improvement 
of  the  scars  was  satisfactory,  the  patient  developed 
an  exacerbation  of  chronic  discoid  lupus  erythema- 
tosus in  all  the  abraded  areas  several  weeks  following 
the  procedure.  For  those  who  contemplate  derm- 
abrasion of  lupus  erythematosus  scars,  it  might  be 
worthwhile  to  maintain  such  patients  on  quinacrine 
(atabrine)  or  chloroquine  (aralen)  for  two  or  three 
months  following  the  use  of  this  procedure. 

Although  great  improvement  of  tattoos,  keloids, 
port  wine  marks  and  Darier’s  disease  has  been  re- 
ported, the  results  of  our  limited  experience  with 
these  conditions  have  not  been  acceptable.  The  pig- 
ment of  tattoos  usually  extends  deep  into  the  cutis 
and  one  must  abrade  very  deeply  in  order  to  eradi- 
cate all  the  pigment.  Then  too,  tattoos  are  usually 
removed  from  the  upper  extremities  or  chest,  where 
healing  following  abrasion  is  delayed  and  leaves  a 
scar,  rather  than  the  normal  appearing  skin  one 
sees  on  the  face  after  abrasion.  The  scar,  however, 


is  usually  soft,  pliable  and  cosmetically  acceptable 
although  hypertrophic  scarring  of  the  abraded  area 
may  occur. 

Interesting  results  were  obtained  in  a patient  with 
xeroderma  pigmentosum  treated  by  dermabrasion.8 
1 his  is  the  case  of  a five  and  one-half  year  old  boy 
who,  at  the  age  of  nine  months,  was  noted  to  have 
red  eyes  and  photophobia.  At  the  same  time  he  had 
many  so-called  “freckles”  on  his  cheeks.  The  con- 
dition persisted,  gradually  becoming  worse.  When 
we  saw  him  in  October  1953,  the  upper  portion  of 
his  body  was  covered  with  dark  brown  spots,  espe- 
cially on  the  face,  ears  and  neck.  There  was  con- 
siderable dryness  and  scaling  of  the  skin  with  many 
superficial  keratoses.  I he  patient  had  conjunctivitis 
and  severe  photophobia. 

In  an  attempt  to  arrest  the  progression  of  hyper- 
pigmentation to  keratosis  to  epithelioma,  an  experi- 
mental patch  on  the  left  scapular  area  was  abraded 
in  October  1953.  Four  month  later  the  abraded  patch 
was  still  almost  completely  cleaix  Subsequently  the 
entire  upper  back  and  face  were  abraded  with  good 
results  to  date. 

The  dermabrasion  procedure  has  been  applied 
with  good  results  to  the  treatment  of  fiat  brown 
pigmented  moles.  One  abrasion  is  usually  sufficient. 

VIII.  UNTOWARD  REACTIONS 

As  a procedure  becomes  more  widely  used,  in- 
formation accumulates  as  to  the  possible  undesirable 
side  effects  and  sequelae.19-20 

1.  Pyoderma:  Some  patients  may  develop  varying 
degrees  of  impetigo  and  pyoderma  three  to  fourteen 
days  after  dermabrasion. 

I his  complication  has  occurred  with  surprising 
rarity  and  responds  promptly  to  oral,  local  and 
parenteral  antibotic  therapy. 

2.  Milia:  The  development  of  milia  several  weeks 
after  dermabrasion  is  a rather  frequent  occurrence. 
Although  they  will  usually  disappear  without  inter- 
ference, it  is  preferable  to  surgically  express  them  in 
order  to  hasten  involution. 

3.  Prolonged  Postoperative  Erythema:  All  patients 
subjected  to  dermabrasion  will  present  varying  de- 
grees of  erythema  which  will  usually  disappear  in 
three  to  six  weeks.  In  some  instances,  however,  the 
erythema  may  persist  for  several  months.  Edelstein,20 
in  a series  of  forty  dermabrasions,  encountered  four 
cases  of  erythema  which  persisted  for  two  to  three 
months.  Fie  suggests  four  possible  explanations  for 
this  type  of  reactions: 


January,  19^6 


8 


DERMABRASION  THERAPY 


a.  Excessive  refrigeration. 

b.  Overexposure  to  sunlight  prior  to  complete 
healing. 

c.  Overzealous  and  premature  cleansing  of  the 
face  with  soap  or  a defatting  agent. 

d.  Premature  resumption  of  topical  acne  treat- 
ment. 

4.  Hy per pigmentation:  Hyperpigmentation  of 
two  varieties  is  occasionally  seen  in  patients  follow- 
ing dermabrasion. 

a.  Hyperpigmentation  at  the  edges  of  the  abraded 
area  similar  to  that  observed  at  the  periphery  of  a 
vitiliginous  patch. 

b.  A less  common  variety  of  pigmentation  is  a 
mottling  of  the  abraded  area  itself.  Usually  the 
differences  in  pigmentation  within  this  area  are  small 
but  noticeable.  This  type  of  pigmentation  may  fol- 
low an  uneven  abrasion  procedure. 

Both  types  of  hyperpigmentation  will  fade  gradu- 
alv  and  spontaneously.  An  ointment  containing  a 5 
per  cent  concentration  of  the  monobenzyl  ether  of 
hydroquinone  (Benoquin,  Elder)  may  be  used  to 
accelerate  fading  of  the  pigmentation. 

5.  Hypertrophic  Scars:  Hypertrophic  scarring  fol- 
lowing dermabrasion  is  the  rarest  but  by  far  the 
most  serious  complication  of  the  treatment.8  In  the 
case  of  a 28  year  old  female  treated  by  us,  the  pro- 
cedure was  performed  without  untoward  incident 
and  recovery  was  good  except  for  the  fact  that  there 
was  a longer  period  of  serous  oozing  from  areas  on 
the  lower  part  of  both  cheeks  than  was  normally 
expected.  In  addition  the  crusts,  which  finally 
formed  in  these  two  areas,  were  the  last  to  fall  off. 
Nothing  else  abnormal  was  noted  until  two  months 
after  dermabrasion,  when  the  patient  saw  redness 
and  slight  thickening  of  the  skin  of  the  lower 
cheeks  in  circumscribed  areas.  The  patient  was  not 
concerned  about  this  development  and  did  not  bring 
it  to  our  attention.  She  was  seen  four  months  after 
dermabrasion  for  a routine  follow-up,  and  at  that 
time  irregular  areas  of  hypertrophic  scarring  were 
noted  on  both  cheeks.  The  areas  are  being  treated 
with  liquid  nitrogen  and  carbon  dioxide  applications 
with  slow  but  gradual  improvement.  The  bright  red 
color  has  gradually  faded.  Other  instances  of  hyper- 
trophic scarring  have  been  brought  to  our  attention. 

6.  Eczematous  Reactions:  Mild  eczematous  reac- 
tions consisting  mainly  of  erythema,  scaling  and 
occasionally  very  mild  oozing  and  crusting  are 
sometimes  seen.  We  agree  with  Edelstein  that  these 


eruptions  arc  very  resistant  to  therapy.  Gradual 
spontaneous  disappearance  of  the  inflammatory  and 
eczematous  process  occurs. 

IX.  SELECTION  OF  CASES 

Careful  selection  of  cases  suitable  for  dermabra-  | 
sion  is  a most  important  prerequisite  for  good  results 
in  employing  this  procedure. 

I he  psychological  state  of  the  patient  is  probably  I 
the  most  important  single  factor  to  be  considered  in 
determining  whether  a patient  should  be  abraded,  j 
1 hose  who  feel  that  all  their  problems  are  due  to  j 
the  acne  pits  they  possess  are  definitely  not  good 
cases  for  this  procedure.  They  will  often  not  be  I 
content  with  even  a very  considerable  improvement 
of  their  scars  and  may  shift  much  of  the  onus  for  j 
their  anxiety  to  the  physician.  Psychiatric  consulta-  I 
tion  is  often  indicated  to  determine  whether  the 
patient  should  undergo  the  procedure.  If  the  obses-  I 
sion  over  acne  scars  is  a strong  defense  mechanism 
and  the  abrasion  so  improves  their  appearance  that 
they  can  no  longer  rely  on  this  mechanism,  pre-  j 
psychotic  patients  may  be  precipitated  into  a psy- 
chotic state  following  dermabrasion. 

Certain  types  of  scars  do  not  fare  well  with 
dermabrasion.  The  flat,  wide  and  confluent  scars, 
causing  an  undulating  appearance  of  the  skin  sur-  I 
face,  are  improved  comparatively  less  than  other 
scarring  types.  Similarly,  the  punched  out,  deep, 
sharp-edged  scars  of  the  “ice  pick”  variety  do  not 
respond  as  readily  as  the  more  superficial  ones. 

Patients  with  very  superficial  and  minimal  scar-  I 
ring  should  not  be  encouraged  to  have  the  procedure 
done  since  they  usually  will  not  be  satisfied  with 
anything  less  than  almost  total  obliteration  of  the 
scars,  a result  which  is  often  not  possible  to  obtain,  j 

Long  discussions  with  patients,  in  which  every  j 
question  is  answered,  every  misunderstanding 
cleared  up,  every  eventuality  considered,  will  result 
in  a satisfied  patient  and  a tranquil  physician. 
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THE  MANAGEMENT  OF  CHRONIC  CARDIOPULMONARY  DISEASE 

Frank  D.  Gray,  Jr.,  m.d.,  New  Haven 


INTERRELATIONSHIP  OF  HEART  AND  LUNGS 

Cardiopulmonary  diseases  are  those  in  which  the 
primary  symptoms  are  referrable  to  disorders  of  the 
heart  and  lungs.  The  term  “cardiopulmonary”  has 
some  didactic  value  in  itself  for  it  serves  to  empha- 
size the  interdependence  of  the  heart  and  lungs. 
These  organs  have  been  correctly  looked  upon  as  a 
single  functional  unit.1  Blood  must,  of  course,  tra- 
verse the  lungs  in  going  from  the  right  to  the  left 
side  of  the  heart.  Furthermore,  to  a great  extent  the 
nerve  reflexes  and  chemosensitive  endorgans  of  the 
heart  and  lungs  are  interrelated.  From  a clinical 
standpoint  we  know  now  that  the  slightest  alteration 
in  the  function  of  either  organ  has  immediate  reper- 
cussions in  the  function  of  the  other.  For  example, 
cor  pulmonale  is  not  the  end  result,  or  sequelae,  of 
chronic  lung  disease;  rather  it  is  a concomitant  of 
the  earliest  change  in  lung  function  brought  about 
by  lung  pathology.  Conversely,  the  very  first  altera- 
tion in  cardiac  function  occurring  in  heart  disease  is 
accompanied  by  changes  in  ventilation  and  respira- 
tory function. 


The  Author.  Assistant  Professor  of  Medicine  and 
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SUMMARY 

The  heart  and  lungs  are  functionally  inseparable 
since  any  alteration  in  the  function  of  one  is  imme- 
diately reflected  in  the  other.  The  cardiopulmonary 
disorders  originating  in  disease  of  the  lung  are  becom- 
ing more  important  as,  because  of  antibiotics,  patients 
survive  acute  lung  disease,  and  as  we  are  more  and 
more  exposed  to  atmospheric  irritants.  The  chronic 
diseases  of  the  lung  which  untreated  lead  to  complete 
cardiopulmonary  failure,  can  be  controlled  by  vigor- 
ous, long-term  treatment. 

The  first  consideration  in  therapy  is  the  removal 
of  irritants  such  as  dusts,  pollens,  or  smoke.  Then 
nebulized  aerosols,  breathing  exercises,  postural  drain- 
age, and  positive  pressure  breathing  will,  properly 
applied,  limit  progress  of  the  disease  in  most  cases. 
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A derangement  of  the  breathing  pattern,  usually 
of  the  type  called  “dyspnea,”  is  almost  a universal 
manifestation  of  cardiopulmonary  disease.  Beyond 
that,  special  symptoms  relate  to  the  original  pathol- 
ogy. Asthma  produces  predominately  a ventilatory 
defect— an  interference  with  the  movement  of  air  in 
and  out  of  the  lungs.  Some  types  of  pulmonary 
fibrosis  such  as  beryllosis  may  produce  a respiratory 
defect— impaired  oxygen  transport.  Valvular  heart 
disease  produces  predominately  a circulatory  defect 
eventually  leading  to  water  and  electrolyte  imbal- 
ance and  edema.  Finally,  disease  of  the  coronary 
arteries  may  lead  to  myocardial  insufficiency.  1 he 
clinical  counterparts  are  exertional  dyspnea,  orth- 
opnea, cyanosis,  edema,  chest  pain,  shock,  etc.  The 
end  result  of  cardiopulmonary  failure,  regardless  of 
the  original  pathology,  is  usually  a composite  clini- 
cal picture  including  many  of  the  above  signs  and 
symptoms. 

Although  this  pattern  may  start  with  primary 
disease  of  either  organ,  in  the  past  the  greater 


emphasis  has  been  placed  on  heart  disease.  How- 
ever, cardiopulmonary  disorders  originating  in 
primary  lung  disease  are  growing  more  and  more 
prominent  as  time  goes  on,  hence  they  deserve  a 
place  as  the  topic  for  this  discussion. 

INCREASE  IN  LUNG  DISEASE 

The  reasons  for  the  increased  incidence  of  lung 
disease  as  a cause  of  cardiopulmonary  failure  arc 
uncertain,  but  two  factors  that  seem  likely  are,  first, 
the  life-saving  properties  of  penicillin  w hich  com- 
bats acute  lung  infection,  thereby  allowing  the 
patient  to  live  long  enough  to  develop  chronic 
disease,  and  second,  the  increased  exposure  to  atmos- 
pheric irritants  such  as  urban  smoke,  smog,  indus- 
trial vapors,  and  tobacco  smoke. 

PATHOGENESIS 

The  rational  management  of  cardiopulmonary 
diseases  requires  that  consideration  be  given  to  their 
pathogenesis.  Most  of  the  lung  diseases  leading  to  this 
condition  begin  as  an  inflammation  due  to  injury  or 


Figure  i 

Diagram  representing  three  types  of  pulmonary 
fibrosis:  A.  peribronchial;  B.  intra-alveolar;  and,  C. 
interstitial 
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infection.  The  result  of  the  inflammation  is  fibrosis 
which  may  be  of  several  types  (Figure  i ). 

Probably  the  most  common  is  the  peribronchial 
type  occurring  in  tuberculosis,  bronchitis,  bronchi- 
ectasis, and  some  cases  of  silicosis.  Intra-alveolar 
fibrosis  is  seeen  as  a result  of  organizing  pneumonias, 
including  tuberculosis,  and  the  interstitial  variety 
occurs  in  such  diseases  as  scleroderma,  the  Hammon- 
Rich  syndrome,  some  cases  of  beryllosis,  chronic 
passive  congestion,  etc.  Pleural  fibrosis  may  impair 
pulmonary  function  and,  of  course,  pulmonary  vas- 
cular fibrosis  will  rapidly  lead  to  pulmonary  hyper- 
tension and  cor  pulmonale. 

A fibrotic  lung  is  a relatively  inelastic  one  in 
which  the  normally  passive  expiratory  phase  re- 
quires the  expenditure  of  muscular  work.  Peri- 
bronchial fibrosis  adds  to  this  work  of  expiration  by 
obstructing  the  free  egress  of  air.  The  chest  cage 
meets  the  challenge  of  increased  work  expenditure 
by  overexpansion  which  provides  a greater  mechani- 
cal advantage  in  performing  the  act  of  expiration, 
and  also  tends  to  dilate  the  bronchi,  thereby  over- 
coming the  obstructive  element.  The  bronchi  them- 
selves normally  contribute  to  the  easy  to-and-fro 
flow  of  air  by  several  mechanisms:  i.  a phasic  dila- 
tion and  elongation  w ith  inspiration,  narrowing  and 
shortening  with  expiration  which  keeps  secretions 
and  foreign  matter  moving  from  the  smaller  caliber 
bronchi  upward  toward  larger  bronchi;  2.  an  up- 
ward sweeping  action  of  the  ciliated  epithelium;  and 
3.  an  upward  peristaltic  and  rhythmic  segmenting 
action. 

When  fibrosis  interferes  with  these  bronchial 
mechanisms  accumulated  secretions  and  exudates 
add  to  the  degree  of  bronchial  obstruction  and 
increase  the  overexpansion  or  distention  of  the  chest 
cage.  The  distended  lung,  over  a period  of  time, 
develops  the  irreversible  changes  of  emphysema. 
Concomitant  with  these  changes,  respiratory  gas 
exchange  is  impaired;  this  stimulates  polycythemia 
and  an  increased  cardiac  output,  both  of  which 
increase  the  pulmonary  artery7  pressure.  The  dis- 
appearance of  pulmonary  capillaries  associated  with 
emphysema  further  raises  the  pulmonary  artery 
pressure  by  increasing  the  vascular  resistance.  The 
net  result  is  an  overworked  right  ventricle,  and 
eventually  right-sided  heart  failure,  no  matter  what 
the  original  pathology  may  have  been. 

A vicious  cycle  is  set  up  because  emphysema  im- 
pairs normal  bronchial  mechanisms  leading  to  fur- 
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ther  obstruction,  bronchitis  and  fibrosis.  At  this 
point  the  patient  may  find  that  his  cardiopulmonary 
function  is  diminished  below  the  point  necessary 
to  carry  on  the  work  of  basal  existence,  which  in 
turn  is  increased  by  inefficient  ventilatory  and  cir- 
culatory functions.  Thus  an  acute  emergency  arises 
comparable  to  an  acute  myocardial  infarction. 

TREATMENT 

The  management  of  chronic  cardiopulmonary 
disease  requires  an  orientation  for  both  physician 
and  patient  to  the  effect  that  a crippling  disease  is 
involved,  and  that  the  crippling  effects  can  be  avoid- 
ed. The  treatment  must  be  vigorous  and  must  con- 
tinue for  the  patient’s  lifetime. 

Perhaps  the  most  important  step,  often  the  most 
difficult,  is  to  remove  irritants  from  the  atmosphere 
in  which  the  patient  lives.  This  means  that  smoking 
must  be  prohibited,  and  if  his  occupation  involves 
dust,  either  adequate  ventilation  must  be  provided, 
or  the  occupation  changed.  In  some  cases,  desensiti- 
zation to  dusts,  moulds,  or  pollens  has  been  success- 
ful, although  it  is  often  discouraging. 

The  next  step,  after  removal  of  atmospheric  irri- 
tants, is  a vigorous  attack  on  bronchial  infection, 
which  is  almost  always  present.  Eyen  though  sputum 
bacteriology  reports  proclaim  “normal  flora,”  anti- 
biotics often  bring  about  a gratifying  improvement 
and  reduction  of  sputum.  However,  unless  the 
sputum  appears  purulent,  this  treatment  is  probably 
not  warranted.  The  actual  choice  of  drug  will 
depend  on  the  bacteria  present  if  any  grow7  out  in 
culture,  otherwise  a wide  spectrum  antibiotic  should 
be  used.  In  general  the  antituberculosis  drugs  should 
be  avoided  unless  acid-fast  organisms  are  present. 

POSTURAL  DRAINAGE 

Bronchial  mechanisms,  always  impaired  in  chronic 
lung  disease,  may  be  improved  in  several  ways.  The 
first  is  postural  drainage.  The  patient  must  be 
warned  that,  except  in  extensive  bronchiectasis  or 
lung  abscess,  the  results  of  postural  drainage  will 
not  be  readily  apparent.  In  the  case  of  emphysema 
the  purpose  of  postural  drainage  is  to  drain  exudates 
and  secretions  which  collect  in  the  small  distal 
bronchi  into  the  larger  bronchi  where  the  cough 
reflex  may  serve  to  remove  them.  Postural  drainage 
is  best  accomplished  when  the  patient  lies  with  his 
hips  flexed  over  the  edge  of  a bed,  and  his  head  on 
a low  stool  or  the  floor.  It  is  most  effective  when 
carried  on  for  about  20  minutes  upon  awakening  in 
the  morning. 
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INHALATION  THERAPY 

Inhalation  therapy  utilizing  nebulizers  to  provide 
an  aerosol  of  bronchodilator  or  bronchial  cleansing 
agents  is  indicated  in  all  cases.  Bronchodilators 
such  as  Isuprel  and  Vaponefrin  used  in  full  doses 
three  or  four  times  daily  are  useful  even  in  those 
cases  which  have  no  obvious  bronchospastic  basis. 
Detergents,  such  as  Alevaire,  and  mucolytic  en- 
zymes have  proved  worth  using  in  any  case  in 
which  the  sputum  is  thick  and  tenacious.  Since  oper- 
ating the  hand  bulb  of  a nebulizer  is  very  tiring  for 
an  incapacitated  patient,  a small  electric  pump  or  a 
foot-operated,  bicycle  tire  pump  should  replace  the 
hand  bulb.  Oral  administration  of  simple  expecto- 
rants combining  iodides  and  ammonium  chloride  can 
be  helpful,  although  the  patient  must  be  watched  for 
signs  of  iodism. 

As  experience  with  the  use  of  inspiratory  positive 
pressure  breathing  (IPPB)  accumulates,  the  value  of 
this  therapy  in  all  types  of  fibrosis  and  emphysema, 
bronchitis,  and  asthma  is  becoming  clear.2  The  ap- 
paratus is  generally  used  for  20  minutes,  three  times 
daily  at  a peak  pressure  of  20  cm  1T.O.  A course  of 
three  or  four  weeks  of  treatment  is  followed  by  an 
equal  rest  period,  and  then  repeated.  Several  hos- 
pitals in  the  State  are  now  equipped  to  administer 
this  type  of  therapy,  and  in  some  cases  the  patient 
may  wish  to  purchase  his  own  equipment  for  home 
use.  Aerosols  may  he  administered  simultaneously. 

BREATHING  EXERCISES 

A direct  attack  on  impaired  ventilation  may  util- 
ize special  breathing  exercises.3  These  exercises  are 
aimed  at  either  increasing  diaphragmatic  mobility 
or  expanding  locally  collapsed  segments  of  lung. 
Advanced  emphysema  is  associated  with  flattening 
and  immobility  of  the  diaphragms;  ventilation  being 
carried  on  chiefly  by  movement  of  the  rib  cage,  an 
inefficient  type  of  breathing.  To  serve  the  purpose 
of  regaining  diaphragmatic  motion,  an  exercise  must 
be  tailored  to  the  needs  of  the  patient.  He  may 
simply  lie  on  his  back  with  a book  or  similar  object 
on  his  abdomen,  and  breathe  in  such  a way  that  he 
sees  the  book  rise  as  he  inhales  and  fall  as  he  exhales. 
This  exercise  will  reinforce  the  synergistic  action  of 
the  abdominal  muscles  and  the  diaphragm  in  the  act 
of  normal  ventilation. 

TREATMENT  OF  HEART 

Since  frank,  right-sided  failure  appears  sooner  or 
later  in  most  cardiopulmonary  cases,  the  physician 


must  be  prepared  to  treat  it  as  soon  as  it  arises,  I 
otherwise  all  other  therapeutic  procedures  will  be  I 
thwarted.  Because  of  the  ventilatory  defect  related 
to  poor  lung  function,  treating  the  failing  heart  in 
these  cases  does  not  bring  the  impressive  results  that 
follow  similar  treatment  when  the  heart  failure  is  I 
primary. 

The  circulatory  readjustments  brought  about  by  1 
digitalis  may  make  the  patient  initially  uncomfort- 
able, but  in  the  long  run  he  will  be  better  compen- 
sated. Because  of  this  initial  discomfort,  vigorous  j 
treatment  of  the  ventilatory  defect  should  be 
undertaken  before  instituting  digitalization.  Mercur-  I] 
ial  diuretics  and  ammonium  chloride  are  useful 
auxiliary  therapeutic  agents,  the  latter  even  though 
respiratory  acidosis  may  already  be  present. 

Should  the  hematocrit  be  higher  than  50  per  cent, 
periodic  small  phlebotomies  to  maintain  the  level 
at  or  below  50  per  cent  will  improve  the  patient’s  I 
circulation  and  help  to  avoid  vascular  thrombosis  v 
which  sometimes  complicates  the  picture. 

RESPIRATORY  AIDS 

In  cases  of  mild  anoxia,  oxygen  therapy  should 
be  avoided  as  it  may  lead  the  patient  to  become 
dependent  upon  an  oxygen  tank,  often  giving  rise 
to  a great  financial  and  social  burden.  When  anoxia 
is  severe,  oxygen  must  be  used  but,  since  the  anoxic 
patient  may  respond  only  to  anoxia  as  a stimulus  to 
breathing,  the  carbon  dioxide  receptors  having  been 
depressed  by  anoxia,  oxygen  breathing  may  lead  to 
apnea  and  subsequent  carbon  dioxide  retention. 
Should  this  occur,  some  sort  of  artificial  respiration, 
such  as  a tank  respirator,  becomes  immediately  j 
necessary.  Unless  a respirator  “team”  is  at  hand,  the 
safest  procedure  is  to  use  metered  oxygen  at  not 
over  30  per  cent  concentration  initially.  It  may  be 
administered  by  mask,  and  the  remaining  70  per  cent 
can  be  helium,  thereby  reducing  the  ventilatory 
work  load  of  the  patient.  As  improvement  occurs, 
the  oxygen  can  be  increased  to  50  per  cent  concen- 
tration. 

The  severely  incapacitated  patient  may  be  unable 
to  raise  his  secretions,  thus  increasing  the  degree  of 
asphyxia.  In  this  event,  bronchoscopic  aspiration,  or 
tracheotomy  with  aspiration  may  be  life  saving. 
Where  experienced  personnel  is  available,  suction 
by  laryngeal  intubation  may  be  preferable  to 
tracheotomy. 

An  example  of  the  usefulness  of  IPPB  is  a case 
(Figure  2)  of  bullous  emphysema  and  cor  pul- 
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Figure  2 

Showing  the  change  in  x-ray  appearance  of  emphysematous  bullae  after  treatment  with  inspirator}-  posi- 
tive pressure  breathing.  Some  of  the  bullae  are  reduced  in  size,  and  the  area  of  collapsed  lung  surrounding 

some  of  the  bullae  has  decreased  in  exeni 


monale.  The  patient  was  in  extremis  on  admission 
with  full-blown  cardiopulmonary  failure.  Since  the 
basic  problem  stemmed  from  the  large  bullae,  these 
were  attacked  by  IPPB  therapy.  After  three  weeks 
of  treatment  the  ring  of  collapsed  lung  surrounding 
the  large  bullae  had  virtually  disappeared,  and  lung 
markings  could  be  seen  in  some  of  the  areas  formerly 
occupied  by  bullae.  The  clinical  improvement  was 
dramatic. 

The  response  of  a long-standing  case  of  asthma 
and  emphysema  to  a combined  treatment  program 
is  shown  in  Table  I which  demonstrates  objective 
improvement  over  a six  month  period.  When  dealing 
with  chronic  cardiopulmonary  disease,  improvement 
will  occur  over  a period  measured  by  months  or 
years  rather  than  days  or  weeks.  Furthermore,  the 
subjective  reponse  to  a new  physician  may  give 
rise  to  unwarranted  optimism  unless  objective 
measurements  are  made  by  using  pulmonary  func- 
tion testing  techniques. 

Table  II  demonstrates  the  effect  of  inspiratory 
positive  pressure  breathing  and  breathing  exercises 
in  a 30  year  old  patient  with  idiopathic  pulmonary 
emphysema.  Again  there  is  evidence  of  considerable 
objective  improvement.  In  all  of  these  cases,  treat- 
ment will  be  continued  for  the  lifetime  of  the  patient 


as  experience  has  shown  that  a relapse  will  occur 
if  treatment  is  suspended  for  any  considerable  length 
of  time. 


Table  I 

AFTER  TREATMENT 

BEFORE  TREATMENT 

FOR  6 MONTHS 

Vital  capacity 
Maximal  breathing 

3-545 

4.623 

capacity 

Ratio  of  residual  volume 

75.00 

IO4.OO 

to  total  lung  capacity 
(normal  under  .30) 

0.61 

O.I7 

Patient  Y.  R.,  asthma  and  emphysema, 
breathing  exercises,  bronchodilators. 

treated  with  IPPB, 

Table  II 

AFTER  TREATMENT 

BEFORE  TREATMENT 

FOR  5 MONTHS 

Vital  capacity 
Maximal  breathing 

4-i87 

5.390 

capacity 

Ratio  of  residual  volume 

39.00 

84.00 

to  total  lung  capacity 
(normal  under  .30) 

O.5O 

0.32 

Patient  A.  B.,  emphysema  (cause  undetermined),  treated 
with  IPPB  and  breathing  exercises. 
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In  conclusion,  any  disease  of  the  heart  or  lungs 
may  lead  inexorably  to  complete  cardiopulmonary 
failure.  Adequate  treatment  may  arrest,  and  even 
reverse  the  process.  Since  this  group  of  diseases  is 
increasing  in  prevalence,  physicians  will  have  to 
adopt  a vigorous  attitude  early  in  the  course  of  the 
disease,  otherwise  we  will  be  overwhelmed  by  a 
large  population  of  cardiopulmonary  cripples  in  the 
future. 


CARCINOMA  OF  THE  OVARY 


From  December,  1949  through  July,  1954  there 
were  twenty-three  patients  with  the  diagnosis  of 
ovarian  carcinoma  discharged  from  the  Middlesex 
M emorial  Hospital,  Middletown,  Connecticut. 
Seventeen  of  these  patients  had  pathological  con- 
firmation of  the  diagnosis  and  are  included  in  this 
report. 

During  the  same  time  there  were  2,843  gyneco- 
logical patients  discharged  from  the  hospital.  This 
is  an  incidence  of  one  patient  with  proven  ovarian 
carcinoma  to  every  167  gynecological  inpatients  dis- 
charged from  the  hospital. 

Seventeen  patients  is  not  a large  series  and  the 
intent  of  this  paper  is  not  to  compare  with  series 
published  by  various  authors  in  large  centers,1'8  but 
it  is  to  present  a summary  and  discussion  of  car- 
cinoma of  the  ovary  as  it  is  discovered  and  treated 
in  a smaller  general  hospital  with  a present  capacity 
of  200  beds. 

AGE 

The  age  distribution  of  these  seventeen  women  is 
found  in  Table  I.  This  distribution  agrees  favorably 
with  the  generally  accepted  figures  for  carcinoma 
of  the  ovary.1’3  Ten  of  the  seventeen,  or  58.8  per 
cent  were  above  the  age  of  sixty.  1 he  youngest  was 
twenty-six,  and  the  oldest  was  eighty-four  at  the 
time  of  the  diagnosis. 

PRESENTING  COMPLAINTS 

Schmitz  and  Majewski8  reporting  on  143  patients 
observed  that  abdominal  swelling  or  the  presence  of 
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SUMMARY 

Seventeen  proven  cases  of  ovarian  carcinoma  diag- 
nosed at  the  Middlesex  Memorial  Hospital,  Middle- 
town,  Connecticut  are  presented. 

The  age  group  of  these  patients  varied  from  twenty- 
six  to  eighty-four  with  58.8  per  cent  over  the  age  of 
60. 

Swelling  or  increase  in  size  of  the  abdomen  was 
noted  in  five  patients.  Three  patients  noted  an  ab- 
dominal mass  as  their  first  symptom.  Postmenopausal 
bleeding  or  menorrhagia  was  the  chief  complaint  of 
three  patients. 

Twelve,  or  70.6  per  cent,  of  the  ovarian  carcinomas 
were  papillary  serous  cystadenocarcinomas.  Three  were 
pseudomucinous  cystadenocarcinomas.  One  was  a dys- 
germinoma  and  one  an  adenocarcinoma  arising  in  an 
endometrial  cyst.  These  cases  are  presented  in  more 
detail. 

The  trend  in  treatment  is  toward  more  total  hyster- 
ectomies and  bilateral  salpingo-oophorectomies  fol- 
lowed by  deep  x-ray  therapy. 

A plea  is  made  for  periodic  pelvic  examinations  of 
all  women  over  the  age  of  35  regardless  of  the  pres- 
ence or  absence  of  symptoms. 
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Table  I 

Ace  Distribution  of  Ovarian  Carcinoma 


AGE 

NUMBER 

2O-3O 

I 

31-40 

0 

4'-5° 

6 

51-60 

0 

61-70 

7 

71-80 

2 

Over  80 

1 

Total 

17 

a lower  abdominal  mass  brought  sixty-five  per  cent 
of  their  patients  for  diagnosis.  Allan  and  Hertig4 
state  that  abdominal  enlargement  and  pain  occurred 
in  fifty-four  per  cent  of  their  patients.  Munnell3 
found  that  excessive  vaginal  bleeding  was  a sur- 
prisingly common  complaint  in  twenty-four  per 
cent  of  the  patients  in  his  series. 

Table  II  summarizes  the  presenting  complaints  of 
these  seventeen  patients.  The  total  number  of  pre- 
senting complaints  is  greater  than  seventeen  because 
one  patient  may  have  had  more  than  one  complaint. 
Swelling  or  increase  in  size  of  the  abdomen  was 
noted  bv  five  patients.  The  next  most  prevalent 
symptom  was  abdominal  pain  and  this  was  noted  by 
four  patients.  Three  patients  noted  the  presence  of 
an  abdominal  mass.  Two  patients,  age  sixty-two  and 
eighty-four,  sought  medical  care  because  of  vaginal 
bleeding;  and  one  patient,  age  twenty-six,  appeared 
because  of  menorrhagia. 

Table  II 

Presenting  Complaints 

COMPLAINTS  NUMBER  OF  PATIENTS 

Abdominal  swelling 5 

Abdominal  pain  4 

Abdominal  mass  3 

Vaginal  bleeding  3 

Vaginal  discharge  1 

Tumor  of  the  scalp 1 

Nausea  and  vomiting 1 

Swelling  of  the  ankles 1 

Constipation  1 

Fatigue  and  weakness 1 


PATHOLOGY 

Benson  et  ctl1  report  that  approximately  seventy- 
five  per  cent  of  ovarian  cancers  are  papillary  cysta- 
denocarcinomas  of  either  the  serous  or  the  pseudo- 
mucinous type.  In  a recent  article,  Allan  and  Hertig4 


report  a ratio  of  three  to  one  of  the  serous  to  the 
pseudomucinous  variety. 

Table  III  summarizes  the  microscopic  diagnosis  of 
the  seventeen  cases  in  this  series.  Twelve,  or  70.6  per 
cent,  were  papillary  serous  cystadenocarcinomas  of 
which  two  were  considered  of  the  mesonephroid 
type.  Three  were  pseudomucinous  cystadenocar- 
cinomas. One  was  a dysgerminoma  with  metastases 
to  the  cranium  and  is  presented  below. 


Table  III 

Pathological  Diagnosis 


PATHOLOGY 

PATIENTS 

LIVING 

PATIENTS 

DEAD  NUMBER 

Serous  cystadenocarcinoma 

2 

IO  12 

Pseudomucinous 

cystadenocarcinoma  

0 t 

Dysgerminoma  

....  0 

I I 

Adenocarcinoma  in  endometrial 

cyst  

I 

O I 

Total  

•7 

The  patient  was  a forty-six  year  old  white  single  female 
who  was  admitted  to  the  Middlesex  Memorial  Hospital  on 
May  23,  1951  with  a chief  complaint  of  a mass  on  the  top 
of  her  head.  She  had  noted  the  onset  of  this  mass  six 
months  prior  to  admission,  but  until  it  had  reached  approxi- 
mately 7 cms.  in  size  and  she  had  begun  to  suffer  headaches 
and  dizziness,  she  had  not  sought  any  medical  care. 

On  May  24  a partial  excision  of  this  mass  was  carried  out 
and  the  pathological  report  returned  as  metastatic  car- 
cinoma, probably  dysgerminoma  of  the  ovary. 

Five  months  later  the  patient  returned  to  the  hospital 
complaining  of  severe  headaches,  nausea  and  vomiting,  and 
swelling  of  the  right  leg.  The  occipitoparietal  mass  had 
continued  to  grow  and  had  begun  to  ulcerate.  An  abdominal 
mass  was  easily  papable  and  a barium  enema  revealed  the 
presence  of  an  extrinsic  mass  displacing  the  rectal  ampulla. 
The  patient  continued  her  rapid  downhill  course  and  ex- 
pired on  November  3,  1951. 

One  was  an  adenocarcinoma  found  in  an  endo- 
metrial cyst  in  a twenty-six  year  old  woman. 

The  patient  was  a twenty-six  year  old,  white,  divorced 
female  who  was  admitted  to  the  Middlesex  Memorial  Hos- 
pital on  July  21,  1952  with  the  chief  complaints  of  fatigue 
and  weakness  since  the  delivery  of  her  only  child  in  948 
and  swelling  of  her  ankles  for  two  years  prior  to  admission. 

Pelvic  examination  revealed  the  uterus  to  be  small  and 
retroverted.  The  left  adnexa  was  replaced  by  a tender  mass 
which  was  approximately  1 2 cms.  in  size. 

On  July  22  a laporotomy  was  performed  and  this  mass 
was  found  to  be  a left  ovarian  cyst  which  was  densely 
adherent  to  the  posterior  surface  of  the  uterus,  the  sigmoid, 
and  the  cul-de-sac.  A left  salpingo-oophorectomv  was 
carried  out  with  some  difficulty  with  the  result  that  the  evst 
was  ruptured  with  the  spillage  of  a small  amount  of  choco- 
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late  colored  contents.  The  pathological  report  revealed  an 
area  of  adenocarcinoma  arising  from  the  inner  surface  of 
this  relatively  large  endometrial  cyst. 

1 he  patient  has  had  close  biannual  follow-up  examina- 
tions since  that  time  and  there  has  been  no  evidence  of 
recurrence.  The  last  visit  and  examination  on  April  6,  1955 
revealed  the  uterus  to  be  retrocessed  and  fixed  with  two 
small  nodules  in  the  cul-de-sac. 

THERAPY 

Almost  all  authors  agree  that  where  ovarian  tissue 
is  suspected  of  malignancy  at  the  operating  table, 
radical  and  extensive  surgical  procedures  should  be 
carried  out.8  Wetterdal5  advocates  exploratory 
laparotomy  and  the  removal  of  as  much  tumor  as 
possible,  even  if  the  tumor  is  regarded  as  inoperable. 
In  sixteen  cases  where  the  tumor  could  be  com- 
pletely removed,  nine  patients,  or  56.6  per  cent, 
were  alive  five  years  after  the  operation.  In  twenty- 
nine  cases  where  the  tumor  was  incompletely  re- 
moved, nine  patients,  or  3 1 per  cent,  were  alive  five 
years  after  the  operation.  In  thirty-nine  cases  where 
metastases  to  the  peritoneum  were  present,  the  per- 
centage of  five  year  cures  was  still  12.8. 

Guerriero  et  aln  believe  that  every  effort  should 
be  made  to  remove  the  primary  tumor  mass  and  feel 
that  failure  of  the  surgical  attack  is  responsible  for 
a large  percentage  of  the  mortality  in  this  disease. 
Munnell3  agrees  that  malignant  ovarian  tumors 
should  receive  radical  surgery  with  total  hyster- 
ectomy and  bilateral  salpingo-oophorectomy.  He 
feels,  as  does  Schmitz,8  that  if  carcinoma  appears  to 
be  unilateral,  the  opposite  ovary  should  be  re- 
moved. Diddle2  and  Guerriero6  suggest  that  uni- 
lateral resection  be  considered  in  young  women. 

Most  of  the  authors  feel  that  deep  x-ray  therapy 
should  be  employed  as  an  adjunct  to  surgery  in  the 
treatment  of  carcinoma  of  the  ovary.1'6’8  .Munnell3 
sums  up  the  status  of  deep  x-ray  therapy  by  stating 
that  it  is  doubtful  that  postoperative  deep  roentgen 
ray  therapy  ever  actually  cured  a patient  with  car- 
cinoma of  the  ovary,  but  it  will  prolong  the  survival 
time  in  most  cases. 

Since  1952  there  has  been  a definite  trend  on  the 
part  of  the  gynecological  and  general  surgeons  at 
the  Middlesex  Memorial  Hospital  to  do  more  total 
hysterectomies  followed  by  deep  x-ray  therapy.  The 
therapy  is  presented  in  Tables  IV  and  V and  has 
been  divided  into  those  patients  still  living  and  those 
who  have  succumbed. 

SURVIVAL  AND  FOLLOW-UP 

Of  the  seventeen  patients  diagnosed  and  treated 


Table  IV 

I hf.rapy  in  Carcinoma  of  thf.  Ovary 
Middlesex  Hospital  1949-1954 
Patients  living  6 

TYPE  OF  THERAPY 

1.  Laparotomy,  biopsy  or  tumor  mass,  deep  x-ray,  radium. 

2.  Left  salpingo-oophorectomy. 

3-  1 <>tal  hysterectomy,  bilateral  salpingo-oophorectomy, 
deep  x-ray,  radium. 

4.  I)  and  C,  bilateral  salpingo-oophorectomy,  x-ray,  radium. 

5.  Needle  biopsy,  x-ray  therapy,  bilateral  salpingo-oophor- 
ectomy, radium. 

6.  1)  and  C,  cauterization  of  the  cervix,  total  hysterectomy, 
bilateral  salpingo-oophorectomy. 

Table  V 

Therapy  in  Carcinoma  of  the  Ovary 
Middlesex  Hospital  1949-1954 
Patients  dead  1 1 

TYPE  OF  THERAPY 

1.  Excision  of  cyst  of  the  scalp. 

2.  Excision  of  left  ovarian  cyst,  deep  x-ray. 

3.  Bilateral  salpingo-oophorectomy,  appendectomy. 

4.  Bilateral  salpingo-oophorectomy,  deep  x-ray. 

5.  Unilateral  salpingo-oophorectomy,  x-rav. 

6.  Biopsy  of  the  omentum. 

7.  Biopsy  of  the  omentum. 

8.  Total  hysterectomy,  bilateral  salpingo-oophorectomy, 
deep  x-ray. 

9.  Laparotomy  and  biopsy  of  tumor  mass. 

10.  D and  C,  total  hysterectomy,  bilateral  salpingo-oophor- 
ectomy. 

1 1.  None. 

Table  VI 

Survival  and  Follow-up  in  Carcinoma  of  the  Ovary 
.Middlesex  Hospital  1949-1954 

PATIENTS  LIVING 


NUMBER  OF  PATIENTS 

TIME  IN  MONTHS 

Without  evidence  of  tumor. 

1 

9 

2 

32 

3 

33 

With  evidence  of  tumor. 

I 

10 

2 

20 

3 

21 

(except  for  the  deep  x-ray  therapy)  at  the  Middle- 
sex Memorial  Hospital  since  December,  1949,  six 
are  still  living  and  eleven  have  succumbed.  I ables 
VI  and  Ml  summarize  the  findings  on  these  patients. 
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Table  VII 

Survival  and  Follow-up  in  Carcinoma  of  the  Ovary 
Middlesex  Hospital  1949-1954 


NUMBER  OF  PATIENTS  DEAD 

TIME  IN  MONTHS 

2 

3 

3 

5' 

4 

IO 

5 

I 2 

6 

I 2 

7 

1 4 

8 

l6 

9 

27 

10 

3* 

1 1 

46 

Of  the  six  still  alive,  there  are  two  living  over  two 
years  and  one  living  nine  months  without  evidence 
of  disease.  Three  are  living,  but  show  evidence  of 
persistent  or  recurrent  tumor. 

Of  the  eleven  patients  who  have  died,  only  one 
patient  lived  over  three  years.  Two  lived  between 
two  and  three  years,  and  four  lived  less  than  one 
year. 

DISCUSSION 

Great  advances  have  been  made  in  increasing  the 
number  of  patients  surviving  five  years  or  more 
with  carcinoma  of  the  cervix  and  fundus.  Ovarian 
carcinoma  remains  one  of  the  most  depressing  as- 
pects of  the  whole  problem  of  gynecological  cancer. 

The  presenting  complaints  of  the  patients  in  this 
series  are  not  unlike  those  discussed  by  others.3  4-8 
The  important  fact  is  the  limited  early  diagnostic 
value  of  these  symptoms.  The  earliest  symptoms  are 
either  absent  or  so  insidious  that  they  are  disregard- 
ed by  the  patient  until  the  presence  of  a lower 
abdominal  mass,  swelling  of  the  abdomen,  or  some 
other  sign  of  widespread  disease  brings  the  un- 
fortunate patient  to  the  physician  for  care. 

The  current  literature  reveals  the  five  year  sur- 
vival rate  in  carcinoma  of  the  ovary  to  be  between 
twelve  and  twenty-one  per  cent.2-3-5’7’8  This  means 
that  in  the  large  medical  centers  the  best  the  medi- 
cal profession  can  offer  the  patient  is  that  one  out 
of  every  six  with  ovarian  carcinoma  will  be  alive  at 
the  end  of  five  years.  However,  this  depressing  state- 
ment must  be  clarified.  First,  this  represents  all  types 
of  carcinoma  of  the  ovary  grouped  together  into 
one  broad  category,  a combination  which  is  basic- 
ally and  fundamentally  incorrect.  The  ovary  can  be 
the  site  of  many  different  types  of  malignant  tumors 


with  different  natural  histories,  and  the  five  year 
survival  rates  should  not  be  calculated  for  all  these 
types  as  a single  group,  but  should  be  calculated 
for  each  individual  type  of  ovarian  tumor.  Secondly, 
staging  of  carcinoma  of  the  ovary,  as  advocated  by 
Benson  et  al 1 employing  the  Heyman  classification, 
has  unfortunately  not  been  employed  by  many 
authors  in  spite  of  the  obvious  bearing  upon  results. 
Certainly  the  five  year  survival  outlook  for  a patient 
with  a Stage  I carcinoma  is  far  better  than  the  out- 
look for  a patient  with  a Stage  IV  tumor. 

Nevertheless,  this  depressing  outlook  for  patients 
with  ovarian  cancer  must  be  improved.  First,  the 
campaign  of  lay  cancer  education  with  the  accent 
on  frequent  and  periodic  pelvic  examinations  after 
the  development  of  symptoms  of  abnormal  bleeding- 
must  be  changed  to  frequent  and  periodic  pelvic- 
examinations  in  all  women  over  the  age  of  thirty- 
five  without  any  symptoms,  if  the  early  cases  of 
ovarian  carcinoma  are  to  be  detected  and  treated. 
Secondly,  the  defeatest  attitude  of  the  medical  pro- 
fession when  dealing  with  a patient  with  carcinoma 
of  the  ovary  must  be  overcome.  It  must  be  realized 
that  a significant  number  of  these  patients  can  be 
salvaged  by  a more  radical  surgical  approach. 

The  teaching  in  most  large  centers  is  that  malig- 
nant ovarian  tumors  should  receive  more  radical 
surgery  with  total  hysterectomy  and  bilateral 
salpingo-oophorectomy.  Even  in  the  presence  of 
widespread  dissemination,  as  much  as  possible  of  the 
primary  lesion  and  the  metastases,  including  the 
omentum,  should  be  removed.  The  trend  in  the 
Middlesex  Memorial  Hospital  is  toward  this  more 
radical  surgical  approach.  It  is  impossible  to  ac- 
curately state  the  reason  for  this  general  change  in 
policy.  It  may  mean  that  patients  are  being  seen 
with  tumors  more  amenable  to  surgery,  or  the 
teachings  of  Munnel  and  others3-5’8  are  winning  over 
the  defeatist  attitude  of  many  surgeons  when  deal- 
ing with  carcinoma  of  the  ovary.  It  may  mean  that 
since  the  facilities  at  the  Middlesex  Memorial  Hos- 
pital, and  many  more  hospitals  of  similar  size,  are 
increasing,  a more  radical  surgical  approach  can  be 
undertaken.  In  any  event,  the  important  fact  is 
that  more  and  more  patients  are  receiving  more 
adequate  surgical  care. 

Most  gynecologists  agree  that  postoperative  deep 
x-ray  therapy  should  be  given  to  patients  with 
ovarian  carcinoma.  Again  the  tendency  in  this 
direction  is  apparent  at  the  Middlesex  Hospital. 
The  acquisition  of  a radiotherapy  department  at 
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this  hospital,  and  many  more  hospitals  of  a similar 
size,  raises  the  hope  that  many  more  patients  will 
receive  this  adjunct  to  the  surgical  treatment  of  this 
disease. 

No  attempt  will  he  made  to  discuss  the  survival 
rates  in  this  small  series  presented  except  to  re- 
emphasize the  gloomy  outlook  of  ovarian  carcinoma 
in  the  stages  which  most  patients  present  themselves 
for  care  today,  and  to  restate  the  real  need  for 
periodic  pelvic  examinations  in  all  women  over  the 
age  of  thirty-five  regardless  of  the  presence  or  the 
absence  of  symptoms. 
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LEUKOPLAKIA  OF  THE  MALE  URETHRA 

\\  ALTER  A.  SCHLOSS,  M.D.,  HiUtford 


“Leukoplakia  is  a rather  rare  accompaniment  of  a 
chronic  type  of  inflammation.”* 

ccasionally  leukoplakia  is  a precursor  of 
''S  squamous  cell  carcinoma,  hence  its  import- 
ance.1-2 The  only  constant  factor  in  its  occurrence  is 
that  chronic  infection  precedes  and  accompanies 
almost  every  case.3  Criterion  for  diagnosis:  cornifi- 
cation  of  a noncornifying  membrane.4  The  condi- 
tion has  continued  to  be  considered  irreversible.5 

The  appearance  in  the  urine  of  desquamated 
epithelial  tissue  should  make  one  suspect  the  pres- 
ence of  leukoplakia.6 

CASE  REPORT 

1 he  patient  was  a 43  year  old  white  male  who  presented 
himself  on  June  8,  1954  complaining  that  “the  urinal  tube 
gets  small.  Something  grows  inside,  pimples  or  something. 
Little  white  pieces  come  off,  or  I can  pull  them  out  of  the 
opening.” 

He  had  had  this  condition  for  four  years  and  it  was 
accompanied  by  itching  of  the  urethra,  and  a spraying, 
crooked  urinary  stream. 

Past  history  included  gonorrhea  at  age  15,  treated  in 
Canada  with  irrigations  (probably  KMn04).  At  age  19 
circumcision  had  been  done.  In  January,  1954  he  had  had  a 

*Boyd,  W.:  Textbook  of  Pathology, 
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SUMMARY 

A case  of  leukoplakia  of  the  urethra  in  a 43  year 
old  white  male  is  reported.  The  pathogenesis  undoubt- 
edly was  a combination  of  stenotic  external  urethral 
meatus  accompanied  by  a long  standing  chronic  pros- 
tatitis with  purulent  discharge,  the  latter  being  trapped 
behind  the  meatus  and  causing  leukoplakic  changes 
in  the  urethral  mucosa. 

Treatment  has  been  directed  at  eliminating  the 
underlying  causes,  by  meatotomies  and  dilatation,  plus 
eradicating  the  chronic  prostatitis,  as  well  as  relieving 
the  local  itching  which  annoys  the  patient  more  than 
anything  else. 

No  medication,  except  for  the  Retafen  ointment, 
has  been  of  much  help,  including  the  use  of  antibiotics, 
sulfonamides,  parenteral  ACTH,  hydrocortisone  in  an 
ointment  form,  Eurax,  Furacin  solution,  or  Furacin 
urethral  suppositories. 
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meatotomy  elsewhere,  for  a stenotic  meatus,  but  this  had 
not  relieved  his  complaints. 

He  had  had  no  other  serious  illnesses,  and  was  a healthy 
looking  truck  driver.  He  was  divorced. 

The  following  physical  findings  and  laboratory  data  w ere 
pertinent  to  the  case:  At  the  external  urethral  meatus  where 
a meatotomy  had  been  done  several  months  before  the 
meatus  was  adequate;  however,  the  mucous  membrane  had 
turned  white  and  thick  and  felt  very  stiff,  and  so  did  the 
distal  4 to  5 cm.  of  the  urethra  where  most  of  the  itching 
was  located.  The  remainder  of  the  penis  and  scrotal  con- 
tents were  normal. 

The  prostate  was  not  enlarged,  but  felt  soft  and  boggy. 
The  urine,  prior  to  massage,  showed  many  shreds  in  the 
first  glass.  Microscopically  these  were  composed  of  many 
epithelial  cells,  plus  pus  cells  in  clumps  and  chains.  There 
was  no  sugar  or  albumin  in  the  urine,  pH  was  6,  specific 
gravity,  1.020.  The  prostatic  fluid  showed  epithelial  cells  in 
clumps,  as  w'ell  as  pus  cells  and  pus  clumps  3 plus.  Two 
weeks  later  trichomonads  were  also  found  in  the  prostatic 
fluid.  Mandelamine  was  given  for  this  anti  they  were  not 
found  on  many  subsequent  examinations. 

The  patient  w'as  given  Furacin  urethral  suppositories  to 
be  inserted  into  the  distal  urethra  every  night.  He  returned 
one  week  later  and  stated  that  the  suppositories  had  not 
helped  much,  if  any.  At  this  time  cystourethroscopv  was 
carried  out  in  the  office  using  Trilene  analgesia,  with  the 
patient  giving  it  to  himself.  The  bladder  appeared  normal. 
There  was  a moderate  posterior  urethritis  probably  second- 
ary to  his  chronic  prostatitis.  The  most  interesting  findings 
were  in  the  distal  urethra,  where  the  mucosa  was  pale,  white, 
and  shiny,  appearing  flaky  in  spots. 

Furacin  solution  full  strength  was  instilled  into  the  urethra 
with  a bulb  syringe  and  kept  there  for  five  minutes.  This 
was  repeated  a week  later,  but  did  not  seem  to  help  much. 
He  w'as  also  told  to  continue  with  the  Furacin  suppositories 
and  w'as  given  large  doses  of  vitamin  A (Aquasol  A jo,ooo 
units  every  day)  as  recommended  bv  Connery.4 

He  was  then  admitted  to  Hartford  Hospital  for  dilta- 
tion  of  the  urethra,  cystoscopy  with  retrograde  pyelo- 
graphy, and  biopsy  of  the  white  patches  in  the  anterior 
urethra.  1 his  was  accomplished  on  July  10,  1954.  The 
retrograde  pvclograms  were  normal.  Flic  bladder  was  not 
remarkable.  The  posterior  urethra  was  as  previously  de- 
scribed and  biopsy  specimens  were  taken  from  the  anterior 
urethra  with  the  cvstoscopic  rongeur  (“clam  shell")  biopsy 
forceps  using  a 24F  panendoscope.  These  were  reported  as 
“squamous  metaplasia  and  keratinization — leukoplakia”  (G. 
McAdams,  md.)  (Figure  1.) 

Urine  culture  was  positive  for  B.coli  and  the  patient  W'as 
given  Gantrisin. 

Having  established  the  diagnosis  of  leukoplakia  of  the 
urethra,  it  W'as  decided  to  give  the  patient  a course  of 
ACTH,  based  on  the  report  of  Helfcrt  and  Bremen0  who 
used  it  for  bilateral  leukoplakia  of  the  renal  pelves  with  a 
nine  month  follow-up  showing  the  patient  to  be  asympto- 
matic. 

Ten  days  after  the  cystoscopy,  while  arrangements  for 
the  ACTH  treatment  were  being  made,  the  patient  devel- 
oped an  acute  right  epididvmo-orchitis,  with  local  pain  and 


Figure  ia 

Biopsy  of  w'hite  patch  in  anterior  urethra  clearly 
showing  cornification  of  noncornifying  membrane. 

X 50 

swelling,  chills  and  fever,  and  was  admitted  to  St.  Francis 
Hospital  as  an  urgent  case.  The  epididymo-orchitis  sub- 
sided nicely  on  Aureomycin  therapy,  and  ACTH  was 
given  intramuscularly  as  follows:6  10  mg.  every  6 hours  for 
7 doses;  12.5  mg.  every  6 hours  for  5 doses;  15  mg.  every  6 
hours  for  5 doses. 

This  seemed  to  cause  some  softening  of  the  plaques  in  the 
distal  urethra,  but  did  not  relieve  the  itching,  the  spraying 
stream,  the  diurnal  frequency  of  urination,  or  the  pus  clumps 
in  the  prostate. 

There  followed  six  months  of  various  treatments  to  relieve 
the  symptoms: 

i.  Another  meatotomy  was  done,  under  local,  in  October, 
1954  to  enlarge  the  distal  urethra  and  try  to  prevent  the 
spraying  stream.  This  was  partially  successful  as  only  the 
initial  stream  was  spraying,  and  once  the  stream  w'as  started, 
it  was  straight  and  forceful. 


Figure  ib 

Cornified  epithelium  from  urethra.  X ico 
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2.  The  distal  urethra  was  dilated  to  28F  in  the  office;  in 
addition,  the  patient  made  himself  a straight  short  sound 
size  28F  and  dilated  himself  every  day.  The  sound  was  pat- 
terned on  the  straight  female  (Walthcr)  sound.  A fibrotic 
ring  tended  to  form  at  the  external  urethral  meatus,  despite 
the  two  meatotomies. 

3.  Prostatic  massages  were  given  intermittently  and  spor- 
adically as  the  patient  was  lax  in  coming  in  for  regular 
appointments.  The  prostatic  fluid  recurrently  became  full 
of  pus  cells  and  pus  clumps. 

4.  Sitz  baths  were  taken  but  not  too  faithfully,  as  the 
patient  stated  that  they  often  ran  out  of  hot  water  where  he 
lived. 

5.  Various  sulfonamides  and  antibiotics,  singly  and  in 
combination,  were  given  for  the  prostatitis,  with  no  notice- 
able effect  on  the  prostatitis  or  the  leukoplakia. 

Eurax  and  Neo-cortef  ointments  were  tried  alternately  for 
the  annoying  itch  at  and  within  the  meatus.  These  helped 
very  little,  but  one  ointment  did  give  him  local  relief  more 
than  anything  else,  viz.,  Retafen,  an  antipruritic  ointment 
with  five  active  ingredients,  in  a polyethylene  glycol  base. 

DISCUSSION 

Leukoplakia  of  the  renal  pelves,  the  ureters,  blad- 
der and  the  glans  penis,  as  well  as  the  vulva,  has 
been  well  documented,7  but  very  little  has  been 
written  about  leukoplakia  of  the  urethra  except  to 
mention  that  it  does  occur.2-3  Kreschmer  reported 
three  cases  in  1928. 8 It  is  possible  that  many  cases 
have  been  seen  but  not  reported  because  the  results 
of  treatment  are  not  entirely  satisfactory.  Naturally 
we  are  more  prone  to  report  our  successes  than  our 
failures. 

Pathogenesis:  In  the  case  under  discussion  we  feel 
that  the  etiology  is  quite  understandable.  The 
patient  had  a combination  of  pinpoint  meatus  with 
chronic  prostatitis  and  chronic  purulent  urethral 
discharge  for  many  years.  It  is  postulated  that  the 


pus  collected  inside  the  stenotic  meatus  and  the  long 
standing  irritation  from  this  led  to  the  leukoplakia 
of  the  distal  urethra  proximal  to  the  meatus. 

Diagnosis:  I his  was  established  clinically  and  by 
biopsy. 

Treatment:  The  treatment  has  not  been  entirely 
satisfactory.  Theoretically,  if  one  were  to  relieve 
the  stenotic  external  meatus  and  “cure”  the  chronic 
prostatitis  and  urethral  discharge,  the  cause  of  the 
leukoplakia  would  be  removed  in  this  case.  How- 
ever, leukoplakia,  once  established,  appears  to  be  a 
permanent  lesion.  Perhaps  if  we  can  keep  the  patient 
comfortable  and  prevent  any  further  development 
of  the  lesion,  plus  repeated  biopsy  to  rule  out  car- 
cinoma, we  have  accomplished  all  that  can  be  done 
in  a chronic  condition  such  as  leukoplakia. 
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MODIFIED  ELECTROSHOCK  THERAPY 

Use  in  the  Elderly  Psychiatric  Patient 

H.  Jerome  Rietman,  m.d.,  and  Enrique  Delgado-Fourzan,  m.d.,  Hartford 


As  a result  of  the  advances  in  modern  medicine 
^ ^ which  have  done  much  to  prolong  the  life  of 
man,  many  problems  concerning  persons  in  the  older 
age  group  have  been  created.  Not  least  affected  by 
such  problems  has  been  the  field  of  psychiatry,  as 
can  be  seen  by  the  growing  number  of  elderly 
patients  being  admitted  to  psychiatric  hospitals. 

Until  recently,  psychiatric  illness  in  an  older 
person  carried  an  extremely  poor  prognostic  out- 
look. The  ideational,  emotional,  or  behavioral  dis- 
turbances were  considered  secondary  to  certain 
pathological  changes  within  the  brain  which  were 
both  irreversible  and  chronically  progressive.  1 hese 
changes  were  usually  secondary  to  cerebral  arterio- 
sclerosis or  to  cortical  atrophy  accompanying  the 
normal  aging  process.  Further  study  and  observation 
revealed  that  such  changes  were  found  in  most  per- 
sons in  the  older  aged  group,  regardless  of  whether 
psychatric  illness  was  present  or  not.  No  relation- 
ship could  be  determined  between  the  location  or 
extent  of  the  pathological  change  in  the  brain  and 
the  degree  of  psychiatric  impairment  when  such 
illness  was  present.  Further  investigation  showed 
that  certain  psychological  factors  could  intensify  or 
even  simulate  the  so  called  “organic”  symptoms  of 
confusion,  forgetfulness,  disorientation,  and  deterio- 
ration in  thinking,  judgment,  and  behavior.  As  a 
result  the  care  of  psychiatric  problems  in  the  elderly 
has  shifted  from  one  of  purely  custodial  manage- 
ment to  one  of  more  active  and  intensified  therapy 
directed  at  underlying  emotional  factors.  Ehrenberg 
and  Gullingsrud1  reviewed  the  sparse  literature  con- 
cerning the  use  of  electroshock  therapy  in  aged 
psychiatric  patients  and  found  uniformly  good  re- 
sults reported.  They  included  a summary  of  1 1 2 
older  patients  treated  at  the  Boston  State  Hospital 
over  a five  year  period.  Almost  80  per  cent  of  these 
patients  improved  sufficiently  to  leave  the  hospital, 
although  37.5  per  cent  later  relapsed.  Four  deaths 
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SUMMARY 

The  use  of  electroshock  therapy  modified  by  Pento- 
thal  sodium  end  the  muscle  relaxant,  Succinylcholine 
chloride,  in  elderly  psychiatric  patients  is  discussed. 

A review  of  963  such  treatments  given  to  71  hos- 
pitalized private  patients  over  the  age  of  60  is  pre- 
sented. Much  improvement  or  complete  remission  of 
symptoms  occurred  in  70  per  cent  of  the  patients 
treated.  Only  11.3  per  cent  were  unchanged.  No  com- 
plications from  the  treatments  were  encountered. 

Modified  electroshock  therapy  affords  a quite  safe, 
yet  very  effective  method  for  treating  many  psychiatric 
disorders  in  the  elderly,  conditions  which  were  for- 
merly considered  to  be  chronically  irreversible  and 
progressive. 

were  reported  in  addition  to  four  vertebral  com- 
pression fractures.  McCartney2  reviewed  his  expe- 
riences with  electroshock  therapy  in  a group  of  458 
private  outpatients,  all  over  the  age  of  45.  He  re- 
ported an  86  per  cent  improvement  rate  with  one 
death  occurring  in  his  series.  It  should  be  noted, 
however,  that  the  majority  of  his  patients  suffered 
from  involutional  reactions,  conditions  for  which 
electroshock  therapy  is  known  to  have  dramatic 
efficiency.  T he  purpose  of  this  paper  is  to  review 
the  use  of  electroshock  therapy  modified  by  muscle 
relaxants  in  the  treatment  of  patients  over  60  years 
of  age  in  a private  psychiatric  hospital. 

METHOD 

Because  of  the  risks  involved,  electroshock  ther- 
apy was,  in  the  past,  usually  considered  contraindi- 
cated for  the  elderly  patient.  It  was  feared  that  the 
seizure  produced  would  be  too  rigorous  for  the 
weakened,  possibly  failing  heart,  the  emphysema- 
tous lungs,  the  demineralized  and  osteoarthritic 
bones  and  joints.  New  advances  in  electroshock 
techniques  including  the  use  of  muscle  relaxants 
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ELECTROSHOCK  THERAPY 


have  vastly  reduced  the  usual  complications  of  rh : ; 
form  of  therapy.  A detailed  description  of  the  tech- 
nique used  to  modify  and  subdue  the  electrical 
seizure  w ith  Pentothal  sodium  and  Succinylcholine 
chloride  is  reported  elsewhere.3  Succinylcholine 
chloride  is  an  ultra-short  acting  muscle  relaxant  of 
the  depolarizing  type.  All  of  the  patients  reported  in 
this  paper  received  this  modified  form  of  electro- 
shock therapy. 

1 he  treatments  are  given  in  the  morning  with 
breakfast  omitted.  Atropine  sulfate,  0.8  mg.,  is 
administered  subcutaneously  one-half  hour  before 
the  treatment.  After  a light  plane  of  anesthesia  has 
been  produced  by  intravenous  Pentothal  sodium, 
Succinylcholine  is  given  intravenously  in  sufficient 
doses  to  produce  a rather  profound  degree  of  gen- 
eralized muscle  relaxation.  Then  the  electrical 
stimulus  is  applied.  Because  the  respiratory  muscles 
are  also  affected  by  the  relaxant,  artificial  respira- 
tion with  pure  oxygen,  using  a tight  fitting  face 
mask  and  exerting  rhythmic  manual  pressure  on  the 
rebreathing  bag,  is  carried  out  both  before  the  appli- 
cation of  the  stimulus  and  after  the  modified  seizure 
until  normal  respiratory  activity  returns.  The  entire 
procedure  lasts  only  six  to  ten  minutes. 

STATISTICAL  DATA 

From  January  of  1953  through  March  of  1955, 
7 1 private  patients  over  60  years  of  age  received 
modified  electroshock  therapy  at  the  Institute  of 
Living.  There  were  28  men  (39.4  per  cent)  and  43 
women  (60.6  per  cent)  ranging  in  age  from  60  to 
83  years  old.  The  average  age  of  the  group  was  67.0. 
Although  most  of  these  patients  showed  some  signs 
of  forgetfulness,  confusion,  and  disorientation,  other 
elements  w ere  frequently  equally  or  more  promi- 


nent. 1 hese  included  agitation,  sleeplessness,  re- 
tardation, suspicious  or  self-depreciatory  ideation, 
and  especially  depression.  The  diagnoses  of  the 
patients  treated  can  be  found  in  Table  1. 

Table  I 

Diagnoses  of  Patients  Treated 
Chronic  brain  syndrome  associated  with  senile  brain 

disease  (CBS-Sen)  4 

Chronic  brain  syndrome  associated  with  cerebral  arter- 
iosclerosis (CBS- AS)  13 

Chronic  brain  syndrome  associated  with  circulatory 
disturbance  other  than  cerebral  arteriosclerosis  (CBS- 

Circ)  1 

Involutional  psychotic  reaction  (Invol) 9 B 

Manic  depressive  reaction  depressed  tvpc  (AID-ID > 8 I 

Manic  depressive  reaction,  manic  type  (MD-M) 2 

.Manic  depressive  reaction,  circular  type  (MD-Circ) 2 

Schizophrenic  reaction  (Schiz) 2 


Psychotic  depressive  reaction  (Psy-Dep) 19 

Psychoneurotic  disorder,  depressive  reaction  (l)ep-R)  10 
Paranoid  State  (Par-St) 1 


Total  7' 

A total  of  963  modified  treatments  wrere  given, 
resulting  in  an  average  of  13.6  treatments  per 
patient.  There  were  seven  patients  who  required 
maintenance  therapy  with  treatments  given  at  regu- 
lar intervals  over  a long  period  of  time  in  order  to 
prevent  relapses.  By  eliminating  those  patients  from 
the  series,  a revised  average  of  10.5  treatments  per 
nonmaintenance  treated  patient  is  obtained.  1 he 
results  of  the  treatments  are  given  in  Table  II. 
Sixty-three  (88.7  per  cent)  of  the  patients  have  been 
discharged  from  the  hospital.  Of  the  eight  remain- 
ing, four  are  unchanged  and  four  are  receiving 
maintenance  therapy  with  improvement  in  their 
psychiatric  condition.  Table  II  lists  the  condition  of 


Table  II 

Treatment  Results 


UNCHANGED 

SLIGHTLY 

IMPROVED 

IMPROVED 

MUCH 

IMPROVED 

REMISSION 

TOTAL 

CBS-Sen* 

2 

O 

O 

O 

2 

4(  5.6%) 

CBS-AS 

3 

0 

4 

4 

2 

13(18.3%) 

CBS-Circ 

0 

O 

O 

0 

I 

i(  1.4%) 

Invol 

0 

0 

2 

O 

7 

9(12.7%) 

MD-D 

0 

O 

O 

I 

7 

8(11.3%) 

MD-M 

0 

O 

I 

O 

I 

2 ( 2.8%) 

MD-Circ 

0 

O 

0 

0 

2 

2 ( 2 8%) 

Schiz 

1 

0 

O 

I 

O 

2 ( 2.8%) 

Psy-Dep 

1 

I 

2 

I 

1 4 

19(26.8%) 

Dep-R 

1 

0 

2 

2 

5 

10(14.1%) 

Par-St 

0 

O 

I 

O 

0 

i(  1.4%) 

8(1 1.3%) 

1 (1.4%) 

1 2 (16.9%) 

9(12.7%) 

41  ( 37-7%) 

71  ( 100%) 

‘See  Table  I for  explanation  of  abbreviations 
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the  patients  on  discharge,  or  present  condition  if 
still  hospitalized. 

No  complication  was  encountered  in  the  entire 
series  despite  the  fact  that  many  of  the  patients 
treated  presented  signs  of  rather  severe  physical 
disabilities  as  can  be  seen  in  Table  111.  There  were 
no  bone  or  joint  injuries,  nor  were  there  any  cardiac 
or  pulmonary  complications.  A transient  increase 
in  confusion  and  forgetfulness  following  treatment 
was  sometimes  encountered.  This  was  not  at  all 
pronounced,  especially  considering  the  age  of  the 
patients,  the  number  of  treatments  given,  and  the 
presence  of  such  symptoms  in  many  of  the  patients 
prior  to  treatment.  In  fact,  the  opposite  effect  fre- 
quently occurred,  that  is,  the  subsiding  of  memory 
defects,  confusion,  and  disorientation  following 
therapy. 

Of  the  patients  treated,  16  (22.5  per  cent)  showed 
signs  of  relapse  after  the  treatments  were  discon- 
conitnued.  Most  of  these  relapses  occurred  within 
two  or  three  weeks  of  the  last  treatment.  Of  these 
patients  who  relapsed,  nine  of  them  again  improved 
with  a second  course  of  therapy,  while  the  other 
seven  required  maintenance  therapy.  Following  dis- 
charge from  the  hospital  only  five  patients  showed 
signs  of  recurrence  which  necessitated  their  read- 
mission. 

Table  III 

Patients  With  Positive  Physical  Findings 
Blood  pressure — systolic  over  170  or  diastolic  over  100 


or  both  2$ 

Roentgenogram  of  spine 

Moderate  to  marked  osteoarthritic  changes 38 

Moderate  to  marked  demineralization 21 

Old  vertebral  body  compression  fractures 10 

Roentgenogram  of  chest 

Cardiac  enlargement  18 

Calcification  of  aorta 16 


Pulmonary  tuberculosis,  inactive 3 

Tuberculoma  2 

Electrocardiographic  findings 

Unequivocal  evidence  of  abnormality 13 

Premature  auricular  beats 2 

Premature  auricular  and  ventricular  beats 2 

Auricular  fibrillation  1 

Equivocal  evidence  of  abnormality 1 

Diabetes  mellitus  6 

Recent  congestive  heart  failure  requiring  digitalization  6 
Fracture  of  pelvis , 

COMMENTS 

From  the  statistical  data  reported  above,  modified 
electroshock  therapy  appears  to  be  a safe  and  effi- 
cent  method  for  the  treatment  of  many  psychiatric 


problems  occurring  in  the  older  aged  patient. 
Despite  the  fact  that  certain  personality  changes, 
such  as  forgetfulness,  confusion,  disorientation,  and 
mental  and  behavioral  deterioration,  may  result  from 
pathological  changes  occurring  in  the  brain  as  a 
result  of  the  aging  process,  these  symptoms  are  fre- 
quently mimicked  or  grossly  exaggerated  by  under- 
lying emotional  disorders.  If,  therefore,  one  directs 
therapy  at  these  superimposed  psychological  prob- 
lems, one  can  frequently  obtain  improvement  or 
even  complete  remission  of  both  the  emotional  diffi- 
culties and  the  so  called  “organic”  symptoms.  The 
frequency  of  varying  degrees  of  depressive  reactions 
in  this  older  aged  group  is  not  surprising.  Numerous 
factors  occur  during  this  period  of  life  which  read- 
ily predispose  one  to  react  with  depression:  the 
acute  awareness  of  beginning  memory  defects  and 
intellectual  retardation,  the  dissolution  of  family 
ties  and  relationships,  the  loss  of  contemporaries,  the 
realization  of  the  approaching  end.  The  high  inci- 
dence of  depressive  reactions  in  the  elderly  psychi- 
atric patients  undoubtedly  accounts  for  the  striking 
effectiveness  of  electroshock  therapy.  Either  great 
improvement  or  complete  remission  of  symptoms 
occurred  in  70  per  cent  of  the  patients  treated.  The 
newer  techniques  of  modified  electroshock  therapy 
using  muscle  relaxants,  such  as  Succinylcholine 
chloride,  have  almost  completely  eliminated  the 
risks  and  complications  which  years  ago  were  con- 
sidered as  contraindications  to  shock  therapy  in  this 
group.  For  these  reasons,  modified  electroshock 
therapy  should  be  seriously  considered  for  any 
elderly  patient  in  whom  there  is  some  element  of 
depression  which  may  be  intensifying  his  “organic” 
symptoms. 

Since  relapses  usually  occurred  within  three  weeks 
after  the  termination  of  therapy,  it  is  recommended 
that  the  patients  remain  under  close  psychiatric 
observation  for  at  least  this  period  of  time.  Any  re- 
currence of  symptoms  can  usually  be  overcome 
with  a few  additional  treatments,  thus  quickly  abort- 
ing the  return  of  the  illness  and  eliminating  the  need 
for  longer  hospitalization  and  treatment. 
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EDITORIALS 


Happy  New  Year! 

The  hells,  whistles,  horns  and  streamers  have 
ushered  in  another  New  Year,  this  year  of  1956.  As 
we  have  enjoyed  this  holiday  season,  celebrated  in 
our  accustomed  tradition,  we  are  well  aware  of  great 
privileges  and  of  the  unprecedented  abundance  of 
good  things  which  are  ours  in  this  great  country. 

Looking  back  but  a short  span  of  years  we  physi- 
cians are  still  amazed  at  the  swift  pace  of  progress 
in  our  profession.  The  era  of  the  horse  and  buggy 
doctor  has  given  way  to  the  two  or  three  car  age, 
though  there  is  less  need  to  hasten  to  the  patient’s 
home.  In  fact,  the  patient  is  hurried  to  the  hospital 
at  the  first  sign  of  trouble  and  night  calls  in  the  home 
are  avoided  whenever  possible.  I he  great  strides  in 
the  progress  of  medicine  through  the  advances  in 
anesthesia,  the  discovery  of  antibiotics,  and  the  use 
of  the  radioisotopes  are  not  to  be  reviewed  in  this 
limited  space  but  the  purpose  is  rather  to  look  ahead 
to  the  future  and  some  of  the  problems  appearing- 
on  the  horizon. 

With  all  the  freedom  and  blessings  which  are 
ours,  we  should  not  be  lulled  into  lethargic  indiffer- 
ence where  government  and  private  privileges  meet. 
True,  socialized  medicine  received  a severe  setback 
in  Congress  not  so  long  ago,  but  the  advocates  of 
the  Welfare  State  are  busy  once  more.  A bill  amend- 
ing the  Social  Security  Act  (HR7225)  is  purported 
to  provide  compulsory  disability  benefits.  The  im- 
plications of  this  bill  upon  the  practice  of  medicine, 
the  difficulties  it  presents  if  we  are  ever  compelled 
to  certify  permanent  disability  for  the  purpose  of 


receiving  benefits  from  the  federal  government, 
should  arouse  our  awareness  to  the  danger. 

This  bill  was  reported  by  the  House  Ways  and 
Means  Committee  without  public  hearing  and  with 
exclusion  of  amendments  and  now  rests  with  the 
Senate  w hich  refused  to  be  stampeded  into  action. 

Facing  the  new  year  our  first  obligation  is  to  our 
patients.  All  the  privileges,  benefits,  blessings  which 
we  possess  in  turn  should  be  but  incentives  to 
greater  service  to  our  fellowmen.  Our  profession  is 
blessed  as  in  no  other  country  of  the  world.  We 
have  the  finest  medical  schools,  the  greatest  research 
plants,  the  most  devoted  scientists,  and  the  wealth 
to  convert  our  resources  into  benefits  for  all.  Oppor- 
tunity lies  ahead  but  we  must  be  unfettered  if  we 
are  to  attain  the  maximum  good  for  our  patients. 

Our  Own  House  of  Delegates 

The  semi-annual  meeting  of  the  House  of  Dele- 
gates of  our  own  State  Society,  if  not  a gala  affair, 
was  a credit  to  the  officers  and  delegates  who  at- 
tended. President  Stringfield  gave  evidence  of  his 
deep  seated  interest  in  the  Society  and  in  Connecti- 
cut medicine  by  making  several  important  proposals 
of  which  we  shall  hear  more  later.  Chairman  of  the 
Council,  Louis  Fincke,  presented  the  highlights  of 
the  major  problems  which  have  concerned  the 
Council  during  the  past  seven  months.  A slightly 
increased  budget  with  dues  remaining  at  $28  per 
member  was  adopted  and  C.  Frederick  Yeager  was 
awarded  a citation  for  outstanding  service  from  the 
President’s  Committee  for  the  Employment  of  the 
Physically  Handicapped. 
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An  event  which  should  not  be  overlooked  was 
the  adoption  of  the  report  of  the  Committee  on 
Building  Expansion  which  means  that  our  home  in 
IN  ew  Haven  is  to  have  a $40,000  addition  as  soon  as 
the  contract  is  let  to  the  low  est  bidder  who  happens 
to  he  the  same  firm  which  put  up  the  present 
structure. 

Notwithstanding  the  importance  of  these  and 
several  other  actions  by  the  House,  many  of  the 
delegates  were  absent  and  no  alternates  were  present 
to  replace  them.  One  county  association  had  no 
representative  in  the  House  and  two  other  counties 
had  but  one  delegate  present  from  each.  Even  worse 
was  the  small  number  who  remained  after  the  buffet 
supper  to  hear  the  assistant  secretary  of  the  Ameri- 
can Medical  Association.  Dr.  Howard  brought  some 
off-the-record  information  on  HR7225  and  in  the 
discusssion  period  which  followed  those  present 
had  the  opportunity  to  learn  first  hand  from  an 
official  of  our  national  organization  w hat  is  being 
attempted  on  behalf  of  American  physicians. 

The  House  of  Delegates  keenly  felt  the  loss  from 
its  midst  of  our  executive  secretary,  Creighton  Bar- 
ker. A heartening  report  of  his  steady  progress 
served  to  encourage  all  who  heard  it  and  realized 
that  this  w as  the  first  time  in  33  years  that  Creighton 
Barker  had  missed  a session  of  the  House.  The  tact 
that  everything  went  along  so  smoothly,  that  the 
vice  speaker,  Tom  Feeney,  performed  so  admirably 
in  the  absence  of  his  senior,  Cole  Gibson,  served 
only  to  accentuate  the  fact  that  Dr.  Barker  had 
done  his  work  so  well  the  machinery  of  operation 
could  not  break  down  even  in  his  absence. 

These  are  busy  days  for  every  one.  If  a physician 
accepts  the  responsibility  of  that  of  a delegate  from 
his  county  association  to  the  State  Society  he  should 
fulfill  that  obligation— or  see  to  it  that  an  alternate 
goes  in  his  place.  The  members  of  the  Council  are 
faithful  in  keeping  their  trust  to  the  physicians  of 
Connecticut.  The  officers  of  the  State  Society'  work 
many  long  hours  to  carry  out  the  directives  of  the 
Council.  The  delegates  from  county  associations 
should  not  be  unmindful  of  the  importance  of  their 
role  in  preserving  w hat  is  best  in  medical  practice. 

Life  Insurance  Medical  Research  Fund 

The  Life  Insurance  Medical  Research  Fund  was 
established  in  1945.  In  general  terms  its  purpose  was 
to  support  research  which  would  ultimately  aid  in 
control  of  those  diseases  which  constitute  the  great- 


est defect  in  our  health  situation  today.  Because 
cardiovascular  deaths  account  for  over  one-third  of 
all  deaths  in  the  productive  years  of  life  before  age 
65,  and  since  the  proportion  of  research  time  and 
money  devoted  to  this  area  was  disproportionately 
low%  the  decision  was  made  initially  to  earmark  the 
awards  of  the  Fund  to  the  cardiovascular  field.  This 
original  decision  has  been  re-examined  yearly  since, 
and  been  reaffirmed  each  time,  for  the  came  reasons. 

Over  one  hundred  and  forty  life  insurance  com- 
panies, representing  more  than  ninety  per  cent  of 
the  life  insurance  in  force  in  this  country  and 
Canada,  support  the  Fund  by  yearly  grants.  Well 
over  seven  million  dollars  have  been  contributed  in 
the  ten  year  period,  and  the  sum  pledged  last  year 
alone  approached  one  million  dollars.  Funds  are 
allocated  both  to  support  research  programs  and  to 
provide  research  fellowships. 

Applications  for  grants  are  carefully  screened  by 
the  scientific  director  of  the  fund  and  by  his  ad- 
visory council,  all  of  whom  are  distinguished  physi- 
cians. In  this  past  ten  years  two  hundred  forty-seven 
research  programs  have  been  aided  by  grants,  and 
three  hundred  twro  fellowships  awarded  to  young 
men  and  women  to  enable  them  to  obtain  research 
training  in  the  cardiovascular  field.  Since  1945 
awards  have  promulgated  research  in  one  hundred 
ten  institutions  in  thirty-five  States,  four  Canadian 
provinces,  and  six  other  countries. 

I he  Fund  has  played  its  part  in  stimulating  ad- 
vances along  many  fronts  in  the  vast  area  of  cardio- 
vascular pathology.  Recipients  of  its  aid  have  helped 
to  broaden  understanding  of  some  of  the  funda- 
mental mechanisms  involved  in  atherosclerosis, 
hypertension,  rheumatic  heart  disease,  and  con- 
genital cardiovascular  defects.  Many  contributions 
have  been  made  also  to  knowledge  of  the  normal 
structure  and  function  of  the  heart  and  blood 
vessels. 

Those  concerned  with  direction  of  the  Fund 
have  always  maintained  as  a principle  of  cardinal 
importance  the  necessity  of  allowing  its  grantees  a 
full  measure  of  freedom  in  choice  of  investigative 
activities  and  in  methods  of  research.  To  date  the 
Fund  and  its  sponsors  of  the  life  insurance  industry 
have  had  no  reason  to  regret  their  adherence  to  this 
principle,  and  it  is  expected  that  the  next  decade  will 
bring  even  greater  rewards. 

Physicians  of  Connecticut  may  point  with  pride 
to  the  accomplishments  of  this  Medical  Research 
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Fund  in  its  efforts  to  combat  the  inroads  of  cardio- 
vascular disease  in  our  population.  Members  of  the 
fund  include  a large  number  of  insurance  companies 
with  their  administrative  roots  in  our  State.  On  the 
Board  of  Directors  we  find  Frazer  B.  Wilde,  presi- 
dent of  the  Connecticut  General  Life  Insurance 
Company,  and  the  treasurer  of  the  Fund  is  Morgan 
B.  Brainard  of  the  Aetna  Life  Insurance  Company. 
In  the  1955  grants  awarded  by  the  Fund  for  research 
programs,  two  went  to  Yale  University  School  of 
Medicine  under  the  supervision  of  Dr.  W.  A.  Krehl 
and  Dr.  Levin  L.  Waters. 

The  life  insurance  companies  deserve  highest 
commendation  for  this  research  program  developed 
during  the  past  ten  years.  The  future  in  research 
has  much  to  offer. 

A Record  of  Progress 

The  Connecticut  Division  of  the  American  Can- 
cer Society  is  to  be  congratulated  for  its  colorful 
and  informative  folder  recently  distributed  entitled, 
“A  Record  of  Progress,”  and  it  is  not  only  for  the 
pamphlet  that  the  Cancer  Society  should  be  con- 
gratulated but  even  more  for  its  splendid  achieve- 
ments. Connecticut  and  particularly  the  Medical 
Society  should  have  a feeling  of  pride  for  this  active 
and  productive  health  service  agency. 

The  goals  of  the  Cancer  Society  should  be 
familiar  to  every  physician.  These  goals  through 
service  to  patients  are,  “Better  Care— Less  Suffering- 
Lives  Saved.”  Through  education,  “Awareness  of 
Cancer  Symptoms— Regular  Physical  Examinations.” 

The  Connecticut  branch  joins  with  the  American 
Cancer  Society  in  making  possible  a broad  research 
program  and  Connecticut  is  a leading  research  area. 

“Twenty-five  cents  of  every  dollar  raised  in  the 
State  was  earmarked  for  American  Cancer  Society 
research  projects.  Much  more  than  that— an  actual 
total  of  $201,824— was  returned  by  the  American 
Cancer  Society  for  research  in  Connecticut,  con- 
sidered one  of  the  nation’s  leading  centers  of  cancer 
research.  Virtually  every  phase  of  scientific  in- 
vestigation is  under  study.  The  American  Cancer 
Society  last  year  assigned  14  project  grants:  10  to 
Yale  University,  two  to  the  University  of  Con- 
necticut and  one  each  to  Wesleyan  University  and 
the  Connecticut  College  for  Women.  It  approved 
seven  research  fellowships.  In  addition,  the  $50,000 
annual  institutional  grant  at  Yale  was  renewed.  This 


grant  supports  clinical  application  of  the  newest 
diagnostic  and  treatment  aids  for  cancer  patients.” 

Money  is  important  in  a project  of  this  kind  and 
through  its  well  organized  campaign,  generous 
Connecticut  people  in  1955  contributed  $575,825, 
an  increase  of  $57,829  over  1954.  Fifteen  of  the  19 
Districts  exceeded  their  quotas  and  136  out  of  169 
towns  in  the  State  went  over  the  top  and  the  aston- 
ishing number  of  15,381  volunteers  took  part  in  the 
solicitation  of  these  funds.  This  is  high  level  par- 
ticipation. 

We  doubt  if  this  record  can  be  duplicated  by  any 
similar  organization  and  we  wish  the  Society  the 
strength  and  skill  to  do  bigger  things  in  the  future; 
we  do  not  see  how  they  could  be  better. 

The  Advantages  and  Disadvantages  of 
Specialism 

“A  due  balance  and  equilibrium  of  the  mind  is  best 
preserved  by  a large  and  multiform  knowledge:  but 
knowledge  itself  is  best  served  by  an  exclusive  (or 
at  least  paramount)  dedication  of  one  mind  to  one 
subject.” 

Thomas  de  Quincey 

I here  is  nothing  new  about  the  idea  of  specialism, 
indeed  at  one  period  in  early  Egyptian  medicine 
most  physicians  specialized  in  a particular  disease 
and  the  Hippocratic  oath  forbade  regular  physicians 
to  “cut  for  the  stone,”  obvious  evidence  that  special- 
ism existed  at  that  time  as  it  pretty  certainly  always 
has  existed.  De  Quincey’s  dictum  making  a distinc- 
tion betw  een  balance  and  equilibrium  of  the  mind, 
what  we  might  call  sound  judgment,  and  knowledge 
appears  sensible  and  w ell  illustrates  the  idea  which 
we  wish  to  discuss,  namely  that  specialism  has  both 
advantages  and  disadvantages,  the  latter  capable  of 
amelioration  by  proper  training. 

N o one,  we  think,  is  likely  to  deny  the  obvious 
advantages  of  specialism,  which  are  based  on  the 
fact  that  the  practice  of  a specialty  enables  the 
special  practitioner  to  see  many  more  instances  of 
the  diseases  which  fall  within  his  province  than  do 
general  practitioners.  Furthermore,  the  practice  of 
a specialty  usually  involves  the  utilization  of  par- 
ticular methods  and  techniques,  and  constant  prac- 
tice results  in  great  dexterity  on  the  part  of  the 
specialist.  If,  for  example,  a patient  needs  a cysto- 
scopy or  a bronchoscopy  it  will  pretty  surelv  be 
much  more  skillfully  done  by  one  who  has  perfected 
himself  in  its  technique  by  constant  practice  than 
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bv  a general  practitioner.  Furthermore  a specialist, 
who  sees  large  numbers  of  patients  who  belong  in 
his  particular  field,  is  much  more  likely  to  make 
correct  diagnoses  and  to  have  better  judgment  as  to 
advantageous  treatment,  than  a general  practitioner. 
I his  is  not  to  say,  however,  that  a good  general 
practitioner  cannot  successfully  treat  many  of  the 
simpler  and  technically  more  easily  handled  diseases 
falling  within  the  scope  of  a specialist.  Specialism 
indeed  is  an  example  of  the  truth  of  the  old  adage 
“practice  makes  perfect”  even  though  none  of  us 
achieves  100  per  cent  perfection. 

In  spite  of  these  obvious  advantages  there  are  cer- 
tain drawbacks  to  specialism,  the  most  important  of 
which  was  humorously  described  bv  Dr.  Sampson 
in  Charles  Reade’s  novel  “Very  Hard  Cash.”  Those 
who  have  read  the  book  will  recall  that  Mrs.  Dodd 
takes  her  sick  daughter  to  a series  of  London  special- 
ists. On  her  return  home  her  friend  Dr.  Sampson  is 
able  to  guess  what  each  physician  has  told  her.  One 
man,  especially  interested  in  the  gastrointestinal 
tract,  tells  her  the  trouble  is  with  the  stomach;  an- 
other, a cardiologist,  that  the  heart  is  at  fault,  and 
so  on  down  the  line.  In  brief,  each  man  finds  that 
the  patient’s  trouble  is  some  ailment  falling  within 
his  specialty.  It  is  this  tendency  perhaps  which  led 
to  the  definition  of  a specialist  as  “a  man  w ho  knows 
more  and  more  about  less  and  less.”  A not  incon- 
siderable number  of  specialists  seem  to  lose  that  bal- 
ance and  equilibrium  of  the  mind  best  preserved  by 
a large  and  multiform  knowledge  because  they 
restrict  their  work  and  their  studies  to  too  narrow  a 
field.  However,  it  is  equally  true  that  an  examination 
by  a competent  specialist  often  gives  a clue  to  the 
presence  of  some  systemic  disease  perhaps  unsus- 
pected by  the  general  practitioner. 

The  practical  question  is  whether  the  situation 
described  has  anything  to  do  with  the  training  of 
specialists  and  can  therefore  be  remedied,  at  least  to 
some  extent.  In  the  writer’s  opinion  there  is  reason 
to  believe  that  medical  students  and  graduates  are 
permitted  to  specialize  too  early  in  their  careers  and 
there  is  no  doubt,  as  Dr.  Louis  H.  Bauer,  former 
president  of  the  American  Medical  Association,  has 
stated,  that  the  existing  requirements  of  the  specialty 
boards  practically  prevent  a general  practitioner 
from  becoming  a specialist.  It  would  be  difficult  to 
devise  a more  short-sighted  policy,  especially  when 
we  consider  that  a generation  or  two  ago  a con- 
siderable percentage  of  competent  specialists  evolved 
from  general  practitioners  who,  developing  a par- 


ticular interest  in  some  one  phase  of  our  art,  usually 
took  special  courses  in  the  medical  centers  of  Europe 
or  in  specialized  American  hospitals  to  complete 
their  training.  The  rapid  development  of  medicine 
in  the  past  sixty  years  makes  it  more  rather  than 
less  necessary  for  a specialist  to  have  as  wide  a 
knowledge  as  is  possible  of  the  general  advances  in 
medicine.  Not  only  the  discovery  of  new  techniques 
but  of  new  principles  makes  it  essential  that  a 
specialist  shall  begin  the  study  of  his  chosen  field 
with  a wide  general  know  ledge  of  the  pathogenesis 
and  clinical  manifestations  of  disease.  What  would  a 
dermatologist,  a rhinologist,  a gastroenterologist  or 
a specialist  in  pulmonary  diseases  do  without  a good 
knowledge  of  allergy  and  its  manifestations,  to  cite 
but  one  example.  Yet  when  the  w'riter  studied  medi- 
cine the  main  facts  concerning  clinical  hypersensi- 
tiveness  were  not  even  discovered.  We  urge  those 
responsible  for  the  certification  of  specialists  to  heed 
the  lessons  of  the  past  and  to  broaden  their  view- 
point. “Those  who  cannot  remember  the  past  are 
condemned  to  repeat  it.” 

G.  B. 


The  passing  of  James  A.  Reid  of  West  Hartford 
under  whose  direction  the  Journal  was  printed  in 
its  early  years  recalls  with  what  patience  that  kindly 
gentleman  instructed  your  editor  in  all  the  intri- 
cacies of  picas,  galleys  and  dummies.  To  Jim  Reid 
the  Journal  owes  much  for  his  contribution  to 
Connecticut  medicine  was  not  a small  one.  We  doff 
our  hat. 


THE  DOCTOR’S  OFFICE 

Ludwig  M.  Frank,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  psychiatry  at  295  Farm- 
ington Avenue,  Hartford. 

Erwin  M.  Jacobs,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  neurology  at  295 
Farmington  Avenue,  Hartford. 

William  E.  Sherpick,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  gynecology  and  ob- 
stetrics at  1387  Farmington  Avenue,  Hartford. 

Gustave  Sirot,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  dermatology  at  666  George 
Street,  New  Haven. 
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Come  with  me  as  I go  into  our  offices  to  obtain  some  information  from 
our  Executive  Secretary.  I enter  from  the  parking  lot  and  at  the  other  end 
of  the  hall  I see  Miss  Juliano,  who  looks  up  from  her  typing,  greets  me 
with  a smile  and  says:  “May  I help  you?” 

Creighton  was  in  conference  with  Dr.  Blasko,  Commissioner  of 
Mental  Health,  who  was  there  to  discuss  the  Society’s  role  in  Governor 
Ribicoff’s  Mental  Health  Program.  Shortly,  I went  into  his  office  to  be 
greeted  as  follows:  “Sorry  to  have  kept  you  waiting  String,  what  can  I 
do  for  you?”  Just  then  the  phone  rang  and  I heard  him  greet  one  of  our 
members.  Shortly  he  said:  “You  w ill  recall  that  we  were  engaged  during 
the  last  Legislature  in  working  for  some  new  laws  that  would  require 
warning  labels  about  products  containing  dangerous  substances  with  a 
view  to  preventing  accidental  use  by  children.  None  of  these  Bills  passed 
but  we  are  still  in  that  fight  and  will  further  such  legislation  in  1957.” 
Following  this  telephone  conversation  we  discussed  my  problem,  namely, 
how  to  find  out  whv  some  of  our  members  were  not  members  of  the  A \ 1 A 
and  to  work  out  plans  for  increasing  AMA  membership. 

After  our  conference  I left  his  office  and  glanced  down  the  hall  to 
the  Middlesex  Room  and  there  sat  Dr.  Stanley  Weld  reading  the  galley 
proof  for  the  forthcoming  issue  of  the  Journal.  In  the  “Dr.  Gold”  room 
one  of  our  standing  committees  w as  holding  its  meeting.  Seeing  so  much 
activity  my  curiosity  was  aroused  to  know  how  many  committee  and 
conferences  were  held  during  the  year.  This  information  w'as  readily 
available  in  Mrs.  Lindquist’s  office.  As  a matter  of  fact,  our  files  contain 
information  which  can  give  the  answer  to  almost  any  problem  pertaining 
to  the  practice  of  medicine  in  the  State  of  Connecticut. 

As  I left  the  building  going  to  my  car,  I couldn’t  help  but  think  of 
the  tremendous  amount  of  source  material  at  my,  and  your  disposal,  and 
all  for  a cost  of  only  |z8.  What  a bargain! 


Oliver  L.  Stringfield,  m.d. 
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SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  Semi-Annual  Meeting  of  the  House  of  Delegates  was  held  at  the  New  Haven  Medical  Association, 
Thursday,  December  8,  1955.  The  meeting  was  called  to  order  at  four  o’clock  by  the  Vice  Speaker,  Thomas 
M.  Feeney.  The  Vice  Speaker  recommended  that  a committee  be  appointed  to  prepare  an  appropriate 
resolution  concerning  the  absence,  because  of  accident,  of  the  Executive  Secretary,  Dr.  Barker.  The  following 
committee  was  appointed:  Edward  J.  Ottenheimer,  chairman;  Henry  A.  Archambault;  Walter  I.  Russell. 


REPORT  OF  THE  PRESIDENT 

For  years  1 have  heard  our  previous  presidents  tell  of 
the  pleasure  they  had  while  visiting  the  various  County 
Associations  at  the  Fall  and  Spring  meetings.  Not  until 
this  Fall  did  1 really  know  they  were  telling  the  truth. 
It  was  my  pleasure  to  visit  seven  of  the  eight  meetings. 
I planned  to  visit  Tolland,  and  I’m  told  1 missed  the  most 
enjoyable  one,  but  nature  took  charge  and  destroyed  many 
key  bridges  in  my  area  making  travel  very  unpredictable. 

All  the  meetings  had  a similar  pattern,  flavored  however 
by  local  customs,  problems  and  needs,  1 here  1 met,  in 
their  own  back  yard,  so  to  speak,  fellows  1 have  known 
at  State  meetings  and  saw  first  hand  evidence  of  their 
leadership  and  devotion  to  medicine.  At  each  meeting  a 
detailed  report  of  the  Council  activities  was  given  by  the 
Councilor  to  his  constitutent  association.  As  I heard  the 
quality  of  these  reports  I couldn't  help  but  think  how  for- 
tunate the  associations  were  to  have  physicians  of  such 
high  caliber  representing  them  on  the  Council.  A happy 
change  in  meeting  routine  occurred  in  Middlesex  when  the 
wives  of  the  members  joined  us  for  dinner.  Over  two- 
thirds  of  the  members  of  Windham  County  Medical  Asso- 
ciation were  present  at  their  meeting.  It  was  good  to  see 
Dr.  Phillips  back  on  the  job  after  his  accident. 

At  the  banquet  in  Hartford  a special  table  in  the  place 
of  honor  was  occupied  by  the  newly  elected  members.  Each 
in  turn  was  invited  to  the  speakers  table  where  he  or  she 
was  introduced  and  given  a manual  telling  the  story  of 
organized  medicine.  I sat  next  to  the  president  as  he  intro- 
duced them.  You  should  have  seen  the  expression  of  pride 
on  their  faces  as  they  were  recognized  and  presented  as 
new  members.  You’ll  hear  from  them  later  as  leaders  in  the 
ranks  of  medicine.  Fairfield  County  Medical  Association 
held  a special  banquet  for  their  new  members  which  was 
attended  by  County  and  State  Society  leaders.  I heartily 
recommend  that  all  County  Associations  appreciate  the 
importance  of  making  newly  elected  members  welcome  to 
the  ranks  of  medicine. 

1 he  recent  accident  to  our  Executive  Secretary,  Dr. 


Creighton  Barker,  due  to  excessive  speed  and  irresponsibility 
of  a teen-ager,  has  focused  our  attention  on  the  importance 
of  our  Executive  Office.  During  the  past  few  years,  you 
and  1 have  been  privileged  to  see  first  hand  the  tremendous 
activities  and  responsibilities  associated  with  this  office. 

Since  I have  been  in  office  I have  become  very  close  and 
have  leaned  heavily  on  the  shoulders  of  Creighton  Barker. 
This  intimate  association  has  brought  to  light  the  fact  that 
he  has  a wonderful  hobby.  This  hobby  is  the  Connecticut 
State  Medical  Society.  As  a result,  we  have  over  the  years 
seen  a tremendous  reservoir  of  information  become  stored 
up  in  his  brain,  readily  available  on  any  occasion.  You 
know  and  I know,  he  is  happy  only  when  he  is  construc- 
tively helping  to  further  the  cause  of  medicine  and  at  no 
time  does  he  fail  to  give  of  himself.  It  is  to  our  advantage 
that  we  preserve  this  reservoir  of  information  as  long  as 
possible.  I have  discussed  this  with  Creighton  and  find  he 
is  willing  to  do  anything  that  is  for  the  best  interest  of 
our  Society.  The  only  thing  he  wants  is  the  privilege  to 
serve  as  long  as  he  is  mentally  and  physically  able. 

I feel  his  burden  should  be  lightened  by  obtaining  the 
services  of  an  assistant  executive  secretary  who  could  be 
“in  training.”  This  undoubtedly  would  give  us  the  benefit 
of  our  present  executive  secretary’s  services  and  guidance 
for  years  to  come.  It  was  not  my  intent  to  call  this  matter 
to  your  attention  until  next  Spring,  since  this  recommenda- 
tion will  require  definite  consideration  in  our  budget.  I 
recommend  that  this  House  authorize  the  Council  or  the 
president  to  appoint  a committee  to  investigate  this  propo- 
sition and  present  its  report  to  the  Council  and  through  them 
to  this  body,  for  its  consideration  and  action  at  the  next 
Annual  Meeting. 

You  will  recall,  in  his  address  to  the  House  of  Delegates 
last  Spring,  Dr.  Marvin  called  to  our  attention  the  desir- 
ability of  enlarging  our  office  building  to  meet  growing 
needs.  At  the  direction  of  the  Council,  I appointed  a 
committee  consisting  of  Dr.  Carl  E.  Johnson,  chairman. 
Dr.  William  H.  Horton  and  Dr.  Frank  H.  Couch  to  inves- 
tigate the  need  and  make  recommendations.  Assisted  by 
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our  executive  secretary,  this  committee  lias  made  a report 
to  the  Council  which  will  he  presented  to  you  for  your 
consideration.  I hope  these  recommendations  will  meet 
with  your  approval,  since  the  need  for  more  space  is 
acute,  as  indicated  by  the  following: 

1.  Our  Council  meeting  room  is  inadequate  in  size. 

2.  The  space  for  Public  Relations  is  cramped  and  needs 
more  room  for  expansion. 

3.  The  same  holds  true  for  the  Medical  Examining  Board 
space. 

4.  The  Hospital  Association  and  our  organization  are 
closely  allied.  We  rent  office  space  to  them,  but  they  are 
in  need  of  more  room. 

5.  Increasing  demands  for  meeting  space,  to  be  used  by 
small  groups,  not  only  within  our  own  Society  but  other 
allied  organizations. 

6.  More  storage  space  is  needed. 

The  leading  cause  of  death  between  the  ages  of  one  to 
fifteen  years,  is  accidental.  For  years  the  AMA  and  the 
American  Academy  of  Pediatrics  have  worked  to  do  every- 
thing possible  to  reduce  these  accidents.  In  our  State,  the 
State  Chapter  of  the  American  Academy  of  Pediatrics  has 
had  a committee  on  Accident  Prevention  as  a part  of  the 
Academy’s  prevention  program.  This  committee  can  not 
function  satisfactorily  unless  it  is  tied  in  with  a similar 
committee  of  the  State  Medical  Society. 

A review  of  our  committee  set-up  does  not  include  a 
committee  on  Accident  Prevention.  We  do  have  a sub- 
committee of  the  Public  Health  Committee  which  is  inter- 
ested in  this  field.  To  overcome  this  deficit  in  our  com- 
mittee set  up  and  to  take  advantage  of  the  activities  of  the 
Connecticut  Chapter  of  the  American  Academy  of  Pedi- 
trics  on  Accident  Prevention,  1 recommend  that  this  House 
establish  an  Accident  Prevention  Committee,  consisting 
of  five  or  more  members  and  that  at  least  one  member 
shall  be  a member  of  the  Accident  Prevention  Committee 
of  the  Connecticut  Chapter  of  the  American  Academy  of 
Pediatrics. 

The  two  professions,  medicine  and  law  have  a lot  in 
common  when  it  comes  to  their  contribution  to  the  welfare 
of  mankind.  We  have  established  a conference  committee 
w ith  the  Connecticut  Bar  Association,  the  purpose  of  which 
is  to  bring  a better  understanding  and  cooperation  between 
the  two  professions.  I have  met  with  this  group  on  two 
occasions.  First  with  the  committee  itself  and  on  the 
second  occasion,  added  to  this  group,  were  several  eminent 
jurists  from  different  parts  of  the  State.  1 was  tremendously 
impressed  by  their  sincerity  in  search  for  methods  of 
improving  medico-legal  understanding.  From  my  observa- 
tion I believe  no  matter  how  sincere  we  are  about  improv- 
ing our  medico-legal  relationship,  we  can  get  nowhere 
unless  there  is  a closer  understanding  between  the  members 
of  the  two  professions.  Therefore,  I recommend  that  we 
invite  the  Connecticut  Bar  Association  to  unite  with  us 
in  an  effort  to  develop  an  inter-professional  code  of  ethics 
for  our  State.  When  that  is  done  and  a closer  understand- 
ing exists  between  the  two  groups,  improved  medico-legal 
procedure  will  be  possible. 

As  your  President,  it  was  my  privilege  to  serve  as  Chair- 


man of  the  Connecticut  Polio  Vaccine  Advisory  Commit- 
tee. This  committee  was  established  as  a directive  of  Gov- 
ernor Ribicoff.  We  met  several  times  with  the  Commis- 
sioner of  Health  and  his  staff.  I wish  to  congratulate  them 
for  furnishing  clear  cut,  factual  data  which  enabled  us  to 
intelligently  render  advice  relative  distribution  and  use  of 
available  polio  vaccine. 

The  Polio  Vaccination  Program  of  the  National  Founda- 
tion for  Infantile  Paralysis  has  been  completed  in  our 
State.  Any  vaccine  left  over  has  been  donated  to  the 
Department  of  Health.  They  in  turn  have  made  this  vac- 
cine available  to  physicians,  to  be  administered  to  their 
patients  between  the  ages  of  three  to  twelve  and  pregnant 
women,  on  the  same  basis  as  the  federal  vaccine. 

Now  comes  the  most  pleasant  part  of  my  message  to  you. 
In  1935  it  was  my  privilege  to  be  a member  of  the  special 
committee  to  inquire  into  the  administration  of  the  office 
of  the  secretary.  Dr.  Herbert  Thoms  was  its  chairman.  This 
committee  reported  its  findings  and  made  recommendations 
to  the  Council.  These  recommendations  were  carefully 
studied  and  modified  by  that  group  which  in  turn  called 
a special  meeting  of  the  House  of  Delegates  January  16, 
1936  for  their  consideration.  After  due  deliberation,  the 
House  of  Delegates  adopted  these  recommendations,  creat- 
ing our  Journal,  the  office  of  the  Connecticut  State  Med- 
ical Society  and  an  executive  secretary. 

Our  Journal  does  not  have  a peer  among  the  state 
medical  journals.  No  state  society  has  had  an  executive 
office  to  surpass  ours.  This  happy'  state  of  affairs  is  due 
primarily  to  the  ability  and  devotion  to  duty  of  two  of 
our  members.  Next  May  will  be  the  twentieth  anniversary 
of  this  reorganization.  To  show  our  appreciation  for  cheir 
services  to  us,  I recommend  that  proper  recognition  be 
presented  to  Dr.  Creighton  Barker,  our  executive  secretary' 
and  Dr.  Stanley  B.  Weld,  the  editor  of  our  Journal  at  our 
Annual  Meeting  next  spring. 

Oliver  L.  Stringfield 

The  report  and  recommendations  were  unanimously 
adopted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

Mr.  Speaker  and  Members  of  the  House  of  Delegates: 

By  your  presence  here  today  you  demonstrate  a sense 
of  professional  responsibility,  and  understanding  of  the  im- 
portance of  organized  medicine.  Many  of  you  have  served, 
or  are  now  serving  on  various  committees  of  the  State 
Society.  It  is  with  the  hope  that  other  members  of  the  Soci- 
ety' may  read  these  remarks  in  the  Journal,  that  I go  in 
to  some  detail  on  certain  matters  that  seem  to  be  of  im- 
portance. 

Those  of  us  who  are  members  of  the  Council  feel  that 
we  do  a great  deal  of  work,  but  it  should  be  understood 
that  the  many  man-hours  of  the  various  committees  are 
the  backbone  of  the  work  of  the  Society'.  As  you  read  or 
listen  to  the  reports  that  are  to  follow  today  you  can 
appreciate,  I am  sure,  the  thought,  argument,  and  com- 
promise that  have  gone  into  the  compilation  of  what  are 
brief  summaries  of  assignments  accomplished.  Most  of 
these  committee  meetings  are  held  in  the  State  Society 
Building  in  New  Haven.  In  fact  over  a hundred  confer- 
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ences  and  meetings  are  held  each  year  in  this  building.  You 
have  already  heard  from  our  president  about  the  need  for 
more  space,  and  you  will  subsequently  hear  from  the 
Building  Committee  about  plans  for  enlargement.  I trust 
that  you  will  give  close  attention  and  thoughtful  consider- 
ation to  the  plans  to  be  presented.  As  is  obligatory,  the 
Budget  Committee  has  compiled  a budget  for  1956.  This 
has  been  reviewed  by  the  Council  and  will  shortly  be  pre- 
sented to  this  House  for  approval.  Within  that  budget  the 
Council  is  permitted  by  by-law  a certain  discretionary 
power.  However,  there  has  never  been  a large  expenditure 
that  has  not  been  presented  to  the  House  of  Delegates  for 
approval.  Currently,  the  Council  finds  itself  in  a rather 
unusual  position.  As  you  know,  last  week  the  Regional 
Meeting  of  the  A.MA  took  place  in  Boston.  The  New 
England  States  served  jointly  as  hosts,  and  the  expense  of 
this  hospitality  properly  fell  to  them  as  a group.  Last 
spring,  when  early  plans  were  being  formulated,  the  Con- 
necticut delegation  felt  obliged  to  assume  a fair  share  of 
the  expense  on  a prorata  basis.  Without  this  agreement  it 
would  have  been  impossible  to  proceed  with  plans  for  the 
Meeting.  Normally  a report  of  the  expense  that  Connecticut 
had  incurred  would  be  presented  to  you  for  your  review 
and  approval  at  this  meeting.  However,  it  is  impossible  to 
do  so  because  we  cannot  find  out  as  yet  how  much  we 
owe.  The  Council  hopes  sincerely  that  the  House  will  sup- 
port the  action  it  felt  compelled  to  take. 

In  recent  years  the  Ciinical  Congress  has  shown  a rather 
disconcerting  trend.  The  paid  attendance  by  practicing 
physicians  of  this  State  has  slowly  decreased,  resulting  in 
an  annual  financial  loss,  when  five  years  ago  there  was 
a profit.  On  the  other  hand,  the  attendance  on  the  part 
of  the  internes  and  students  has  steadily  increased  so  that 
the  educational  opportunity  is  not  entirely  lost.  1 he  Council 
and  the  Committee  on  Post-Graduate  Education  have  dis- 
cussed the  declining  attendance  with  some  concern  for 
more  than  a year.  When  this  year’s  Clinical  Congress 
showed  the  same  discouraging  decline,  it  was  agreed  that 
some  radical  change  was  necessary.  Therefore,  a new  site 
for  the  Congress  was  selected  as  one  desirable  change.  I 
trust  that  you  will  all  feel  that  this  change  is  advantageous 
even  though  the  expense  involved  will  be  substantially  in- 
creased. This  expense  can  easily  be  offset  by  an  increased 
attendance  on  the  part  of  our  practicing  physicians,  and 
I believe  that  it  is  the  responsibility  of  all  of  you  present 
to  stimulate  interest  in  your  respective  geographical  areas 
so  that  not  only  may  the  Congress  show  a profit  financi- 
ally, but  that  our  own  members  may  have  the  benefit  of 
these  highly  instructive  meetings. 

Recently  we  have  been  informed  that  the  National  Red 
Cross  Organization  is  planning  to  withdraw  its  financial 
support  to  the  Blood  Bank  over  the  next  three  or  four 
years.  That  means,  if  Connecticut  is  to  maintain  a blood 
bank,  that  much  of  the  cost  of  such  operation  will  have 
to  come  from  other  sources.  It  also  means  that  with  National 
Red  Cross  support  withdrawn  from  the  State,  the  local 
chapters  may  or  may  not  withdraw  their  own  facilities. 
As  you  all  know,  these  chapters  have  in  a large  measure, 
furnished  the  man-power  at  each  blood  collection.  It  is 
entirely  possible  that  half  of  the  local  chapters  might  dis- 
continue their  support  of  a blood  program,  and  the  other 


half  continue.  Under  these  circumstances  it  would  be  most 
difficult,  if  not  impossible,  for  the  program  to  exist  on  a 
Statewide  basis.  I ask  you,  therefore,  to  use  your  influence 
in  your  communities  to  see  that  local  support  from  the 
Red  Cross  is  continued.  Otherwise  we  may  be  forced  to 
revert  to  the  old  system  of  professional  donors.  In  a day 
when  transfusions  are  used  more  and  more  freely,  this 
would  be  tragic  indeed.  In  addition,  without  Red  Cross 
support,  there  might  well  arise  the  necessity  of  appointing 
a committee  in  each  hospital  to  supervise  and  restrict  the 
distribution  of  blood. 

One  of  the  most  important  committees  of  this  Society 
is  that  on  Third  Party  Payments.  For  the  past  few  years 
this  Committee  has  been  suffering  somewhat  from  "grow- 
ing-pains,” and  at  one  time  or  another,  on  certain  phases 
of  its  work  has  reached  an  impasse.  Currently,  however, 

I believe  it  is  reaching  early  maturity.  From  one  of  its 
many  reports,  I would  like  to  quote  a paragraph. 

“Of  all  the  Committees  dealing  with  Third  Party  Pay- 
ments, the  Professional  Policy  Committee  is  of  the  greatest 
importance.  Connecticut  Medical  Service  is  the  only  major 
insurance  company  in  the  State,  whose  policies  are  gov- 
erned by  representation  from  the  medical  profession.  Its 
concepts  and  programs  are  imaginative  and  experimental. 
If  Connecticut  Medical  Service  and  its  sister  plans  are 
ultimately  to  survive,  the  Professional  Policy  Committee 
will  be  found  to  have  a profound,  if  not  a determining 
effect  on  the  future  of  Connecticut  medicine.  For  these  very 
reasons  the  Professional  Policy  Committee  is  a source  of 
constant  danger  to  the  members  of  the  Society.  Without 
official  ratification,  it  can  commit  various  groups  within 
the  Society  to  confiscatory  service  benefit  provisions  which 
in  turn  provide  precedent  for  other  insurance  carriers.” 

During  the  month  of  October  I managed  to  visit  five  of 
the  eight  county  semi-annual  meetings.  All  of  these  were 
interesting  and  enjoyable.  However,  at  all  the  meetings 
that  1 attended,  I was  impressed  by  the  apathy  and  ignor- 
ance displayed  when  it  came  to  nominating  candidates  for 
election  to  the  Professional  Policy  Committee.  The  para- 
graph which  I quoted  above  should  serve  to  emphasize  the 
importance  of  these  elections.  Commonly  enough  the  matter 
at  hand  had  to  be  explained  to  the  members  present.  Quite 
frequently,  also,  there  was  no  opportunity  or  time  to 
give  any  serious  thought  to  the  matter.  Part  of  the  time 
a candidate  was  nominated  because  he  was  sitting  next  to 
a friend  who  presented  his  name.  When  names  were  placed 
in  nomination,  nobody  knew  whether  they  were  Participat- 
ing Physicians.  The  result  was  that  many  nominated  had 
to  be  withdrawn  subsequently.  Another  interesting  feature 
of  elections  to  the  Professional  Policy  Committee  is  that 
a large  county  voting  for  its  favorite  sons  can  perpetually 
maintain  representation  on  the  Professional  Policy  Com- 
mittee, whereas  a smaller  county  may  never  be  represented. 
It  appears,  therefore,  that  because  of  the  lack  of  under- 
standing of  the  method  of  election,  and  because  of  the 
inequities  contingent  upon  varying  county  populations  that 
further  change  in  the  by-laws  of  Connecticut  Medical  Serv- 
ice is  desirable. 

To  return  briefly  to  the  Committee  on  Third  Party  Pay- 
ments. It  is  interesting  to  note  there  are  at  least  nine 
groups  of  Third  Parties  with  which  this  Committee  will 
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have  to  deal.  In  almost  every  case  each  of  these  groups 
has  a Committee  of  the  State  Society  of  its  own  that  cither 
works  in  cooperation  with,  or  in  an  advisory  capacity  to 
that  particular  group.  The  need  for  complete  understanding 
and  cooperation  is  obvious.  Equally  obvious  should  be  the 
fact  that  the  Committee  on  Third  Party  Payments  must 
spend  many,  many  hours  and  some  years  before  it  is 
going  to  reach  a satisfactory  solution  to  the  problems  that 
are  placed  before  it  in  increasing  numbers. 

Finally,  I would  like  to  call  your  attention  to  the  report 
submitted  by  the  Committee  on  Hospitals  last  April.  You 
may  recall  that  the  original  report  was  sent  to  a Reference 
Committee,  and  to  a considerable  extent  re-written.  The 
version  that  was  finally  adopted  by  this  House  in  part,  is 
as  follows: 

“The  Hospital  Committee  recommends  that  the  Connect- 
icut State  Medical  Society,  through  proper  channels,  present 
all  the  facts  before  the  present  Attorney  General,  and  re- 
spectfully request  that  he  review  the  opinion  of  his  pre- 
decessor. The  Committee  also  recommends  that  the  Attor- 
ney General  be  requested  to  give  an  opinion  on  the  follow- 
ing specific  questions. 

“(i)  Can  a non-profit  hospital,  or  other  corporation 
group,  or  association  of  laymen  be  licensed  to  practice 
medicine,  and  treat  the  sick  in  Connecticut  for  a fee? 

“(2)  Are  existing  laws  relating  to  the  practice  of  medi- 
cine in  Connecticut  violated  if  a licensed  physician  enters 
into  a contract  with  a non-profit  hospital  wherein  the 
physician  renders  medical  services  for  a salary,  and  wherein 
the  hospital  bills  the  patient  and  collects  fees  for  those 
services  for  the  profit  of  the  hospital? 

“If  the  Attorney  General  agrees  to  answer  the  questions, 
and  to  review  the  opinion  of  his  predecessor,  the  Council 
shall  be  directed  to  confer  with  the  Connecticut  Hospital 
Association,  Connecticut  Medical  Service,  and  Connecticut 
Hospital  Service  in  an  attempt  to  negotiate  a mutually 
amicable  solution,  and  present  all  facts  to  the  Attorney 
General  for  his  consideration.” 

This  complicated  subject  was  presented  to  the  Council 
for  action.  After  exhaustive  and  exhausting  discussion,  it 
was  felt  that  the  resolution  as  quoted  above  presented  some 
inconsistencies  and  non  sequiturs  that  could  not  be  resolved 
without  further  study.  Therefore,  a special  committee  of 
the  Council  was  appointed  to  review  the  resolution  and 
advise  as  to  the  methods  of  procedure  to  be  followed.  1 his 
committee  composed  of  some  of  our  most  able  members 
has  debated  and  reported  to  the  Council.  In  that  report 
there  was  no  unanimity  of  opinion.  A majority  and  minor- 
ity report  were  submitted.  Each  of  these  reports  was  heard 
and  the  resolution  again  discussed  at  the  Council  table. 
Though  there  are  several  points  of  agreement,  there  are 
still  some  about  which  there  is  vigorous  disagreement.  1 
would  like  to  advise  you  that  the  Council  with  this  com- 
mittee is  continuing  its  efforts  to  follow  out  the  directives 
of  the  House.  However,  let  me  emphasize  that  we  are 
dealing  with  an  extremely  complex  subject,  and  one  in 
which  political  tactics  and  astuteness  play  a significant 
role.  It  is  to  be  hoped  that  by  the  April  meeting  next  year 
a proper  solution  will  be  discovered.  A report  of  this 
solution  will  be  made  to  you  in  due  course. 

C.  Louis  Fincke 

The  report  was  unanimously  adopted. 


REPORT  OF  THE  SECRETARY 

The  following  report  was  read  by  the  President. 

It  was  my  intent  to  supplement,  as  usual,  the  published 
secretary’s  report  which  is  in  the  Agenda  and  discuss  with 
you  briefly  the  operation  of  the  Society  since  its  meeting 
in  April  and  make  some  suggestions  for  the  immediate 
future.  However,  recent  events  have  spoiled  that  plan  and 
1 wish  now  to  thank  all  of  you  for  your  kind  thought- 
fulness during  the  past  three  weeks  and  assure  you  that 
it  will  not  be  long  before  I am  back  at  work. 

I he  secretary’s  report  that  is  before  you  shows  some 
details  that  have  not  been  included  previously  which  1 
think  will  be  of  interest  to  you.  It  gives  for  the  first  time 
a statement  of  membership  of  Connecticut  physicians  in 
the  American  Medical  Association  and  also  shows  the 
number  of  members  of  the  State  Society  who  are  exempt 
from  the  payment  of  dues  for  any  reason.  Our  representa- 
tion in  the  House  of  Delegates  of  the  American  Medical 
Association  is  based  upon  the  number  of  members  in  that 
Association  and  our  finances  arc  based  upon  the  number 
of  dues-paying  members  in  the  State  Society.  These  figures 
show  a more  accurate  picture  of  our  membership  than  the 
usually  published  gross  number. 

Eater  today  you  will  be  asked  to  discuss  and  act  upon 
the  proposal  for  an  addition  to  the  Society’s  headquarters 
building.  It  seems  to  me  that  we  must  eventually  face  this 
as  a necessity  in  order  that  the  increasing  activities  of 
the  Society  may  progress  and  I hope  the  House  will  look 
favorably  upon  the  proposal  now. 

There  are  other  future  activities  that  I might  discuss 
with  you  and  that  will  be  discussed  by  other  officers  of  the 
Society.  I am  sure  the  future  holds  the  same  tireless  interest 
in  ideas  that  are  good  for  the  Society  and  a serious  regard 
for  the  liberties  and  opportunities  of  medicine  in  our  State. 

Creighton  Barker,  executive  secretary 


Membership  Statistics 

as  of  November 

W ' 

955 

TOTAL 

EXEMPT 

MEMBERS  OF 

COUNTY  MEMBERSHIP 

FROM  DUES 

AM  A 

Fairfield  781 

41  (5 -2%) 

660 

(84.5%) 

Hartford  917 

84  (9.1%) 

733 

(799%) 

Litchfield  129 

11  (8.5%) 

105 

(81.3%) 

Middlesex  105 

8 (7.6%) 

89 

(84.7%) 

New  Haven  887 

64  (7.2%) 

655 

(73.8%) 

New  London  168 

14  (8-3%) 

135 

(80.3%) 

Tolland  20 

1 (5%) 

13 

(63%) 

Windham  63 

5 (7-9%) 

46 

(73%) 

Total  3070 

228  (7.4%) 

2436 

Members  exempt  from 

AA1A  dues 

209 

Total  members  AM  A 

2645 

(86.1%) 

Membership  January  1, 

'955 

3008 

New  Members 

158 

3166 

Less — Deaths,  Resignations,  Transfers,  etc. 

3070 

Net  Gain  for  1955 

62 
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BUDGET  AND  DUES  FOR  1956 

The  treasurer  presented  the  budget  for  1956  in  detail. 
The  budget,  as  approved  by  the  Council,  totalled  $115,845.32 
and  dues  of  $28  for  1956  were  recommended.  It  was  unani- 
mously voted  to  adopt  the  budget  as  presented  without 
change  and  the  recommendation  of  dues  of  $28  for  1956. 

AMENDMENT  TO  THE  BY-LAWS 

The  following  change  in  the  By-Laws  recommended  by 
the  Council  was  adopted. 

Article  VIII,  Section  1,  be  amended  by  the  addition  of 
a new  paragraph  2: 

“All  past-presidents  of  the  Society  shall  be  ex-officio 
members  of  the  House  of  Delegates  without  the  privilege 
of  voting.” 

Article  VI II,  Section  1,  Paragraph  2 becomes  Paragraph  3. 

Article  VIII,  Section  1,  Paragraph  3 becomes  Paragraph  4. 

RESOLUTION  FROM  THE  EYE,  EAR,  NOSE  AND 
THROAT  SECTION 

This  resolution  was  referred  to  a reference  committee 
consisting  of  John  N.  Gallivan,  chairman;  Joseph  J.  Bowen, 
Jr.,  F.  Erwin  Tracy.  After  hearing  and  revision,  the 
reference  committee  reported  as  follows: 

Mr.  Speaker,  Mr.  President,  Members  of  the  House: 

Eight  persons  appeared  before  your  reference  committee 
and  presented  a considerable  number  of  exhibits  for  the 
committee’s  study.  All  who  appeared  concurred  that  the 
resolution  aims  in  the  right  direction. 

They  cited  a series  of  resolutions  passed  by  the  American 
Optometrical  Society  in  1954.  These  were  widely  distrib- 
uted by  the  Opticians’  Guild  and  clearly  showed  the  desire 
of  the  optometrists  to  monopolize  eye  care. 

They  read  and  commented  upon  S.B.155  which  the  State 
of  Oklahoma  adopted  into  law.  This  legislation  was  in 
accord  with  the  optometrists’  intentions.  The  intent  of  the 
law  is  to  regulate  who  can  do  refractions.  Doctors  of 
Medicine  can  be  permitted  to  do  refractions  only  by  dis- 
pensation of  the  optometrists.  The  bill  was  composed  of 
seven  sections.  The  second  section  in  effect  does  away  with 
all  opticians.  The  third  section  provides  for  the  wide  open 
practice  of  medicine,  as  far  as  the  eye  is  concerned,  by 
optometrists.  The  fourth  section  gives  the  Optometry 
Board  authority  to  decide  who  will  refract  and  who  will 
not. 

I hev  cited  the  AMA  resolutions  passed  at  Atlantic  City 
last  June  condemning  limitations  on  M.n.’s  labelling  op- 
tometry as  a cult,  and  recommending  the  formation  of  a 
permanent  AMA  Committee  on  Medical  Eve  Care. 

They  said  that  efforts  within  this  State  to  acquaint  the 
public  with  the  differences  between  oculists,  optometrists, 
etc.,  have  during  the  past  several  years  been  strongly 
opposed  and  balked.  There  are  two  bills  in  the  current 
session  of  our  State  legislature  which  would  require  exam- 
inations of  school  children  by  optometrists. 

They  said  that  about  four  years  ago  the  State  Department 
of  Health  received  objections  from  optometrists  as  to  the 
format  of  the  forms  which  were  drawn  up  for  examinations 


of  school  children.  This  Society’s  representatives  attempted 
to  define  an  optometrist,  and  optician,  and  an  ophthalmolo- 
gist. This  was  done  by  a subcommittee  of  the  Public  Health 
Committee  and  required  submission  through  an  awkward 
number  of  hands  with  resultant  delay  in  its  transmission. 
Legislative  problems  have  been  similarly  delayed  in  hand- 
ling. 

The  Eye,  Ear,  Nose  and  Throat  Section  has  developed 
an  executive  committee  which  has  been  dealing  with 
several  problems  and  agencies.  It  has  become  rapidly  evi- 
dent that  a broader-based  committee  is  needed  to  apply 
specific  efforts  in  the  general  field  of  eye  care.  Such  a com- 
mittee should  be  clearly  designated  and  identified  so  that 
problems  in  the  field  can  be  attracted  to  it  from  all  inter- 
ested persons. 

Mr.  Speaker,  it  is  the  recommendation  of  your  reference 
committee  that  a standing  committee  of  the  Society  be 
established  by  a by-laws  revision  reading  approximately  as 
in  the  substitute  resolution  offered  by  your  reference  com- 
mittee which  follows: 

Resolved,  That  the  by-laws  of  the  Connecticut  State 
Medical  Society  be  amended  by  the  addition  of  the  follow- 
ing: 

“The  Nominating  Committee  shall  nominate  annually 
to  the  House  of  Delegates  a Committee  on  Eye  Care  and 
nominate  the  chairman  thereof.  The  membership  of  this 
Committee  shall  be  not  more  than  fifteen  members  and 
shall  include  at  least  four  but  not  more  than  seven  mem- 
bers of  the  Executive  Committee  of  the  Eye,  Ear,  Nose 
and  Throat  Section  and  shall  include  the  advisors  from  the 
Society  to  the  Public  Relations  Committee  of  the  AMA 
Section  on  Ophthalmology.  The  “purpose  of  this  Committee 
shall  be  to  coordinate  and  integrate  the  efforts  of  the 
various  agencies  whose  functions  may  include  some  phase 
of  eye  care,  to  cooperate  with  other  committees  of  the 
Society  in  the  eye  care  phases  of  their  activities,  and  to 
cooperate  with  AMA  committees  concerned  with  the  pro- 
motion of  eye  care.  The  Committee  shall  develop  and  make 
available  to  members  of  the  Society  and  all  other  persons 
interested  in  improving  eye  care,  information  on  all  phases 
of  eye  care.  The  Committee  shall  also,  as  occasion  arises, 
recommend  for  the  Society’s  consideration  desirable  legal 
enactments  to  promote  improvements  in  eye  care  within 
the  state.” 

Mr.  Speaker,  your  reference  committee  further  recom- 
mends that,  pending  the  by-laws  revision  and  the  formal 
election  of  a Committee  on  Eye  Care,  the  Council  of 
the  State  Society  be  empowered  to  appoint  an  interim  com- 
mittee to  carry  out  the  objectives  of  this  substitute  reso- 
lution. 

Respectfully  submitted, 

John  N.  Gallivan,  chairman 

Joseph  J.  Bowen,  Jr. 

F.  Erwin  Tracy 

The  report  and  resolution  were  adopted.  An  amendment 
to  the  By-Laws  to  accomplish  this  purpose  will  be  pre- 
sented, in  accordance  with  the  By-Laws,  for  action  at  the 
annual  meeting  in  April  1956. 
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REPORT  OF  THE  BUILDING  COMMITTEE 

The  President  of  the  Society  in  his  annual  report  to  the 
Society  on  April  26,  1955  said  “All  of  you  who  are  mem- 
bers of  the  Council  will  not  need  to  be  reminded  that  the 
room  known  as  the  Council  Room  in  the  headquarters 
building  of  the  Association  is  most  inadequate  in  size.  The 
time  that  room  was  designed  the  Council  was  considerably 
smaller  than  it  is  at  present.  Not  only  is  it  impossible  for 
riie  full  membership  of  the  Council  to  assemble  around  the 
table,  but  the  room  is  so  inadequate  in  size  that  since,  1 
think,  there  are  only  two  of  us  who  are  non-smokers,  the 
room  becomes  so  filled  with  fog  that  it  is  almost  impossible 
to  see  who  is  sitting  at  the  other  end  of  the  table.  As  you 
know,  the  lower  floor  of  that  building  is  rented  to  the 
Connecticut  Hospital  Association.” 

The  Connecticut  Medical  Examining  Board  and  the  Spe- 
cial Advisory  Committee  to  the  Selective  Service  System 
arc  also  tenants  in  the  building  and  the  Public  Relations 
Department  of  the  Society  is  badly  in  need  of  additional 
space.  More  than  one  hundred  meetings  and  conferences 
are  held  in  the  building  each  year  and  the  number  is  in- 
creasing steadily.  An  addition  to  the  building  is  now 
indicated.  The  President  also  said:  “In  the  light  of  these 
circumstances  it  would  be  my  suggestion  that  you  empower 
the  incoming  President,  Dr.  Stringfield,  to  appoint  a small 
committee  to  explore  this  matter  further  in  conjunction 
with  Dr.  Barker,  the  architect,  with  other  societies  that 
might  desire  space,  and  with  any  other  appropriate  indivi- 
duals or  groups.”  This  motion  was  seconded  and  passed 
unanimously  and  the  President,  Dr.  Stringfield,  appointed 
the  following  committee:  Carl  E.  Johnson,  William  H. 
Horton  and  Frank  H.  Couch. 

The  Committee  reviewed  the  additional  space  require- 
ments of  the  building  of  the  Connecticut  State  Medical 
Society  with  the  Executive  Secretary  and  with  others. 

In  reaching  a decision  as  to  the  best  means  by  which  the 
additional  space  could  be  obtained,  the  Committee  con- 
sidered these  possibilities: 

(a)  Whether  the  additional  space  could  be  provided  by 
increasing  the  height  of  the  existing  building. 

(b)  Whether  new  construction  should  be  in  the  form 
of  a wing  on  the  north  side  of  the  building  similar  to  that 
on  the  south  side. 

(c)  A West  wing  to  the  rear  of  the  building  similar  to 
rhe  present  East  wing. 

Additional  considerations  were  given  to: 

(d)  Whether  the  new  construction  should  be  limited  to 
the  actual  foreseeable  requirements  of  the  Society  or 
whether  a considerable  amount  of  new  space  should  be 
created  for  the  purpose  of  providing  additional  rental  space 
for  allied  organizations  as  a source  of  revenue  for  the 
Society. 

(e)  How  the  needs  can  be  met  with  a minimum  amount 
of  construction  and  the  least  disturbance  to  day-to-day 
operation. 

After  discussion  of  these  possibilities  with  many,  including 
the  architect  who  designed  the  present  building,  the  Com- 
mittee voted  unanimously  to  accept  alternative  (c)  “A 
West  wing  to  the  rear  of  the  building  similar  to  the  present 
East  wing.” 


It  was  the  consensus  of  rhe  Committee  that  any  modifica- 
tions of  the  Society’s  building  should  be  limited  to  its 
immediate  and  reasonable  foreseeable  space  requirements. 
It  was  not  felt  proper  for  the  Society  to  be  engaged  prim- 
arily in  the  rental  of  office  space  even  for  allied  organiza- 
tions. I he  alterations  and  new  construction  recommended 
by  the  Committee  will  provide  the  necessary  space  with 
a minimum  expenditure  of  funds  and  inconvenience  and 
will  add,  rather  than  detract,  to  the  appearance  of  the 
building. 

I he  Committee  feels  that  the  project  should  be  financed 
as  far  as  possible  from  voluntary  contributions  from  mem- 
bers of  the  Society  who  did  not  contribute  to  the  cost  of 
construction  of  the  present  building  or  who  have  become 
members  since  that  time,  but  that  all  members  should  be 
given  an  opportunity  to  contribute. 

I he  Society  has  adequate  surplus  funds  to  supplement 
the  amount  contributed  to  meet  the  cost,  without  impair- 
ing its  financial  condition. 

T o implement  this  proposal  rhe  Committee  suggests  that 
the  Council  make  the  following  recommendations  to  the 
House  of  Delegates  at  its  annual  meeting  on  December  8, 
1 955 = 

1 . I hat  the  Society  proceed  at  the  earliest  convenient 
time  with  the  enlargement  of  its  building,  in  accordance 
with  the  plans  submitted  by  the  architect  and  approved 
by  the  Council. 

2.  I hat  the  project  be  financed  by  voluntary  contribu- 
tions from  members  of  the  Society,  supplemented  by  util- 
ization of  surplus  funds  of  the  Society  to  meet  the  total 
cost. 

3.  That  the  Building  Committee  appointed  bv  the  Presi- 
dent in  compliance  with  the  vote  of  the  House  of  Delegates 
on  April  26,  1955,  be  enlarged  to  include  representation 
from  all  parts  of  the  State. 

Carl  E.  Johnson,  chairman 
Frank  H.  Couch 
William  H.  Horton 

This  report  and  its  recommendations  were  adopted  unan- 
imously. 

REPORT  AND  RESOLUTION  ON  A LOAN  FUND 
FOR  INTERNES  AND  RESIDENTS 

I he  Connecticut  State  Medical  Society  shall  make  avail- 
able from  surplus  funds  a sum  of  money  not  exceeding 
^5,000  for  the  purpose  of  establishing  a rotating  loan  fund 
for  internes  and  residents  who  are  citizens  of  the  United 
States  and  serving  in  Connecticut  hospitals  approved  for 
interne  or  resident  training.  No  loan  shall  exceed  the  amount 
of  $500  in  one  calendar  year.  A loan  may  be  paid  in  full 
or  in  part  at  any  time  but  shall  not  extend  beyond  five 
years  without  special  recommendation. 

There  shall  be  no  interest  for  the  first  two  years  of  the 
loan.  Thereafter  interest  shall  be  2 per  cent  per  annum. 
Security  for  such  a loan  shall  be  a promissory  note  made 
out  to  the  Connecticut  State  Medical  Society,  and  a life 
insurance  policy  in  the  amount  of  the  loan  with  Connecticut 
State  Medical  Society  as  beneficiary. 
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Administration 

Application  for  a loan  shall  be  made  to  the  Interne  Com- 
mittee of  the  hospital  in  which  the  interne  or  resident  is 
serving.  If  after  review  the  application  is  approved,  it  shall 
he  forwarded  to  the  Committee  on  Scholarship  Awards  of 
the  Connecticut  State  Medical  Society.  If  approved  by  the 
Committee  on  Scholarship  Awards  that  Committee  shall 
instruct  the  Treasurer  to  make  such  a loan. 

C.  Louis  Fincke,  Chairman 
Frank  H.  Couch 
Edward  J.  Gttenheimer 

This  report  and  recommendations  were  adopted  unani- 
mously. 

SCHOLARSHIP  AWARDS 

The  report  of  the  Scholarship  Committee  was  presented 
by  the  President,  Dr.  Stringfield,  and  the  Society’s  scholar- 
ships for  1955-56  are  to  be  awarded  to:  Sebastian  R.  Italia. 
Flartford,  Connecticut,  senior  student  at  the  Yale  Univer- 
sity School  of  Medicine;  Edward  G.  Lopez,  FLartford, 
Connecticut,  senior  student  at  the  Howard  University 
School  of  Medicine;  Frank  J.  Takacs,  Easton,  Connecticut, 
senior  student  at  Johns  Hopkins  University  School  of 
Medicine;  Mary  A.  Tummillo,  Windsor,  Connecticut,  senior 
student  at  Women’s  Medical  College  of  Pennsylvania. 

The  Scholarship  Committee  recommended  “that  further 
study  should  be  made  concerning  a revolving  loan  fund 
which  might  replace  the  scholarship  plan  and  that  these 
loans  be  available  to  medical  students  during  the  last  two 
years  of  study.”  This  recommendation  was  adopted. 

INTERIM  REPORT  FROM  THE  SPECIAL  COMMIT- 
TEE ON  THIRD  PARTY  PAYMENTS  FOR  MEDICAL 
AND  ANCILLARY  NON-SURGICAL  SERVICES 

At  the  Annual  Meeting  of  the  House  of  Delegates  in 
April  1955  this  Committee  was  reconstituted  for  one  year 
with  the  following  specifically  assigned  duties. 

(a)  To  review  progress  on  the  recommendations  made 
at  that  time  regarding  revisions  in  the  CMS  contracts. 

(b)  To  prepare  in  carefully  edited  form  a set  of  prin- 
ciples for  non-surgical  practitioners  in  dealing  with  all 
third  parties  and 

(c)  To  study  and  make  recommendation  on  other  matters 
of  importance  which  had  been  tabled  for  future  consider- 
ation. 

I his  Committee  is  pleased  to  report  that  the  Professional 
Policy  Committee  of  C.MS  has  shown  a growing  awareness 
of  the  problems  of  non-surgical  practitioners.  The  extra 
contractual  benefits  added  to  the  Preferred  Contract  in 
September  1955  followed  closely  the  suggestions  of  this 
Committee.  Equally  important,  the  promotional  literature 
accompanying  these  changes  set  forth  very  clearly  the 
limitations  in  the  medical  coverage.  The  Standard  Contract 
remains  unsatisfactory,  but  corrective  measures  are  in 
progress. 

This  Committee  has  prepared  in  outline  form  a brochure 
or  journal  article  entitled  “Third  Party  Payments  for 
Medical  Services — A Guide  for  Members  of  the  Connecticut 
State  Medical  Society.”  In  preparing  this  document,  the 
Committee  has  discovered  that  the  basic  principles  involved 


apply  not  only  to  non-surgical  practitioners,  but  to  most 
other  members  of  the  Society  as  well.  To  complete  this 
document  on  a comprehensive  basis  is  a task  of  considerable 
magnitude,  and  in  view  of  the  increasing  pressure  from 
organized  labor  for  ever  expanding  service  benefits,  is  one 
of  great  and  continuing  importance.  This  Committee  has, 
therefore,  explored  the  interest  of  the  Standing  Committee 
on  Third  Party  Payments  and  the  President  of  the  Society 
in  seeing  this  task  completed.  Their  encouragement  has  led 
to  the  belief  that  the  Standing  Committee  on  Third  Party 
Payments  may  be  expanded  by  the  addition  of  adjunct 
members  or  subcommittees  and  be  asked  to  take  on  this 
task.  It  is  suggested  that  the  Nominating  Committee  have 
these  possible  expanded  duties  in  mind  when  naming  can- 
didates for  the  Committee  on  Third  Party  Payments. 

Benjamin  V.  White,  chairman 
The  report  and  its  recommendations  were  adopted  unan- 
imously. 

DR.  MURDOCK  RECOGNIZED 
T homas  P.  Murdock,  Meriden,  trustee  of  the  American 
(Medical  Association,  was  called  upon  for  remarks  and  he 
outlined  briefly  certain  present  activities  of  the  Board  of 
Trustees  of  the  American  .Medical  Association. 

AM  A HOUSE  OF  DELEGATES,  BOSTON  MEETING 
Stanley  B.  Weld,  delegate  to  the  American  Medical 
Association  House  of  Delegates,  reported  in  detail  concern- 
ing actions  taken  in  the  meeting  of  the  House  held  in  Bos- 
ton, November  29 — December  2.  This  report  was  sup- 
plemented by  remarks  by  Thomas  J.  Danaher,  also  a dele- 
gate. 

PRESENTATION  OF  A CITATION  FOR  OUT- 
STANDING SERVICE  FROM  PRESIDENTS  COM- 
MITTEE FOR  THE  EMPLOYMENT  OF  THE 
PHYSICALLY  HANDICAPPED 
The  Citation  for  Outstanding  Service  from  the  Presi- 
dent’s Committee  for  the  Employment  of  the  Physically 
Handicapped  was  presented  to  C.  Frederick  Yeager,  Bridge- 
port, by  Mr.  Edward  P.  Chester,  member  of  the  Connect- 
icut Committee  and  director  of  the  Bureau  of  Rehabilitation 
of  the  State  Department  of  Education.  The  award  was 
accepted  by  Dr.  Yeager. 

RESOLUTION  CONCERNING  COMPULSORY 
DISABILITY  BENEFITS 

D.  Olan  .Meeker,  chairman  of  the  Committee  on  National 
Legislation  asked  that  House  consider  a resolution  on  com- 
pulsory disability  benefits,  which  the  House  agreed  to  do. 
The  resolution  was  referred  to  a reference  committee  con- 
sisting of  Israel  S.  Otis,  chairman;  Stevens  J.  Martin  and 
William  M.  Stahl,  Jr.  Later  the  reference  committee  re- 
ported the  adoption  of  this  resolution  with  minor  editorial 
changes. 

AYhereas,  H.R.  7225,  a bill  amending  the  Social  Security 
Act  to  provide  compulsory  disability  benefits,  was  reported 
by  the  House  M ays  and  Means  Committee  without  public 
hearing  and  exclusion  of  amendments,  and 
Whereas,  this  bill  will  affect  1,300,000  people  and  that 
the  expanded  benefits  proposed  will  cost  approximately  two 
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billion  dollars  a year  for  the  next  twenty  years  and  about 
two  and  one-half  billion  dollars  a year  for  every  year 
thereafter,  and 

Whereas,  what  started  out  as  a modest  program  for  a 
minimum  pension  of  bare-sustenance  proportions  is  mush- 
rooming into  a system  promising  a comfortable  living  for 
the  retired,  care  for  the  disabled  and  dependent  and  with 
increasing  inequalities  between  contributions  and  benefits, 
and 

Whereas,  the  bill  includes  no  provisions  as  to  what  re- 
strictions shall  be  placed  on  the  definition  of  disability,  and 

Whereas,  the  compulsory  disability  benefit  fosters  mal- 
ingering anil  does  not  offer  any  incentive  for  rehabilitation 
and  the  return  of  the  individual  to  society. 

Whereas,  the  actuarial  status  of  social  security  has  never 
been  investigated  since  its  inception  and  that  H.R.  7225 
will  further  diminish  the  financial  soundness  of  the  act  and 
at  the  same  time  foster  malingering, 

Be  It  Resolved:  That  the  House  of  Delegates  of  the 
Connecticut  Stare  Medical  Society  hereby  go  on  record  as 
opposed  to  the  passage  of  H.R.  7225. 

Be  It  Further  Resolved:  That  a copy  of  this  resolution 
be  mailed  promptly  to  all  officers  of  the  society,  our  dele- 
gates and  alternates  to  the  AMA  and  to  all  senators  and 
representatives  of  the  State  of  Connecticut. 

It  was  unanimously  voted  to  adopt  the  resolution. 

RESOLUTION  CONCERNING  SOCIAL  SECURITY 

D.  Olan  Meeker,  Chairman  of  the  Committee  on  Na- 
tional Legislation,  asked  that  the  House  consider  a resolu- 
tion concerning  Social  Security  which  the  House  agreed 
to  do  according  to  By-Laws.  This  resolution  was  referred 
to  a reference  committee  consisting  of  Israel  S.  Otis,  chair- 
man, Stevens  J.  Martin,  and  William  M.  Stahl,  Jr.,  which 
did  not  report  the  resolution  back  to  the  House,  it  having 
been  withdrawn  by  the  proposer.  Dr.  Meeker. 

RESOLUTION  CONCERNING  CREIGHTON 
BARKER 

Dr.  Ottenheimer,  chairman  of  the  special  committee 
appointed  by  the  Vice  Speaker,  presented  the  following 
resolution  concerning  the  absence  of  Dr.  Barker,  executive 
secretary: 

Whereas,  Dr.  Creighton  Barker,  our  executive  secretary, 
has  had  the  misfortune  to  have  been  in  a serious  accident, 
as  the  result  of  which  he  is  still  disabled,  and 

Whereas,  the  disability  has  forced  him  to  be  absent  from 
the  meeting  of  the  House  of  Delegates  for  the  first  time 
in  33  years,  and 

Whereas,  the  House  feels  acutely  the  loss  of  his  invalu- 
able contribution  to  the  meeting,  then 

O’ 

Be  It  Resolved,  That  the  House  of  Delegates  of  the  Con- 
necticut State  Medical  Society,  assembled  here  today,  con- 
vey to  Dr.  Creighton  Barker  its  deep  regret,  and  wishes 
for  him  a rapid  convalescence. 

The  resolution  was  adopted  unanimously. 

The  meeting  adjourned  at  6:30  p.  m.  for  a buffet  supper 
following  which,  the  President  of  the  Society  introduced 


Ernest  B.  I toward,  assistant  secretary  of  the  American 
Medical  Association,  who  addressed  the  members  of  the 
House  on  AMA  activities. 


Meetings  Held  in  December 

December  6— Connecticut  1 leart  Association 
Connecticut  Cancer  Society 
December  7— Committee  on  Toxemia 

December  8— Semi-Annual  Meeting  of  the  House 
of  Delegates 

Subcommittee  on  School  Health 


December  13— Connecticut  League  for  Nursing 
December  14— Connecticut  Heart  Association 

Connecticut  Medical  Examining- 
Board 

Committee  on  Hospitals 

December  1 5— Subcommittee  on  Report  of  the  1 los- 
pital  Committee 
Committee  on  Public  Relations 
Editorial  Board  of  the  Journal 


First  Skin  Bank  in  a Civilian  Hospital 

At  the  recent  meeting  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgery  it  was  an- 
nounced that  the  first  skin  bank  had  been  established 
in  a civilian  hospital.  In  a report  that  described  the 
grafting  of  skin  from  recently  dead  bodies,  James 
Barrett  Brown,  Minot  P.  Fryer,  and  Thomas  J. 
Zaydon  of  the  Washington  University  School  of 
Medicine,  St.  Louis,  urged  that  skin  banks  be  set  up 
in  hospitals  throughout  the  country. 

Stored  postmortem  homografts  provide  a tempo- 
rary biological  covering  that  lasts  from  10  to  30 
days,  until  the  patient  is  well  enough  to  have  raw 
areas  of  his  body  covered  with  his  own  skin.  Such 
grafts  can  save  the  lives  of  critically  burned  acci- 
dent victims. 

When  stored  at  ordinary  refrigerator  tempera- 
ture, postmortem  skin  can  be  used  as  long  as  three 
weeks  after  removal.  It  can  be  stored  for  periods 
ranging  up  to  six  months  if  other  methods,  some  still 
in  an  experimental  stage,  are  used.  These  additional 
methods  include  freezing  at  temperatures  as  low  as 
~79°F,  and  freeze-drying,  which  allows  the  dried 
skin  to  be  stored  on  a shelf  at  room  temperature. 
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THE  HISTORIAN  S NOTE  BOOK 

HISTORICAL  EXCERPTS 

Arthur  S.  Brackett,  m.d.,  Riverside 


Connecticut  Historical  Collections,  by  John 
Barber,  New  Haven,  Durrie  and  Reck  and  J.  W. 
Barber,  1838. 

From  the  chapter  on  the  town  of  Plymouth , p.  484 
“Dr.  Sylvanus  Fansher,  a native  of  this  town,  and 
now  a resident  of  Southbury,  has  devoted  nearly 
forty  years  of  his  life  to  the  extension  of  the  vaccine 
or  kine  pock  inoculation,  as  a remedy  against  that 
scourge  of  the  human  race,  the  small  pox.  For  his 
discoveries  in  expediting  the  kine  pock,  he  has  re- 
cently received  a diploma  from  the  ‘Royal  Jennerian 
Society  of  London.’  About  the  year  1802,  when  the 
kine  pock  had  become  apparently  extinct  in  this 
country,  it  was  found  that  a number  of  persons  in 
Danbury  and  Goshen  had  taken  the  infection  or 
virus,  from  milking  cows.  Dr.  Fansher  states,  that 
he  took  the  virus  from  the  pustule  on  the  milk  maid’s 
hand,  and  inoculated  an  infant  with  it,  and  it  proved 
to  be  the  genuine  kine  pock.  Dr.  F.  also  states,  that 
he  has  known  several  instances  where  the  infection 
has  been  taken,  without  any  apparent  connection 
with  the  cow;  and  it  is  his  belief,  that  the  infection 
is  taken  from  some  shrub  or  plant,  from  which, 
when  discovered,  we  shall  know  something  of  the 
origin  of  the  small  pox,  and  have  a sovereign  remedy 
against  it  at  hand.  Besides  Danbury  and  Goshen, 
the  genuine  kine  pock,  or  cow-pock,  has  been 
found  existing  in  Plymouth,  Newton,  Southbury, 
Oxford,  Woodbury,  Meriden,  Middletown  and  New 
Hartford.” 

An  Esssay  on  the  Means  of  Lessening  Pain  and 
Facilitating  Certain  Cases  of  Difficult  Par- 
turition, by  William  P.  Dewees,  m.d.,  Second 
Edition,  Philadelphia,  Thomas  Dobson  and  Son, 
1819. 

Var.  1.  Case  I ( p.  99) 

Miss  V— , aged  fourteen  years  and  six  months, 
was  taken  in  labour  January  14th,  1790.  She  had 
been  in  labour  thirty-six  hours  before  1 saw  her;  that 
is,  she  complained  of  pains  for  that  period,  though 


they  were  not  very  severe;  about  twelve  hours 
before  I visited  her,  the  waters  were  discharged;  the 
mouth  of  the  uterus  very  little  opened,  and  the 
external  parts  not  favourably  disposed;  the  pains 
were  now  very  severe,  and  the  head  was  pressed 
pretty  far  into  the  pelvis;  she  was  extremely  costive, 
and  had  passed  no  water  for  many  hours;  an  injec- 
tion was  ordered,  which  operated  freely;  the  cathe- 
ter was  obliged  to  be  introduced,  and  nearly  a quart 
of  water  was  drawn  off;  she  was  much  relieved  by 
these  discharges;  an  hour  was  given  in  hopes  a 
favourable  change  might  take  place  in  her  labour; 
there  was  no  heat  of  any  consequence  in  the 
vagina;  she  had  been  very  rarely  touched;  she  had 
frequently,  by  the  midwife’s  advice,  been  placed 
over  warm  water,  and  fumigated  with  burning 
onion  shells,  (a  favorite  with  the  old  women  of  the 
country)  but  all  to  no  purpose;  I bled  her  fifteen 
ounces;  this  produced  some  little  change  on  the 
mouth  of  the  uterus,  but  not  sufficient  to  allow  the 
head  to  escape,  more  especially  as  the  mouth  con- 
tracted and  stiffened  with  each  pain;  in  an  hour  she 
was  bled  as  much  more;  this  produced  sickness  at 
stomach,  which  was  my  signal  for  stopping;  upon 
the  next  examination  the  parts  were  found  sufficient- 
ly dilated;  there  was  a short  suspension  of  the  pains, 
but  they  soon  returned,  and  were  found  of  com- 
petent force,  though  much  more  tolerable;  the 
labour  soon  terminated. 

Case  XI  (p.  108) 

1802,  January  29th.  Phoebe  Hall,  a black  woman, 
in  labour  with  her  seventh  child:  arm  presented 
and  had  been  down  several  hours;  the  arm  consider- 
ably swelled,  as  the  midwife  had  exerted  much  force 
on  it;  the  mouth  of  the  uterus  contracted  closelv  on 
it;  I got  Mr.  Carter,  now  Dr.  Carter,  to  introduce 
his  hand  into  the  vagina  and  place  a finger  in  the 
mouth  of  the  uterus;  he  did  this  with  some  diffi- 
culty, as  the  uterus  was  very  rigidly  closed  on  the 
arm.  I tied  up  her  arm  and  let  her  bleed  until  he 
should  tell  me  the  mouth  of  the  uterus  was  suffi- 
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ciently  dilated;  when  I had  drawn  from  forty  to 
fifty  ounces  she  became  sick  and  faint;  at  this 
instant  Mr.  Carter  cried  out  with  rapture,  the  uterus 
was  sufficiently  opened— upon  examination  this  was 
found  to  be  the  case;  the  turning  and  delivery  was 
soon  accomplished. 

Case  XV  (p.  1/4) 

This  case  was  kindly  furnished  me  by  Dr.  Shaw, 
1 shall  therefore  relate  it  in  his  own  words. 

Dear  Sir, 

The  following  is  the  statement  of  Mrs.  M.  W— ’s 
case;  I give  it  you  as  correctly  as  circumstances  will 
admit. 

Saturday,  5th  October,  1805,  this  woman  walked 
from  the  country  to  Philadelphia,  a distance  of 
twenty-three  miles;  agreeably  to  her  calculation  she 
was  entering  her  eighth  month  of  pregnancy.  On 
Friday  the  nth,  symptoms  of  labour  were  felt; 
that  is,  she  had  pain  in  her  back,  sides  &c.  accom- 
panied with  alternate  flushes  and  chills;  these  symp- 
toms continued  until  Monday,  when  she  was  at- 
tacked with  an  haemorrhage  from  the  uterus.  A 
midwife  was  sent  for,  who  mistaking  her  case,  im- 
mediately attempted  delivery  by  rupturing  the 
membranes  and  discharging  the  water,  but  finding 
her  efforts  ineffectual,  after  doing  considerable 
violence  to  the  vagina  and  neck  of  the  uterus,  by 
her  frequent  and  officious  examinations,  left  the 
woman  undelivered  and  without  pain.  She  re- 
mained in  this  situation  until  the  following  Wednes- 
day afternoon,  at  which  time  I was  called  to  her; 
slight  pains  had  returned,  and  on  examination  I 
found  the  parts  very  much  swelled,  and  painful  to 
the  touch— the  mouth  of  the  uterus  was  not  dilated 
more  than  an  inch  in  diameter.  About  half  past  ten 
o’clock,  p.  XI.  her  pains  became  stronger,  but  the 
mouth  of  the  uterus  showed  no  disposition  to  dilate— 
agreeably  to  your  friendly  advice  1 had  her  taken 
out  of  bed  and  placed  in  an  erect  position;  a vein 
was  opened  in  her  arm,  and  by  the  time  sixteen 
ounces  of  blood  were  drawn  syncope  came  on,  and 
she  was  immediatedly  replaced  in  bed— after  she 
revived,  her  pains  increased,  but  the  mouth  of  the 
uterus  still  remained  contracted;  at  half  past  twelve 
o’clock  (Thursday  morning)  about  six  ounces 
more  of  blood  were  taken,  which  also  produced 
fainting;  she  was  now  examined,  and  1 found  the 


mouth  of  the  uterus  dilated  to  about  three  inches— 
after  she  had  recovered  so  as  to  take  a little  wine 
and  water,  a few  small  pains  came  on,  and  at  ten 
o’clock  she  was  safely  delivered. 

Yours  sincerely, 

William  Shaw 

Oct.  22nd,  1805. 

We  might  easily  increase  the  number  of  cases  of 
this  kind,  were  it  necessary;  but  as  these  cases 
resemble  so  exactly  those  already  related,  after  the 
uterus  refuses  to  be  tranquillized,  that  to  give  more 
would  be  mere  repetition.  We  would,  however, 
suggest  two  rules  in  the  management  of  these 
labours;  first,  always  try  to  quiet  the  uterus,  when 
we  have  reason  to  believe  its  action  has  been  pre- 
maturely excited,  by  first  bleeding,  and  then  giving 
laudanum  by  injection.  Secondly,  when  we  find  we 
cannot  suspend  pain,  to  be  careful  to  abstract  all 
stimuli  as  much  as  possible;  to  have  the  bowels  well 
opened;  and  allow  the  circular  fibres  of  the  mouth 
to  be  a little  fatigued  (which  we  can  determine  by 
their  readily  yielding,  when  the  finger  is  made  to 
stretch  them  in  the  absence  of  pain)  before  we 
employ  a large  or  a sufficient  bleeding  to  effect  the 
farther  dilatation. 

( P ■ 139) 

“I  can  with  confidence  assert,  I have  never  seen 
puerperal  fever,  milk  abscess,  or  the  swelled  leg,  take 
place,  in  any  one  patient  who  had  suffered  large  or 
repeated  bleedings  during  their  labor;  it  seems  to 
ward  off  every  blow  aimed  at  the  puerperal  state.” 


National  Committee  on  Cancer 
Chemotherapy 

A Cancer  Chemotherapy  National  Committee  has 
been  established;  it  is  headed  by  Sidney  Farber  of 
Boston.  The  committee  will  give  guidance  to  a 
national  voluntary  program  of  cooperative  research 
and  development  to  find  and  produce  effective 
drugs  for  the  treatment  of  cancer.  Kenneth  M. 
Endicott  of  the  National  Cancer  Institute  is  execu- 
tive secretary  of  the  committee  and  is  in  charge 
of  the  full  time  staff.  Headquarters  will  be  located 
at  the  Cancer  Chemotherapy  National  Service  Cen- 
ter in  Bethesda,  Maryland. 
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MY  TRIP  TO  ISRAEL 


I he  Third  World  Assembly  of  the  .Medical  Asso- 
ciation of  Israel  kept  my  attention  and  time  for  ten 
days.  About  200  doctors  from  different  countries 
were  attracted  by  that  event  which  consisted  of  a 
combination  of  scientific  meetings,  social  events  and 
sightseeing  trips.  The  scientific  meetings  were 
divided  into  two  parts.  The  first  one  was  the  pre- 
sentation of  papers  by  Israeli  physicians  to  the 
visitors  from  abroad.  Eighteen  papers  were  delivered 
into  two  sections.  One  was  called  “Problems  of 
Diseases  in  Israel”  and  included  such  topics  as  vita- 
min deficiencies,  ophthalmology,  rabies,  bilharzia, 
nutritional  problems  and  psychiatry;  however,  the 
lecture  on  psychiatry  was  not  given  because  the 
lecturer,  Dr.  Winnick,  had  not  returned  from  the 
psychoanalytic  meeting  in  Geneva.  The  other  sec- 
tion was  devoted  to  public  health  problems  such  as 
epidemiology,  demographic  problems,  health  statis- 
tics, plans  for  development  of  Mogen  David  Adorn 
(Red  Mogen  David),  an  organization  equivalent  to 
our  Red  Cross,  problems  of  health  insurance,  immi- 
gration, and  so  on.  The  next  day  six  scientific  films 
were  presented,  five  of  which  came  from  Paris  and 
only  one  from  the  U.  S.  A.,  a film  on  streptococcal 
infection  from  the  Wyeth  Laboratories  in  Philadel- 
phia. 

This  first  part  of  the  scientific  meetings  took  place 
in  the  Beth  Harofe  (Physicians  Building)  in  Haifa 
and  in  a Haifa  movie  house.  After  four  days  of  visit- 
ing of  medical  institutions  and  official  receptions, 
the  scientific  meetings  were  continued  in  Jerusalem. 
This  time  visitors  from  abroad  addressed  the  Assem- 
bly. Twenty-five  papers  were  divided  into  four 
sections:  Internal  Medicine,  Neurology  and  Psychi- 
atry, one  section  on  various  topics  without  common 
denominator,  and  a section  on  the  History  of  Medi- 
cine. Fourteen  of  those  25  papers  were  delivered  by 
American  doctors  and  four  of  those  came  from  New 
England:  Drs.  H.  Morrison  et  ctl.  from  Boston  on 
esophagitis,  Alfred  Cantor  and  Morton  Robbins  of 


Part  III.  The  Medical  Meetings 

Richard  Karpe,  m.d.,  Hartford 

Nashua,  N.  H.  on  proctology,  David  Bowen  from 
Boston  on  suicide  in  psychosis,  and  Richard  Karpe 
from  Hartford  on  analytically  oriented  “brief” 
psychotherapy.  I his  was  again  followed  by  visits 
to  different  hospitals  in  small  groups.  My  special 
group  found  me  as  the  only  visitor  and  therefore 
turned  into  an  interesting  tw  o hour  conference. 

I he  group  was  to  visit  the  psychiatric  department 
of  the  University  Hospital  which  was  founded  by 
Dr.  Milton  Rosenbaum  from  Cincinnati,  now  N ew 
^ ork,  who  spent  one  year  as  guest  lecturer  in  Israel 
to  organize  the  psychiatric  department  of  the 
Hebrew  University.  I he  conference  included  three 
members  of  the  department:  Dr.  Rothchild,  whose 
main  interest  is  the  body-mind  problem  and  who 
has  written  interesting  books  on  the  subject  which 
were  published  in  Switzerland  and  have  not  been 
translated  into  English  yet;  Dr.  George  Mohr,  a 
psychoanalyst  from  Chicago,  who  is  spending  one 
year  in  Jerusalem  as  the  visiting  director  of  the 
Lasker  Child  Guidance  Center;  and  one  resident 
physician.  Dr.  Herz.  In  our  conference  we  discussed 
among  other  problems  that  of  the  immigration  from 
America  to  Israel  and  the  selection  of  such  immi- 
grants with  regard  to  psychiatric  hazards.  Is  it  a 
lack  of  mental  integration  if  Israel  attracts  the  im- 
migrant from  the  U.  S.  A.,  a country  which  offers 
many  opportunities  to  its  healthy  young  people,  be 
they  of  Jewish  or  non-Jewish  origin?  Israel  has  to 
absorb  an  unusually  high  number  of  immigrants 
from  the  Arabian  countries  who,  because  of  their 
lower  level  of  education  as  well  as  primitive  standard 
of  living,  threaten  the  cultural  achievements  of  the 
established  community.  It  is  mainly  for  that  reason 
that  the  Israelis  express  great  desire  for  immigrants 
from  the  Western  countries,  especially  the  Anglo- 
Saxon  countries  and  mainly  the  U.  S.  A.  Adventure 
and  travel  to  far  away  countries  will  always  attract 
the  person  who  is  in  conflict  with  his  present  en- 
vironment. Sometimes  this  move  may  solve  his  con- 
flicts, sometimes  it  may  aggravate  them. 
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Connected  with  the  medical  meetings  were  social 
events  such  as  receptions  by  the  cities  of  Haifa,  1 el 
Aviv  and  Jerusalem,  receptions  by  the  medical 
organizations,  a reception  by  Prime  Minister  Moshe 
Sharet  on  the  day  of  his  resignation,  and  a reception 
by  the  President  of  Israel,  Mr.  Ben  Zwi,  in  their 
respective  homes. 

In  Jerusalem  I met  with  the  Chevra  Psychoana- 
lytit  Be  Israel,  the  Psychoanalytic  Society  of  Israel, 
to  whom  I read  a paper  on  the  “Biographical  Impli- 
cations of  Freud’s  Trip  to  Central  Italy”  and,  as  1 
may  call  it,  on  Freud’s  struggle  with  early  religious 
concepts.  When  I posed  the  question  to  my  col- 
leagues whether  or  not  to  publish  such  a study,  at 
this  time,  the  opinion  on  the  propriety  of  doing  so 
was  divided  equally.  A meeting  of  psychoanalysts  in 
Haifa  discussed  with  me  the  problem  of  application 
of  psychoanalysis  to  social  work  in  the  U.  S.  A.  In 
Sarid  I addressed  a meeting  of  educators  in  the  col- 
lective on  the  problems  of  psychotherapy.  1 con- 
ferred with  educational  leaders  in  Chefzibah,  Giwat 
Chajim,  and  Dagania  on  their  educational  problems, 
and  at  a visit  to  the  Teachers  Seminary  in  Oranim 
we  discussed  with  the  teaching  staff  the  problems  of 
psychodynamic  research  and  education  in  relation  to 
future  research  plans  of  that  institution. 

Many  problems  could  only  be  touched  upon  in 
those  short  three  weeks  and  I took  away  with  me 
the  desire  to  return  soon  for  a longer  visit  to  this 
fast  growing  country  in  the  Middle  East. 


The  New  Law  — How  Will  It  Work? 

Ruth  M.  Dadourian,  Hartford 

The  Author.  Chairman,  Legislative  Committee, 
Connecticut  Tuberculosis  Association 


In  flood-time  no  one  questioned  the  responsibility 
of  State  and  local  health  departments  to  provide 
typhoid  inoculations  to  anyone  living  or  working 
in  disaster  areas.  Nobody  was  investigated.  Nobody 
was  asked  if  he  could  pay.  We  all  took  it  for  granted 
that  this  was  a public  service  to  protect  the  public 
health.  Had  there  been  even  ten  cases  of  typhoid  in 
Winsted  or  Putnam  or  Torrington  the  entire  State 


w ould  have  mobilized  to  protect  the  entire  popula- 
tion. Prevention  of  communicable  disease  is  ac- 
knowledged to  be  as  important  in  time  of  disaster  as 
the  rebuilding  of  roads  and  bridges. 

Every  year  in  Connecticut  more  than  one  thou- 
sand newly  reported  cases  of  tuberculosis  are  regis- 
tered without  causing  a fraction  of  the  excitement 
that  ten  cases  of  typhoid  would  cause  in  floodtime. 
Tuberculosis  is  also  communicable;  it  spreads  from 
person  to  person;  it  can  be  prevented.  Although 
free  care  for  tuberculosis  patients  is  admittedly  not 
exactly  comparable  with  free  typhoid  inoculations, 
the  principle  is  the  same— both  are  a means,  one 
means,  of  preventing  the  spread  of  disease.  To  elim- 
inate compulsory  payments  for  tuberculosis  patients, 
along  with  the  welfare  investigation  into  financial 
status  of  patients  and  relatives,  would  eliminate  one 
major  obstacle  to  prompt  treatment,  hence  prevent 
new  cases. 

I he  General  Assembly  in  1955  was  for  the  fourth 
time  urged  to  take  this  forward  step  by  placing 
payments  on  a voluntary  basis,  as  a public  health 
measure.  The  legislators  worked  hard  and  earnestly 
on  the  entire  problem  of  charges  for  patients  in 
three  types  of  State  institutions— tuberculosis  sana- 
toria, mental  hospitals  and  training  schools.  They 
finally  enacted  a law  which  will  result  in  scaling 
down  the  charges,  eliminate  the  recapture  clause  for 
patients  in  the  future  only,  and  liberalize  the  regula- 
tions for  determining  ability"  to  pay.  But  investiga- 
tions  into  financial  status  are  to  be  continued,  and 
the  principle  maintained  that  everyone  should  pay 
according  to  ability  as  determined  by  the  Welfare 
Department. 

However,  in  the  long  debates  on  the  bill  in  the 
Senate  and  House,  hardly  a word  was  said  about 
the  health  aspects  of  the  question.  No  one  appeared 
to  view  the  compulsory  payment  system  as  any- 
thing but  a hardship  problem. 

This  Act  was  signed  by  Governor  Ribicoff  on 
June  24.  It  went  into  effect  on  July  1.  Even  before 
that  date  the  Welfare  Department  began  its  review 
of  the  financial  status  of  all  patients  in  the  three 
types  of  institution  in  order  to  revise  rates  accord- 
ing to  the  new  formula. 

Reprinted  from  Connecticut  Tuberculosis  Association 
Bulletin,  15:4,  October-Novembcr,  1955. 
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COMMITTEE  TO  STUDY  MATERNAL  MORTALITY  AND  MORBIDITY 

SUBCOMMITTEE  ON  TOXEMIA 

Hugh  K.  Muter,  m.d.,  Stamford,  Chairman 


EPIGASTRIC  PAIN  IN  PREGNANCY 


'T'he  patient  was  a 32  year  old  primagravida  f o 1 - 
lowed  by  her  family  physician  from  the  tenth 
week  of  pregnancy.  Her  past  history  and  ante- 
natal course  were  not  significant  until  the  thirty- 
second  week.  At  this  time  her  blood  pressure  rose 
from  118/70  to  130/84  with  one  plus  ankle  edema. 
No  albuminuria  was  noted.  Her  total  weight  gain 
was  22  pounds. 

At  thirty-seven  weeks  the  blood  pressure  had 
risen  to  150/90  with  i-j-  albuminuria  and  i-j-  ankle 
edema.  She  was  sent  home  on  bed  rest  and  a salt 
restricted  diet;  no  improvement  was  noted  three 
days  later.  Four  days  later  she  reported  nausea  and 
vomiting  starting  the  evening  before  and  epigastric 
pain  on  the  morning  of  hospitalization.  This  pain 
was  sharp,  in  the  mid  and  right  epigastrium,  radi- 
ating into  the  right  back  and  shoulder. 

The  patient  was  hospitalized;  obstetrical  consulta- 
tion was  promptly  obtained.  The  admission  blood 
pressure  was  140/90,  rising  rapidly  during  the  first 
six  hours  of  hospitalization  to  200/100,  despite 
heavy  sedation  with  morphine  and  sodium  pheno- 
barbital  plus  hypertonic  glucose  and  magnesium 
sulfate.  The  upper  abdomen  was  acutely  tender, 
but  the  liver  and  gallbladder  were  not  palpable.  The 
urine  showed  4-j-  albumin.  There  was  2/-  depend- 
ent edema. 

Approximately  seven  hours  after  admission  there 
was  a convulsion  lasting  one  minute.  In  the  follow- 
ing three  hours  there  were  six  more  convulsions, 
with  coma  ensuing  after  the  third  convulsion.  On 
the  following  day,  although  drowsy,  the  patient 
responded  to  questioning.  The  blood  pressure 
ranged  around  170/ 120.  Labor  was  initiated  by  rup- 
ture of  the  membrane.  After  a seven  hour  labor,  a 
near  term  stillborn  infant  was  delivered  vaginallv. 

On  the  first  postpartum  day  the  urine  was  dark 
and  scanty;  there  was  2-f-  edema,  blood  pressure  was 
150/90.  On  the  following  day  urinary  output  im- 


Case  Report 

proved  and  edema  lessened.  At  first  seemingly  im- 
proved and  more  responsive,  she  became  progress- 
ively listless.  Paralysis  of  the  right  leg  and  arm 
developed.  She  lapsed  into  coma  and  expired  on  the 
fifth  postpartum  day.  The  blood  pressure  was 
normal  on  this  and  the  preceding  day.  Autopsy  was 
obtained. 

T he  final  anatomical  diagnosis  was  ( 1 ) intracere- 
bral hemorrhage,  right  parietal  lobe,  (2)  periportal 
necrosis  of  the  liver  with  subcapsular  hemorrhage, 
(3)  pulmonary  edema. 

Several  major  points  are  illustrated  by  this  case. 
Epigastric  pain  is  a warning  that  convulsions  may 
be  imminent  and  is  of  the  gravest  significance  in  a 
patient  who  is  pre-eclamptic.  Whether  this  pain  is 
due  to  subcapsular  liver  hemorrhages  or  of  central 
origin  is  uncertain;  the  significance  of  this  pain  is 
not  clear.  Prompt  hospitalization  and  immediate 
measures  to  forestall  eclampsia,  if  possible,  are  indi- 
cated. 

This  patient  had  seven  convulsions  before  the 
eclampsia  was  controlled,  was  delivered,  improved 
clinically,  but  died  of  a cerebrovascular  accident. 
Repeated  convulsions  greatly  increase  the  incidence 
of  this  complication  and  the  gravity  of  the  prog- 
nosis. 

Between  thirty-two  and  thirty-seven  weeks’  dura- 
tion of  pregnancy,  this  patient  had  slight  increase  in 
diastolic  and  systolic  blood  pressure,  which  in  itself 
should  have  served  as  a warning.  1 his  was  followed 
by  a clearcut  pre-eclampsia  with  blood  pressure 
elevation,  both  diastolic  and  systolic,  and  albumin- 
uria. It  is  debatable  whether  she  should  have  been 
sent  home  at  this  time.  Seen  three  days  later  (an 
acknowledgment  of  the  physician’s  concern)  she 
should  have  been  promptly  hospitalized  when  her 
condition  was  not  improved.  The  four  day  delay 
was  disastrous.  The  hospitalized  treatment  was 
vigorous,  but  unsuccessful. 
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It  w ill  he  noted  in  a review  of  the  Recommenda- 
tions for  the  Prevention  and  Treatment  of  I oxemias 
of  Pregnancy  which  follow  that  under  paragraph 
111  it  was  advised  that  the  average  toxemia  patient 
admitted  to  the  hospital  should  be  treated  con- 
servatively for  24  to  48  hours  or  longer. 

This  case  under  discussion  is  one  where  conserva- 
tive treatment  should  not  be  followed  but  once  the 
correct  diagnosis  is  made  the  pregnancy  should  be 
terminated  promptly  before  the  patient  has  had  an 
opportunity  to  convulse. 

RECOMMENDATIONS  FOR  THE  PREVENTION  AND 
TREATMENT  OF  TOXEMIAS  OF  PREGNANCY 

I.  Prophylaxis. 

A.  How  frequently  should  a patient  be  seen  dur- 
ing the  prenatal  period? 

1.  A minimum  of  1 visit  every  4 weeks  up  to  28 
weeks. 

2.  A minimum  of  1 visit  every  2 weeks  from  28  to 
36  weeks. 

3.  A minimum  of  1 visit  every  week  from  36 
weeks  to  delivery. 

B.  What  should  be  done  at  the  time  of  each  visit? 
Each  visit  should  include  as  minimum: 

1.  The  recording  of  blood  pressure  and  weight. 

2.  The  testing  of  urine  for  albumen  and  sugar. 

3.  The  questioning  of  patient  regarding  symptoms 
of  edema,  headache,  epigastric  pain,  visual  disturb- 
ances. 

4.  Instructions  as  to  diet.  Sodium  restriction 
(eliminating  salty  foods,  table  salt,  and  baking  soda), 
high  protein,  high  mineral,  high  vitamin. 

5.  Weight  control  to  2 pounds  per  month.  Total 
weight  gain  for  average  patient,  no  more  than  20 
pounds. 

6.  Special  attention  and  more  frequent  visits  for 
patients  with  essential  hypertension,  diabetes,  and 
previous  toxemias.  Consultation  is  desirable  in  such 
cases  because  of  their  tendency  to  develop  toxemia. 

II.  Management  of  the  office  patient  who  shows: 

A.  Excessive  weight  gain  (particularly  sudden 
weight  gain). 

1.  Diet,  low  sodium  ( 1-2  Gm.),  high  protein  (90+ 
Gm.),  mineral  and  vitamin.  Have  patient  note  diet 
for  one  week  and  submit  the  same.  Saline  cathartics 
and  diuretics  may  be  considered. 

2.  Frequent  visits. 

3.  Hospitalization  if  uncontrolled. 


B.  Hypertension. 

1.  Blood  pressure  140/90  or  over.  Particular  em- 
phasis should  he  placed  on  a rise  of  diastolic  pres- 
sure. 

2.  Diet,  low  sodium  (1-2  Gm.)  and  high  protein. 

3.  Frequent  visits. 

4.  Rest  at  home. 

5.  Sedation. 

6.  Report  headache,  edema,  epigastric  pain  or 
visual  disturbances  at  once. 

7.  Hospitalization  if  not  controlled. 

8.  If  in  doubt,  have  consultation  prior  to  admis- 
sion. 

C.  Edema  of  face,  hands,  or  feet. 

Treatment  same  as  for  excessive  weight  gain. 

D.  Albuminuria. 

Treatment  same  as  for  hypertension. 

E.  Hospitalization  should  be  urged  if: 

1.  In  spite  of  good  conservative  treatment  weight 
continues  to  increase  excessively. 

2.  Elevated  blood  pressure  continues  or  blood 
pressure  continues  to  rise  in  spite  of  good  conserva- 
tive treatment  as  outlined. 

3.  Persistent  edema  together  with  unusual  weight 
gain. 

4.  Albuminuria  continues  to  be  present  or  is  in- 
creasing in  amount. 

F.  Immediate  hospitalization  if  there  is: 

1.  Sudden  rise  in  blood  pressure  (such  as  160/ 100). 

2.  Sudden  increase  in  albumen. 

3.  Sudden  increase  in  edema. 

4.  Persistent  headache. 

5.  Epigastric  pain. 

6.  Convulsion. 

G.  Patients  reporting  anv  of  the  following  symp- 
toms should  be  seen  immediately: 

1.  Severe  headache. 

2.  Sudden  edema,  particularly  of  the  face. 

3.  Epigastric  pain. 

4.  Visual  disturbances. 

III.  Upon  admission  to  hospital,  toxemia  routine 
should  be  started  and  there  should  be  an  immediate 
obstetrical  consultation. 

A.  If  patient  is  pre-eclamptic  upon  admission  to 

1.  Treat  conservatively  for  24-48  hours  or  longer. 
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2.  If  patient  is  not  near  term  and  good  results  are 
being  obtained  from  conservative  treatment,  ideally 
continue  hospitalization.  If  patient  becomes  suffi- 
ciently improved,  patient  may  be  seen  in  doctor’s 
office  at  least  twice  a week.  Treat  conservatively 
until  baby  is  viable  or  as  long  as  possible.  If  it  is 
apparent  that  conservative  treatment  is  failing,  re- 
hospitalize patient. 

3.  Toxic  patients  must  be  seen  frequently  by 
nurses  and  doctors. 

4.  If  patient  is  at  or  near  term,  consider  delivery: 

(a)  If  multipara  or  primigravida,  induce  if  pos- 
sible. 

(b)  If  induction  in  either  case  seems  impossible  or 
is  unsuccessful,  cesarean  section  should  be  con- 
sidered. 

IV.  Eclampsia  should  be  treated  conservatively 
until  controlled.  Then  deliver  by  the  most  feasible 
method.  Avoid  cesarean  if  possible.  Consider  induc- 
tion by  pitocin  drip  and  rupture  of  membranes. 


Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  October  6,  1955 

The  member  societies  and  institutions  were  repre- 
sented at  this  meeting  as  follows:  Connecticut  Agri- 
cultural Experiment  Station,  Dr.  Harry  J.  Fisher; 
Connecticut  Pharmaceutical  Association,  Prof. 
Nicholas  W.  Fenney;  Connecticut  State  Medical 
Society,  Dr.  Barnett  Greenhouse;  Connecticut 
Veterinary  Medical  Association,  Dr.  Joseph  De- 
Vita;  University  of  Connecticut,  Dr.  Stanley  E. 
Wedberg;  University  of  Connecticut  College  of 
Pharmacy,  Dean  H.  G.  Hewitt;  Yale  University 
School  of  Medicine,  Dr.  Desmond  D.  Bonnycastle. 

The  following  were  also  present:  Dr.  James  C. 
Hart,  representing  the  State  Department  of  Health 
and  Mr.  Herbert  Plank,  representing  the  Food  and 
Drug  Commission. 

THE  HAZARDOUS  SUBSTANCES  BILL 

Dr.  DcVita  reported  that  Mr.  Norman  Parsells 
had  taken  charge  of  the  presentation  of  the  subject 
of  this  bill  before  the  Legislative  Commission,  and 
that  he  considered  it  in  good  hands.  He  read  a letter 
from  Clifford  Joseph,  m.d.,  which  outlined  the  steps 
the  Connecticut  Chapter  of  the  American  Academy 
of  Pediatrics  and  the  State  Medical  Society  were 
taking  jointly  to  support  our  Committee’s  bill. 


SAFETY  OF  DEPILATORIES 

Mr.  Plank  read  a letter  dated  August  1 2,  1955  from 
Mrs.  Ann  M.  Lis,  63  Glen  Street,  New  Britain, 
which  had  been  addressed  to  Dr.  J.  Howard  John- 
ston (formerly  of  the  State  Department  of  Health) 
and  referred  to  Mr.  Plank.  Mrs.  Lis  complained  that 
as  a result  of  using  “Nair”  “I  have  had  this  painful 
experience  of  having  the  skin  burned  off  me  requir- 
ing medical  attention  from  the  Grove  Hill  Clinic;” 
she  called  attention  to  the  fact  that  the  “Nair”  label 
emphasized  “Safe— Hospital  Tested,”  and  wrote  that 
not  only  did  it  cause  the  skin  under  her  arms  to 
become  “raw  and  opened  like  a blister,”  with  “a 
terrific  burning  sensation,”  but  “to  add  insult  to 
injury,  it  didn’t  remove  the  hair  roots  as  advertised.” 
Mr.  Plank  said  he  believed  this  question  should  be 
referred  to  a dermatologist. 

Prof.  Fenney  remarked  that  “Neet”  came  in  two 
types,  of  which  one  was  labelled  as  safe  to  use  under 
the  arms  and  on  the  face;  he  suspected  that  the 
“Nair”  label  said  something  about  using  it  only  on 
the  legs. 

It  was  the  consensus  of  the  Committee  that  the 
secretary  should  ask  the  State  Medical  Society  to 
appoint  a dermatologist  consultant  on  this  question. 

DR.  WEST’S  GERM-FIGHTER  TOOTHBRUSH 

Mr.  Plank  displayed  an  advertising  calendar-card 
labelled  as  follows: 

“The  Only  Germ-Fighting  Toothbrush!  Dr. 
West’s  Germ-Fighter  Toothbrush  Reaches  you  sur- 
gically sterile.  Made  to  stay  actively  antiseptic. 
Repels,  inhibits  or  destroys  all  types  of  germs.  Stays 
actively  antiseptic  in  use  up  to  4 months  . . . 

replace  after  4 months  with  a new  Germ-Fighter 
Toothbrush.” 

There  was  general  skepticism  as  to  whether  these 
claims  could  be  true,  and  the  Committee  voted,  on 
motion  of  Fisher,  seconded  by  Hewitt,  that  Dr. 
Wedberg  be  requested  to  procure  one  or  more 
samples  of  this  toothbrush  and  make  tests  on  it  to 
see  if  it  were  sterile  and  germicidal. 

SOMEL 

Mr.  Plank  stated  that  a Mrs.  Edward  Retallack  of 
Woodland  Drive,  Durham,  Connecticut,  had  writ- 
ten to  the  State  Medical  Society  asking  if  “Somel” 
were  “safe  to  use  and  not  leave  any  scars  in  years 
to  come,”  and  that  Dr.  Barker  had  referred  her  letter 
to  him.  Enclosed  with  Mrs.  Retallack’s  letter  was  a 
circular  of  the  manufacturers,  Southern  Research 
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Laboratory,  P.  C).  Box  268,  Hollywood,  Florida, 
which  read  in  part  as  follows: 

“Destroy  Unwanted  H-a-i-r  Forever. 

“Somel  Only  $3.98. 

“New  Discovery! 

“Kills  Hair  Roots  Forever. 

“It’s  Safe,  It’s  Sure,  It’s  Efficient! 

“Recommended  by  Medical  Doctors! 

“We  Can  Prove  That  ‘Somel’  Will  Kill  Hair 
Roots  Forever,  If  Used  As  Per  Our  Instructions! 

“ ‘Somel’  is  a two-way  formula.  First  a lather  of 
No.  1 (\\  Inch  is  of  solid  form)  is  applied  to  the  area 
to  be  treated  before  retiring,  the  next  morning  the 
area  is  rinsed  clean  and  part  No.  2 (which  is  of 
liquid  form)  is  then  applied  with  a wad  of  cotton 
to  the  area  for  a few  minutes  and  then  also  rinsed 
clean.” 

Mr.  Plank  said  that  he  had  written  the  U.  S.  Food 
and  Drug  Administration  and  asked  them  what  they 
knew  about  the  Southern  Research  Laboratory  and 
its  product.  Harold  F.  O’Keefe,  assistant  to  Food 
and  Drug  Commissioner  Larrick,  had  replied  on 
September  19  as  follows: 

“We  are  sorry  that  we  have  no  definite  informa- 
tion that  we  can  send  you  about  this  product.  It 
only  recently  came  to  our  attention  and  we  have 
not  had  an  opportunity  to  make  an  investigation. 
From  an  unconfirmed  outside  source,  we  have  been 
informed  that  it  is  a soap  containing  resorcin  3 per 
cent,  salicylic  acid  3 per  cent,  and  sulfur  9 per  cent. 
W e are  not  familiar  with  the  use  of  such  a substance 
as  a depilatory.” 

It  was  voted  that  this  question  also  be  referred  to 
a consulting  dermatologist  to  be  supplied  by  the 
State  Medical  Society. 

CLEARFACE  LOTION 

Mr.  Plank  showed  the  members  a bottle  of  a 
preparation  of  the  above  name  distributed  by  Tour- 
ist Products  Co.,  15  Old  Meadow  Road,  West  Hart- 
ford 7,  Connecticut.  This  was  labelled  as  “An  ethical, 
scientifically  prepared,  greaseless,  flesh  tinted  medi- 
cation designed  for  the  relief  of  the  symptoms  of 
acne,  including  pimples  and  blemishes  (acne 
lesions);”  the  declared  active  ingredients  were 
“Alcohol  25  per  cent,  resorcin,  precipitated  sulphur, 


zinc  oxide,  purified  talc,  neo  calamine  powder, 
glycerine.” 

Prof.  Fcnney  said  this  was  a good  formula,  and  it 
was  the  general  consensus  that  “Clearfacc  Lotion” 
was  unobjectionable. 

STIBACOL  SYRUP 

Mr.  Plank  showed  the  members  a bottle  (Food 
and  Drug  Commission  Sample  J.S.-372)  of  “Stibacol 
Syrup,”  bearing  the  name  of  The  G.  F.  Harvey 
Company  but  no  address.  The  label  read  as  follows: 

“Each  fluid  ounce  contains: 

“Dihydrocodeinonc  Bitartrate  % gr.,  (Warning: 
May  be  habit-forming)  Chloroform  (when  bottled) 
2 min..  Potassium  Guaiacolsulfonate  8 gr.,  Ammoni- 
um Chloride  8 gr.,  Tartar  Emetic  !4  gr.  Indicated: 
For  prompt  relief  of  upper  respiratory  tract  irrita- 
tions—tracheal,  bronchial,  pulmonary.  Dosage:  One 
or  two  teaspoonfuls  every  three  or  four  hours.” 

Dr.  Bonnycastle  said  that  this  w as  a classic  seda- 
tive-expectorant formula;  it  was  probably  an 
exempt-narcotic  preparation,  but  actually  dihydro- 
codeinone  was  five  or  six  times  as  addicting  as 
codeine— even  more  so  according  to  German  expe- 
rience; the  fact  that  the  dosage  per  fluid  ounce  had 
been  reduced  to  one-sixth  the  permitted  codeine 
dosage  might  not  therefore  sufficiently  compensate 
for  the  enhanced  liability  to  addiction.  He  thought 
the  “Indicated”  statement  on  the  label  went  too  far. 

Prof.  Fenney  added  that  the  label  should  carry 
an  additional  direction  to  call  a physician  if  a cough 
persisted. 

ENFORCEMENT  OF  THE  FAIR  TRADE  ACT 

Mr.  Plank  noted  that  enforcement  of  the  Federal 
Fair  Trade  Act  was  now  under  the  U.  S.  Food  and 
Drug  Administration. 


OUR  NEIGHBORS 

Barnett  S.  Fox,  executive  secretary  of  the  Ameri- 
can Academy  of  Compensation  Medicine  and  a lec- 
turer in  industrial  medicine  at  the  New  York  Uni- 
versity Post-Graduate  Medical  School,  has  been 
elected  to  the  board  of  directors  of  the  LTnited  States 
Committee  of  the  World  .Medical  Association. 
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CONFERENCE  OF  MENTAL  HEALTH  REPRESENTATIVES 

A Report 

John  J.  Blasko,  m.d.,  Hartford 


The  Author.  Commissioner  of  Mental  Health  and 
Mental  Health  Representative  of  the  Connecticut 
State  Medical  Society  to  the  Second  Annual  Con- 
ference of  Mental  Health  Representatives  of  State 
Medical  Association 


TVTental  health  representatives  of  41  State  Medical 
Societies  met  at  the  American  Medical  Asso- 
ciation Headquarters  in  Chicago  on  November  18- 
19,  1959  at  the  request  of  the  Council  on  .Mental 
Health  of  the  American  Medical  Association.  Ninety 
per  cent  of  the  official  mental  health  representatives 
were  psychiatrists  and  the  great  majority  of  these 
were  in  private  practice. 

AMA  IN  MENTAL  HEALTH 

George  F.  Lull,  secretary  and  general  manager  of 
the  American  Medical  Association,  and  Elmer  Hess, 
president  of  the  American  Medical  Association,  ex- 
tended greetings  and  made  pleas  to  the  group  that 
everything  possible  should  be  done  to  assist  all 
physicians  to  recognize  that  anyone  physically  sick 
also  has  an  emotional  overlay.  They  painted  out 
that  the  American  Medical  Association  has  a press- 
ing concern  about  all  branches  of  medicine,  includ- 
ing psychiatry.  It  was  their  belief  that  the  large 
number  of  patients  suffering  from  emotional  and 
mental  illnesses  justify  a greater  concern,  which  the 
American  Medical  Association  is  assuming.  They 
felt  voluntary  hospitals  should  assume  more  respon- 
sibility in  the  field  of  mental  illness  and  that  general 
practitioners  should  be  aware  every  patient  is  a 
potential  mental  case.  They  stressed  the  fact  that 
referring  physicians  should  maintain  contacts  with 
consultants. 

THE  NARCOTIC  PROBLEM 

Robert  H.  Felix,  director  of  the  National  Institute 
of  Mental  Health  and  chairman  of  the  Council  on 
Mental  Health,  Committee  on  Narcotic  Addiction, 
presented  a factual  review  of  the  history  of  narcotics 
in  medicine.  In  1921  the  American  Medical  Associa- 
tion condemned  ambulatory  treatment  of  narcotic 
addiction  and  the  sale  of  heroin  was  prohibited.  In 


1914  the  Harrison  Narcotic  Act  came  into  being 
and  provisions  were  made  for  the  enforcement  of 
this  Act  in  1924  with  the  establishment  of  two 
federal  narcotic  hospitals  and  two  follow-up  clinics. 
He  pointed  out  that  90  per  cent  of  the  narcotics 
manufactured  and  imported  in  the  United  States  are 
not  used  for  medical  purposes.  There  is  still  a ^reat 
deal  of  discussion  as  to  the  relative  merits  of  gradual 
w ithdraw  al,  rough  treatment  and  substitutive  treat- 
ment in  dealing  with  narcotic  addiction.  The  major 
problem  is  still  the  search  for  basic  factors  leading 
to  addiction.  Drug  addiction  is  essentially  a symptom 
and  not  a disease  per  se.  The  length  of  hospitaliza- 
tion in  the  treatment  of  addiction  must  be  deter- 
mined by  individual  factors  and  the  follow-up  pro- 
cedures are  increasingly  becoming  recognized  as 
just  as  important.  In  1950  it  w as  noted  there  was  an 
increase  in  the  number  of  addicts  and  the  medical 
profession  in  general  became  more  interested. 

At  the  present  time  a program  dealing  with  addic- 
tion must  recognize  first,  that  the  addict  is  a sick 
person;  second,  that  the  profit  motive  of  illicit  traffic 
in  drugs  must  be  eliminated;  third,  the  rehabilitation 
of  the  addict;  fourth,  an  appropriate  and  intensive 
educational  program;  and  fifth,  expansion  of  re- 
search. It  is  agreed  that  under  no  circumstances 
should  there  be  self  administration  of  narcotics  in 
any  treatment  program. 

STATUS  OK  OPIATE  ADDICTION 

Harris  Isbell,  research  director  of  the  United 
States  Public  Health  Service,  Lexington,  Kentucky, 
presented  a paper  on  “The  Present  Status  of  Treat- 
ment and  Research  in  Opiate  Addiction.”  The  basic 
philosophy  is  that  addiction  is  primarily  a psychi- 
atric problem  complicated  by  socio-economic  and 
pharmacological  factors.  It  was  pointed  out  that 
although  there  are  well-to-do  addicts  the  majority 
of  addicts  are  penniless  and  therefore  are  public 
charges.  The  treatment  of  addiction  has  several 
steps:  (1)  De-toxification  or  withdraw  al;  (2)  Physi- 
cal rehabilitation;  (3)  Vocational  rehabilitation; 
(4)  Psychiatric  rehabilitation;  and  (5)  Postinstitu- 
tional  treatment.  The  results  of  treatment  by  the 
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USPHS  indicate  that  about  15  per  cent  of  the 
patients  remain  abstinent  from  narcotics  for  a period 
of  at  least  one  year  and  that  the  percentages  of 
patients  remaining  abstinent  after  second  or  third 
periods  of  treatment  are  also  about  1 5 per  cent.  The 
greatest  need  is  for  basic  psychiatric  research,  par- 
ticularly on  the  pathogenesis  of  the  character  dis- 
orders and  the  inadequate  personality.  This  par- 
ticular held  of  psychiatry  still  awaits  the  touch  of 
genius.  To  a great  extent  it  has  been  neglected  and 
ignored.  Significant  advances  in  this  phase  would 
have  tremendous  implications,  not  only  for  the  treat- 
ment of  addiction  but  for  the  treatment  of  all  types 
of  offenders. 

DISCUSSION 

Many  of  the  group  felt  that  psychotherapy  and 
vocational  rehabilitation  should  be  started  before 
withdrawal  of  the  drug.  There  are  some  who  believe 
that  once  an  addict  always  an  addict  and  that  pro- 
visions should  be  made  for  giving  low  cost  or  no 
cost  drugs.  The  number  of  narcotic  addicts  is  not 
known  but  it  is  estimated  that  there  is  one  to  every 
3,000  population.  Addiction  itself  does  not  cause 
crime  but  getting  the  necessary  money  to  support 
addiction  does  cause  crime.  Many  addicts  have 
criminal  records  antedating  addiction  and  there  is  a 
very  good  chance  that  noncriminal  addicts  will  turn 
into  criminals.  The  question  of  the  value  of  educa- 
tional campaigns  in  addiction  is  still  controversial. 
Giving  out  information  on  addiction  has  been  con- 
demned by  the  United  Nations  and  this  view  is 
widely  held  by  law  enforcement  officers.  A few 
State  laws  require  teaching  information  about  drugs 
and  alcohol  in  schools.  It  was  pointed  out  that  bar- 
biturates are  becoming  a very  serious  problem  and 
there  is  no  uniformity  of  opinion  as  to  whether 
barbiturates  should  be  placed  under  the  Harrison 
Act. 

INTEGRATION  WITHIN  THE  COMMUNITY 

Walter  E.  Barton,  superintendent  of  the  Boston 
State  Hospital,  presented  a paper  on  “1  he  Integra- 
tion of  Mental  Illness  and  Public  Mental  Hospitals 
Within  the  Total  Medical  Community.”  The  num- 
ber one  health  problem  is  old  age.  It  appears  that 
much  of  the  social  security  philosophy  is  based  on 
the  assumption  that  if  an  old  person  cannot  wisely 
spend  his  old  age  assistance  check  then  he  belongs  in 
a mental  hospital.  A plea  was  made  for  a greater  use 
of  general  hospitals  in  many  psychiatric  disorders, 
particularly  in  the  aged.  The  “forward  look”  of 
mental  hospitals  is  early  discharge  and  early  accurate 


medical  diagnosis.  Many  neurological  conditions, 
seniles  and  alcoholics  respond  well  to  the  early  use 
of  somatic  therapies  and  medically  supervised  psy- 
chotherapy. 

In  mental  hospitals  greater  emphasis  should  be 
given  to  the  preparation  of  the  patient  for  return 
to  the  community  and  the  development  of  patient 
self  management.  Open  admission  wards  are  advo- 
cated for  public  mental  hospitals,  and  greater 
interest  in  helping  the  patient  to  find  employment 
and  the  development  of  supportive  care  after  leaving 
the  mental  hospital. 

There  is  a definite  trend  to  prevent  hospitalization 
of  the  aged  by  developing  screening  procedures, 
diagnostic  and  treatment  clinics  of  a geriatric 
nature.  At  the  Peter  Brigham  Hospital  it  was  demon- 
strated that  a geriatric  clinic  can  prevent  the  admis- 
sion of  aged  persons  to  mental  hospitals.  Developing 
more  adequate  treatment  for  psychiatric  disorders 
in  the  aged  was  stressed.  Depressions  and  other 
emotional  problems  are  amenable  to  good  treatment. 
The  chronic  continued  treatment  patients  in  mental 
hospitals  need  a therapeutic  ward  climate  with  more 
active  use  of  somatic  therapies,  activity  therapies 
and  more  intensive  orientation  of  employees. 

In  today’s  mental  hospitals  the  changing  roles  of 
personnel  are  becoming  more  apparent.  Many  men- 
tally ill  patients  from  mental  hospitals  are  now 
accepted  into  the  community  whenever  these 
patients  demonstrate  that  they  conform  and  do  not 
necessarily  have  to  be  free  of  schizophrenia.  More 
and  more  emphasis  is  placed  on  social  recovery 
rather  than  theoretical  recovery.  Somatic  therapies 
cannot  do  the  entire  job  of  rehabilitation  by  them- 
selyes  and  psychotherapy  among  other  procedures 
must  be  intensified.  The  barriers  to  integration  are 
the  custodial  concepts  (out  of  sight  out  of  mind), 
the  by-word  of  custody  and  control,  isolation  of 
hospitals  and  the  lack  of  doctors.  It  has  been  amply 
demonstrated  in  mental  hospitals  that  good  treat- 
ment does  pay  off.  Most  mental  hospitals  are  oyer- 
crowded  which  has  resulted  in  regimentation  and 
the  lack  of  community  programs.  There  should  be 
more  time  spent  planning  for  mental  health  and  the 
training  of  all  physicians  in  dealing  with  mental  ill- 
ness. As  yet,  no  one  has  deyeloped  a real  program 
for  the  general  practitioner. 

DISCUSSION 

In  many  States  medical  students  and  residents  in 
other  medical  specialties  work  in  state  mental  hos- 
pitals. It  was  agreed  that  no  one  has  been  able  to 
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come  up  with  the  right  answer  in  meeting  the 
medical  profession’s  desires  to  have  better  informa- 
tion on  how  to  handle  emotional  problems.  Most  of 
the  group  felt  that  many  patients  with  psychiatric 
illnesses  could  be  admitted  to  general  hospitals  next 
door  to  the  surgical  or  medical  patients.  Psychia- 
trists should  be  encouraged  to  have  general  hospital 
appointments  and  general  medical  and  surgical 
wards  could  be  used  for  selected  psychiatric 
patients.  Treatment  in  a general  hospital  with  Blue 
Cross  is  less  expensive  to  the  patient  than  treatment 
in  many  State  mental  hospitals.  Further,  the  patient 
finds  it  much  easier  to  get  a job  after  treatment  in  a 
general  hospital  than  the  State  mental  hospital.  Most 
of  the  group  felt  that  there  was  no  need  for  isolated 
special  security  psychiatric  units  in  a general  hos- 
pital. 

RELATIONSHIPS  WITH  CLINICAL  PSYCHOLOGISTS 

This  topic  was  introduced  by  having  Francis 
Gerty  present  the  American  Medical  Association 
viewpoint;  Paul  Huston,  the  American  Psychiatric 
Association  viewpoint  and  M.  Ralph  Kaufman,  the 
discussion.  It  was  pointed  out  that  the  practice  of 
medicine  is  in  the  interest  of  the  public  and  not 
primarily  a question  of  rights  or  privileges  of  prac- 
titioners. One  cannot  refer  medical  matters  to  non- 
medical sources.  The  American  Psychiatric  Associa- 
tion’s position  is  that  a legal  certification  of  a desig- 
nated, qualified  clinical  psychologist  with  proper 
safeguards  is  desirable. 

There  is  still  no  agreement  on  proper  safeguards 
as  to  what  would  constitute  a psychological  practice 
and  until  this  is  cleared  a legislative  moratorium 
has  been  agreed  upon  by  the  APA  and  the  AMA. 
Any  certification  law  should  be  so  worded  with  a 
disclaimer  or  restrictive  clause  so  that  the  certifica- 
tion does  not  mean  licensure.  The  restrictive  clause 
in  any  certification  law  will  state  that  the  certifica- 
tion of  clinical  psychologists  will  not  infringe  on 
the  medical  practice  act  (nothing  in  this  act  will  be 
construed  as  being  the  practice  of  medicine  or  the 
healing  arts  as  defined  in  the  statutes  in  this  State). 
It  was  the  consensus  of  the  group  that  licensure 
for  clinical  psychologists  should  be  opposed  until 
such  time  as  there  can  be  an  agreement  as  to  what 
constitutes  psychological  practice  and  that  this  can 
be  defined  in  legal  language  without  danger  to  the 
public.  A sick  person  must  be  treated  by  a qualified 
physician  with  the  ability  to  make  a differential  diag- 
nosis. Diagnosis  is  continuous  all  through  therapy. 


A surgeon  must  know  more  than  anatomy  and  an 
obstetrician  must  know  more  than  the  pelvis.  1 he 
intent  of  any  psychotherapy  is  to  relieve  distress. 
Distress  can  be  pain  and  this  is  the  same  as  in  medi- 
cine or  surgery. 

Procedures  designed  to  make  people  happy,  more 
efficient,  more  learned,  are  not  medicine.  It  was  felt 
that  licensure  would  be  a premature  crystallization 
of  this  important  field.  It  would  create  more  prob- 
lems than  it  would  solve.  If  the  psychology  licen- 
sure bill  includes  psychotherapy,  then  legally  doc- 
tors would  not  be  able  to  practice  psychotherapy  in 
some  States.  Optometry  started  with  the  fitting  of 
glasses  but  optometrists  are  now  trained  in  anatomy 
and  give  visual  care.  In  one  State  at  the  present  time 
doctors  are  prohibited  by  law  from  fitting  glasses 
and  thus  the  eye  becomes  separated  from  the  body. 
It  was  suggested  that  in  the  event  any  legislation 
concerning  clinical  psychologists  arises  in  any  State 
that  this  should  be  a concern  of  psychiatrists,  psy- 
chologists and  the  State  Medical  Society. 

MENTAL  HYGIENE  CLINICS  FROM  THE  MEDICAL 
VIEWPOINT 

David  Slight,  psychiatrist  in  the  Department  of 
Public  Health,  Illinois,  presented  a paper  on  his 
experiences  in  developing  community  mental  health 
programs.  Many  of  these  individuals  need  to  develop 
social  skills  and  therefore  these  centers  should  have 
workshops,  social  classes,  sewing  classes,  and  other 
group  activity.  All  of  these  activities  should  have 
very  definite  medical  guidance  and  direction.  Com- 
munity clinics  should  see  exmental  hospital  patients 
and  the  retarded.  Many  workshops  in  high  schools 
could  be  used  for  this  purpose.  There  was  concern 
that  medicine  would  not  assume  its  proper  relation- 
ship in  this  entire  field  of  therapy.  There  will,  of 
necessity,  have  to  be  a hierarchy  of  therapists  all 
the  way  from  the  psychiatrist  to  other  physicians 
to  other  professions  and  the  final  therapists,  the 
parents.  It  was  recognized  that  in  the  current  situa- 
tion with  respect  to  federal  activity,  State  activity, 
social  security,  workmen’s  compensation,  etc.,  there 
is  a greater  need  for  psychiatrists  to  differentiate 
between  professional  and  community  responsibil- 
ities. A psychiatrist  should  devote  some  time  to 
community  responsibilities  and  social  tasks.  It  was 
pointed  out  that  there  are  not  enough  psychiatrists 
to  do  the  job  that  has  to  be  done  and  unless  the 
psychiatrists  assume  leadership  and  give  proper 
guidance  in  this  field  the  cultists  and  novelists  will 

( Concluded  on  page  is) 
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widely  prescribed  because  of  these  important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 

3)  negligible  side  effects 

4)  true  broad-spectrum  activity  (proved  effective 
against  a wide  variety  of  infections  caused  by 
Gram-positive  and  Gram-negative  bacteria,  rick- 
ettsiae,  and  certain  viruses  and  protozoa) 

5)  every  gram  produced  in  Lederle’s  own  labora- 
tories under  rigid  quality  control,  and  offered 
only  under  the  Lederle  label 

6)  a complete  line  of  dosage  forms 
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'T* 1 2  he  problem  of  professional  liability,  or  medical 
malpractice  as  it  is  perhaps  incorrectly  termed, 
is  rapidly  increasing  in  California  and  other  areas 
of  the  United  States.  Indeed,  if  this  trend  continues, 
the  problem  may  reach  the  stage  where  the  question 
will  not  be  how  much  a physician  has  to  pay  for 
such  insurance  coverage,  but  rather  whether  he  can 
obtain  it  at  any  price. 

This  problem  first  became  apparent  in  Alameda 
County  in  1946.  Carriers  were  becoming  increasing- 
ly disinterested  in  the  field  on  an  individual  basis 
and  it  was  apparent  that  some  tvpe  of  group  cover- 
age had  to  be  worked  out.  The  Alameda-Contra 
Costa  Medical  Association  set  up  a group  program 
for  its  members,  with  the  American  Mutual  Liability 
Insurance  Company  of  Boston.  The  following  two 
broad  principles— from  which  this  program  has  never 
deviated— were  established. 

1.  A coordinated  program  in  which  the  insurance 
carrier,  the  legal  counsel,  and  a carefully  selected 
committee  of  the  medical  profession  would  evalu- 
ate each  complaint  or  suit  alleging  malpractice  on 
the  part  of  a physician. 

2.  If  negligence  or  malpractice  on  the  part  of  the 
physician  appeared  to  be  present,  or  if  the  case  were 
indefensible,  just  and  prompt  financial  remuneration 
would  be  made  to  the  patient;  on  the  other  hand,  if 
there  were  no  merit  to  the  charges  brought  against 
the  physician,  the  doctor  would  be  vigorously  de- 
fended; under  no  circumstances  would  a “nuisance 
claim”  payment  be  made  as  is  so  commonly  done  in 
other  types  of  liability  insurance. 

Within  two  years,  the  program  was  so  successful 
that  it  was  extended  to  northern  and  central  Cali- 


fornia. Up  to  5,000  physicians  are  now  covered 
under  this  group  program  in  some  23  counties.  Any 
member  in  good  standing  of  a constituent  county 
medical  association  may  apply  for  this  professional 
liability  insurance  coverage. 

A review  of  literature  on  medical  liability  reveals 
much  philosophical  and  legal  thought,  but  little  in 
the  way  of  concrete  facts.  We  have  prepared  the 
following  statistical  data  from  the  program  of  the 
Alameda-Contra  Costa  Medical  Association,  util- 
izing experience  from  1946  through  1954.  The  study 
is  an  analysis  of  94  suits  filed  and  3 1 claims  (without 
filing  of  a suit)  in  which  an  indemnity  of  $100  or 
more  was  paid. 

Appreciation  should  be  expressed  to  those  indi- 
viduals without  whose  help  and  encouragement  this 
study  could  never  have  been  completed:  our  com- 
mittee of  physicians  who  reviewed  each  case,  advice 
from  our  legal  counsel  and  representatives  of  the 
insurance  carrier,  and  finally  the  aid  in  statistical 
analysis  from  the  ACCMA  Executive  Secretary  and 
his  staff. 

METHODS  AND  DEFINITIONS 

Alameda  and  Contra  Costa  counties  have  a popu- 
lation approaching  a million.  The  rise  in  population 
of  this  area  during  and  since  the  war  has  been  great. 
A physician  population,  as  reflected  by  membership 
in  our  Association,  has  likewise  increased  greatly, 
beginning  in  1946  with  approximately  700  physi- 
cians and  ending  in  1954  with  approximately  1,500 
physicians.  An  analysis  of  the  increase  in  American 
Board  specialists  in  these  two  counties  reveals  a 
curve  of  increase  with  a trend  similar  to  that  of  the 
United  States  as  a whole.  The  area  in  and  about 
Oakland  and  Berkeley  is  metropolitan  in  nature. 
Elsewhere  in  Alameda  County,  the  area  ranges  from 
semiurban  to  truly  rural;  the  same  prevails  for 
Contra  Costa  County. 


Reprinted  from  Alameda-Contra  Costa  Medical  Association  Bulletin  with  permission  of  author  and  publisher 
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Records  of  all  complaints  made  and  suits  filed  in 
this  program  for  the  period  noted  were  reviewed 
and  the  facts  of  125  “incidents”  transferred  to  a 
coding  sheet  for  sorting  and  analysis. 

The  following  definitions  are  offered: 

1.  Suit— The  actual  filing  in  court  of  an  applica- 
tion for  recovery  of  damages  from  a physician  for 
alleged  malpractice. 

2.  Complaint— An  accusation  against  a physician 
for  an  alleged  act  of  malpractice,  made  either  in 
person,  telephone,  or  writing  by  the  patient  or  his 
attorney. 

3.  Ad  Damnum— The  amount  of  money  asked  for 
in  the  suit  for  damages. 

4.  Expense— The  total  cost  of  legal  defense,  court 
costs,  expert  witness  expenses  and  special  investiga- 
tion; it  does  not  include  insurance  company  over- 
head or  salaries  of  company  personnel. 

5.  Indemnity— Payment  made  to  the  claimant. 

6.  Judgment— A money  award  made  by  judge  or 
jury  after  trial. 

7.  Incident— ¥ or  the  purpose  of  this  study— either 
a formal  suit  which  has  been  filed,  or  a complaint  in 
which  $100  or  more  has  been  paid  to  settle  because 
evidence  of  negligence  or  liability  was  determined 
by  the  reviewing  group. 

GENERAL  SUMMARY 

Table  1 reveals  that  94  suits  were  filed  and  515 
complaints  were  made  during  the  period  1946 
through  1954. 

Of  the  94  suits,  2 were  lost,  18  were  settled  since 
they  were  considered  meritorious,  2 1 suits  were 
won,  15  suits  were  dismissed,  and  38  suits  are  still 
pending.  The  total  ad  damnum  filed  for  suits  against 
physicians  of  the  ACCMA  insured  under  the  group 
program  was  $6,042,700.  Still  pending  is  a total  ad 
damnum  of  $2,893,768. 

Of  the  515  complaints  made,  436  were  dismissed 
as  totally  without  merit,  48  are  still  outstanding  and 
are  being  reviewed,  and  in  3 1 instances,  an  indem- 
nity of  $100  or  more  was  paid. 

Table  2 reveals  the  number  of  physicians  insured 
in  the  Alameda-Contra  Costa  Medical  Association 
for  the  period  under  study.  The  total  number  of 
policy  years  covered  under  this  study  is  8,248. 

Table  3 reveals  sex  and  age  factors  with  respect 
to  the  patients  in  the  125  incidents.  Of  the  31  com- 
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Table  i 

General  Summary  of  Suits  and  Complaints  During 
Period  1946-1954,  Inclusive 

A.  Suits  filed 

Suits  lost  

Suits  settled  

Suits  won  

Suits  dismissed  

Suits  pending 

B.  Complaints  made  

Paid  indemnity  

Outstanding  

Dismissed  

C.  Total  suits  and  complaints 


*94  suits  filed  and  31  complaints  for  which  an  indemnity 
of  $100  or  more  was  paid  constitute  125  “incidents.” 


Table  2 

Number  of  Physicians  Insured  — Policy  Years 


plaints,  26  per  cent  were  adult  male,  52  per  cent 
were  adult  female,  and  22  per  cent  were  minors 
(male  and  female  combined).  In  the  suits  filed  the 
percentage  of  female  adults  was  similar,  but  there 
was  a slight  increase  in  the  number  of  males  to  37 
per  cent,  with  a corresponding  decrease  in  the  per- 
centage of  minors  to  9 per  cent.  These  differences 
are  interesting  but  no  satisfactory  explanation  can 
be  offered. 


Table  3 

Sex-Age  Patient  Factors  in  125  Incidents 


ADULTS 

MALE 

FEMALE 

MINORS 

TOTAL 

Complaints 

Suits 

8 (26%) 
35  (37%) 

■6  (52%) 
5*  (52%) 

7 (22%) 

8 ( 9%) 

31  (100%) 
94  (100%) 

I he  long  latent  period  in  time  of  filing  a mal- 
practice suit  as  compared  with  other  types  of  per- 
sonal liability  cases  is  well  known.  This  fact  is  con- 
firmed in  1 able  4.  It  will  be  noted  that  2 years 
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elapsed  after  the  date  of  the  incident  before  93  per 
cent  of  the  suits  were  filed,  and  over  four  years 
before  100  per  cent  of  suits  were  filed. 

Table  4 

Latent  Period  in  Filing  of  Slits  After  Date  Alleged 


Malpractic 

e Occurred  and 

Lengi 

H OF 

Feme 

FOR  TfJ 

RMINA- 

TION  OF 

Suits  in  56  Suit 

s (Los 

t,  Won,  Dismissed 

OR 

Se 

ttled) 

OY  ER 

I YR. 

2 YRS. 

3 YRS. 

4 YRS. 

4 YRS. 

Lapse  in  fiii 

mg  of  suit  after 

date  of  incident 

77% 

93% 

97% 

100% 

Time  after 

fifing  for  final 

dispositio 

n 

25% 

81% 

94% 

100% 

The  long  time  necessary  for  settling  or  finally 
disposing  of  such  suits  is  also  shown  in  Table  4, 
and  it  is  evident  that  the  physician  may  have  to  wait 
for  four  or  more  years  before  he  can  be  sure  his 
suit  is  disposed  of.  One  year  after  the  suit  is  filed, 
only  25  per  cent  of  suits  are  completed,  and  it  takes 
up  through  the  third  year  before  94  per  cent  of  suits 
are  settled.  It  is  clear  that  professional  liability  is 
long  and  tedious. 

PHYSICIAN  ACE  AND  SEX  FACTORS 

An  analysis  for  the  factor  of  age  is  made  in  Table 
5.  Age  groups  are  set  up  by  5 year  periods  and  the 
first  set  of  vertical  figures  shows  age  distribution 
by  percentage  of  county  membership.  The  vertical 
row  of  figures  to  the  right  shows  the  acre  distribu- 
tion of  the  physicians  involved  in  the  125  incid  nts. 
It  is  clear  that  there  is  a slight  excess  of  incidents 
in  the  age  of  35  to  54,  while  in  the  age  group  from 
55  to  69  the  expected  percentage  of  physicians  in- 
volved in  somewhat  lower.  This  probably  does  not 
indicate  increased  liability  of  the  younger  physi- 
cians, bur  rather  reflect  the  heavier  working  load 
of  the  young  physician. 

Table  6 shows  an  analysis  of  sex  distribution.  It  is 
to  be  noted  that  the  female  incidence  is  approxi- 
mately half  that  to  be  expected.  While  this  appears 
to  reflect  a decreased  hazard  for  the  female  physi- 
cian, it  should  be  pointed  out  that  corrections  were 
not  possible  for  female  physicians  engaged  in  full- 
time practice  versus  part-time  practice  or  public 
health  work. 


Table  5 

Comparison  of  Ace  Distribution  of  Physicians  by 
Membership  and  by  Incidents 


AGE  GROUP 

PER  CENT 
MEMBERSHIP 

PER  CENT 
INCIDENTS 

25-29 

0.4 

3-* 1 2 3 4 

3°-34 

I 0.0 

6.4 

35-39 

18.1 

2 1 .6 

40-44 

20.5 

24.8 

45-49 

17.0 

16.8 

50-54 

I 2.0 

15.2 

55-59 

7.6 

6.4 

60-64 

5-3 

2 4 

65-69 

4' 

i .6 

70-74 

19 

— 

75-79 

'•4 

1 .6 

80-84 

0.8 

— 

85-89 

0.4 

— 

Comparison  of 

Table  6 

Sex  Distribution 

of  Physicians  by 

Membership  and  by  Incidents 


PER  CENT  PET  CENT 
MEMBERSH'P  INCIDENTS 


Male  92.2  968 

Female  7.8  3.2 


MALPRACTICE  SUSCEPTIBILITIES  OF  CERTAIN 
PHYSICIANS 

In  Table  7,  an  analysis  is  made  of  the  number  of 
incidents  per  physician.  It  shows  that  92  physicians 
have  had  one  incident,  10  physicians  have  had  two 
incidents,  three  physicians  have  had  three  incidents, 
and  one  physician  has  had  four  incidents. 

Table  7 

Distribution  of  Incidents  Among  Physicians  by 
Number  of  Incidents  Each 

1 incident  each 92  physicians 

2 incidents  each 10  physicians 

3 incidents  each 3 physicians 

4 incidents  each 1 physician 

T able  8 reveals  the  cost  to  the  program  of  physi- 

cians having  multiple  incidents.  There  were  14 
physicians  who  incurred  from  2 to  4 incidents 
each.  These  physicians  constitute  only  1 per  cent  of 
the  county  medical  asssociation  membership  but 
account  for  27.0  per  cent  of  the  ad  damnum  filed, 
26.6  per  cent  of  the  ad  damnum  pending,  and  24.0 
per  cent  of  indemnity  and  expense  paid  out. 
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Table  8 

Liability  to  Program  of  Physicians  Having 
Multiple  Incidents 

PER  CENT  PER  cent  PER  CENT 
AD  AD  INDEMNITY 


PER  CENT  OF  DAMNUM  DAMNUM  AND 
MEMBERSHIP  FILED  PENDING  EXPENSE 


14  physicans  with 
2-4  incidents 
each 

1 .O 

27.0 

26.6 

24.0 

4 physicians  with 

3-4  incidents 
each 

0.3 

12.9 

17.1 

3-5 

Four  physicians  had  3 or  4 incidents  each.  I hese 
four  physicians  constitute  '/3  of  1 per  cent  of  the 
county  membership  but  account  for  1 2.9  per  cent  of 
the  cd  damnum  filed,  17.1  per  cent  of  the  ad  dam- 
num pending,  and  3.5  per  cent  of  the  indemnity  and 
expense  paid  out. 

TYPE  OF  MEDICAL  PROBLEM 

Table  9 reveals  a breakdown  of  the  123  incidents 
by  the  type  of  medical  problem.  It  is  clear  that 
regardless  of  whether  the  analysis  is  made  by  per- 
centage of  incidents,  by  percentage  of  ad  damnum 
filed,  or  by  percentage  of  indemnity  and  expense 
paid  out,  surgical  problems  account  for  the  great 
majority  of  cases.  This  table  shows  that  of  the  125 
incidents,  85—68  per  cent— were  surgical  in  nature. 
Medical  problems  account  for  a relatively  small  per- 
centage of  18.4  per  cent,  radiological  problems 
account  for  2.4  per  cent,  equipment  problems  such 
as  diathermy  burns,  hot  water  bottle  burns,  and  heat 
lamp  burns,  account  for  5.6  per  cent,  and  other 
miscellaneous  problems  account  for  5.6  per  cent. 

Table  9 

Distribution  of  Incidents  by  Type  of  Medical  Problem 


NO. 

PER  CENT 
INCIDENTS 

PER  CENT 
AD 

DAMNUM 

FILED 

PER  CENT 
INDEMNITY 
AND 

EXPENSE 

Medical 

h 

18.4 

22.3 

18.3 

Surgical 

85 

68.0 

69.6 

71.9 

Radiological 

3 

2 -4 

i-3 

>•3 

Equipment 

7 

5.6 

1.8 

7-4 

Other 

7 

5.6 

5.0 

I .1 

■ 25 

100.0 

100.0 

100.0 

Table  10 

Distribution  of  23  Medical  Incidents 


PER  CENT  PER  CENT 
AD  INDEMNITY 

DAMNUM  AND 

NO.  FILED  EXPENSE 

Internal  medicine  

Neuropsychiatry'  

Pediatrics  

1 3 48.6 

7 45-7 

3 5-7 

23  100.0 

52.6 

39-5 

7-9 

100.0 

If  one  breaks  down  the 

distribution  of 

the  23 

medical  incidents,  it  is  noted  that  internal  medicine 

problems,  principally  toxic 

drug  reactions, 

account 

for  half  of  the  group,  and 

neuropsychiatr 

ic  prob- 

lems  of  various  types  account  for  almost 

half  the 

remainder.  Pediatric  problems  are  much 

in  the 

minority  and  other  medical  fields  such  as  d 

ermatol- 

ogy,  allergy,  etc.,  were  not 

represented. 

Table 

I I 

Distribution  of  85  Surgical  Incidents 

PER  CENT 

PER  CENT 

AD  INDEMNITY 

DAMNUM 

AND 

NO.  FILED 

EXPENSE 

Obstetrics-gvn  

• 2 5 29-i 

25.8 

Orthopedics  

18  15.5 

35-3 

General  

18  24.8 

18.3 

ENT  

..  5 1.3 

j 2 

Plastic  

4 4-4 

89 

Neurosurgery  

..  4 13.3 

'•7 

Ophthalmology  

4 5-8 

09 

Thoracic  

3 °-9 

4-5 

Anesthesia  

..  2 3.7 

i-7 

Prectologv  

1 1.2 

0.6 

Urology  

1 — 

1 .1 

85  100.0 

100.0 

In  reviewing  the  surgical  incidents  in  table  1 1,  it 
will  be  noted  that  obstetrics  and  gynecology,  ortho- 
pedics, and  general  surgery  lead  the  list,  accounting 
for  61  of  the  85  surgical  incidents.  The  remaining 
sub-specialties  of  surgery  play  a much  less  important 
role.  The  large  percentage  of  obstetrical  and  gyne- 
cological problems  is  quite  surprising,  as  this  point 
has  not  been  previously  noted.  It  is  quite  possible 
that  articles  in  lay  magazines  on  this  subject  have 
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contributed  significantly  to  the  emergence  in  this 
study  of  obstetrics  and  gynecology  as  a leader  in 
professional  liability. 


Table  12 

Distribution  by  Area  of  125  Incidents 


PER  CENT 
MEMBERS 

PER  CENT 
INCIDENTS 

PER  CENT 
AD 

DAMNUM 

FILED 

PER  CENT 
INDEMNITY 
AND 

EXPENSE 

County  A 

87.0 

81.6 

76.3 

83.1 

County  B 

>3-o 

17.6 

19.6 

14.9 

Other  



0.8 

4-* 

— 

GEOGRAPHICAL  AREA  OF  PRACTICE 

Table  1 2 reveals  an  analysis  by  area  of  the  two 
counties  of  the  ACCMA.  It  is  obvious  that  regardless 
of  how  one  analyzes  the  problem,  there  is  no  satis- 
tically  significant  difference  between  the  two  coun- 
ties. 

TYPE  OF  PRACTICE  OF  PHYSICIAN 

Much  has  been  said  concerning  the  relative  liabil- 
ity hazard  of  physicians  according  to  the  type  of 
practice  they  perform.  While  this  study  was  not 
large  enough  to  permit  dividing  physicians  into 
specialty  practices,  it  is  noted  from  Table  13  that 
there  is  no  statistically  significant  difference  between 
general  practitioners  and  specialists.  Indeed,  the 
table  reveals  that  if  one  breaks  general  practitioners 
down  into  those  general  practitioners  who  are  mem- 
bers of  the  American  Academy  of  General  Practice 
and  those  general  practitioners  who  are  not  members 
of  the  Academy,  and  if  likewise,  specialists  are 
broken  down  into  two  groups,  American  Board 
certified  specialists  and  non-certified  specialists, 
there  again  is  no  statistically  valid  difference  among 
any  of  the  groups  noted. 

THE  HOSPITAL 

It  has  been  assumed  that  professional  liability 
hazard  is  greater  in  the  hospital  than  in  office  prac- 
tice, since  more  difficult  and  complicated  procedures 
are  carried  out  in  the  hospital.  Table  14  reveals  that 
this  is  a fact.  Approximately  70  per  cent  of  the 
incidents  occurred  in  the  hospital  while  30  per  cent 
occurred  in  the  physician’s  office  or  in  the  patient's 
home. 

An  interesting  difference  arises  in  the  percentage 
of  incidents  occurring  in  the  hospital  or  out  of  the 
hospital  if  one  analyzes  the  data  for  the  various  types 
of  medical  practice.  In  Table  15  it  is  noted  that 


Table  13 

Comparison  Between  General  Practitioners  and  Special- 
ists in  125  Incidents  With  Breakdown  into  American 
Academy  of  General  Practice,  General  Practitioners  and 
American  Board  Certified  Specialists 


PER  CENT 

PER  CENT 

PER  CENT 

AD 

INDEMNITY 

MEMBER- 

PER  CENT 

DAMNUM 

AND 

SHIP 

INCIDENTS 

FILED 

EXPENSE 

General  practice 

General  practice 

27.0 

32.8 

31.4 

17.1 

(AAGP)  

17-4 

21.6 

16.4 

21 -5 

Specialists  

• 242 

1 5-2 

15.6 

26.7 

Certified  specialists 

31.4 

304 

[ VJ 

ON 
1 Gn 

24.6 

100.0 

100.0 

100.0 

100.0 

All  general  practice 

44-4 

54-4 

47.8 

48.7 

All  specialists 

55.6 

45.6 

52-2 

5*-3 

Total 

100.0 

100.0 

100.0 

100.0 

Table  14 

Comparison  of  12 

5 Incidents  Occurring  Either  In  or 

Out  of  Hospitals 

PER  CENT 

PER  CENT 

AD 

INDEMNITY 

PER  CENT 

DAMNUM 

AND 

INCIDENTS 

FILED 

EXPENSES 

In  hospital  

...  70 

75 

77 

Out  of  hospital 

...  30 

25 

23 

IOO 

IOO 

IOO 

incidents  increase  in  the  hospital  with  increasing 
specialization.  This  is  possibly  a reflection  again  of 
the  more  complicated  patients  handled  by  the 
specialist. 

Table  15 

Distribution  of  125  Incidents  Occurring  In  or  Out  of 
Hospital  by  Type  of  Practice  of  Doctor 


PER  CENT  OF  INCIDENTS 

IN  HOSPITAL 

OUT  OF  HOSPITAL 

TOTAL 

General  practice  

52 

48 

IOO 

General  practice  (AAGP).. 

73 

27 

IOO 

Specialists  

90 

10 

IOO 

Cert,  specialists  

70 

3° 

IOO 

All  general  practice 

60 

40 

IOO 

All  specialists  

79 

21 

IOO 

Interesting  differences 

in  the 

incident  rate 

arise 

in  the  hospital  itself.  Table  16  reveals  that,  with  the 
exception  of  one  hospital  (Number  14)  with  a zero 
incidence  (which  may  be  due  to  lack  of  experi- 
ence since  the  hospital  is  small),  the  rate  of  incidents 
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per  100,000  ranges  between  a low  of  2.2  to  a high  of 
56.4.  The  median  is  12.0  incidents  per  100,000  ad- 
missions. If  one  takes  into  account  the  cost  of  each 
hospital  admission  to  our  group  program  during  the 
period  of  study,  it  is  noted  that  the  cost  per  patient 
ranges  between  3 cents  and  $2.33.  These  differences 
among  the  hospitals  are  astonishing  and  probably 
the  most  interesting  fact  noted  in  the  entire  study. 

Table  16 

Distribution  of  Malpractice  Incidents  Among  Hospitals  by 
N umber  of  Incidents  per  100,000  Admissions  and  the  Cost 
to  the  Program  per  Each  Hospital  Admission 


HOSPITAL  NO. 

rate/  100,000  ADM. 

COST  PER  ADMISSION  OF 
INDEMNITY  AND  EXPENSE 

I 

2.2 

$ .03 

2 

12.5 

.07 

3 

6.1 

.06 

4 

4.6 

.06 

5 

15.0 

.48 

6 

33.0 

1. 10 

7 

!2.3 

•'4 

8 

4-3 

.IO 

9 

<3-3 

•*7 

10 

19.8 

•43 

1 1 

56.4 

2-33 

12 

9.8 

•14 

13 

7.0 

.03 

*4 

0.0 

.OO 

>5 

14.0 

.14 

l6 

1 1.6 

.50 

•7 

15.9 

•27 

Median 

1 2.0 

$ ..4 

Note:  All  county,  governmental,  and  closed  panel  group 
hospitals  are  excluded  in  this  table. 


DISCUSSION 

Insofar  as  this  limited  study  is  concerned,  it  may 
be  said  that  the  following  factors  do  not  appear  to 
be  important  in  professional  liability: 

1.  Age  of  physician. 

2.  Sex  of  physician. 

3.  Geographical  area  of  practice. 

4.  General  practice  versus  specialty  practice. 

On  the  other  hand,  the  important  factors  appear 
to  be: 

1.  Type  of  medical  problem  involved. 

2.  The  hospital. 

3.  Multiple  incidents  of  certain  physicians. 

It  is  to  be  realized  that  the  figures  noted  in  this 
study  are  based  on  a relatively  small  number  of 
physicians  and  a relatively  small  number  of  inci- 
dents. As  professional  liability  experience  goes,  the 


period  of  study  is  brief,  with  only  nine  years  of 
total  experience  and  with  a median  point  of  study 
of  approximately  4 years.  It  may  be  that  with  larger 
program  studies,  different  statistical  data  will  be 
found;  however,  it  is  hoped  that  this  study  will 
encourage  other  investigations  into  the  field. 

On  the  other  hand,  it  is  likewise  clear  that  if  the 
factors  demonstrated  in  this  study  are  of  any  value, 
any  prevention  program  depends  primarily  upon  a 
realization  of  the  type  of  medical  practice  involved. 
Surgery  is  of  paramount  importance  with  obstetrics 
and  gynecology,  orthopedics,  and  general  surgery 
leading  the  field.  The  second  point  of  importance  is 
that  of  the  hospital  itself.  Further  investigations  into 
the  hospital  factors  are  sorely  needed  to  clarify  the 
situation. 

Finally,  any  program  of  professional  liability  pre- 
vention must  be  based  upon  an  individual  approach 
to  the  physician  with  education  particularly  directed 
to  the  “claim-prone”  physician  who,  in  our  limited 
experience  in  this  field,  does  not  generally  attend 
professional  meetings,  shows  no  interest  in  medical 
malpractice  prevention,  and  probably  does  not  read 
informative  literature  on  the  subject. 


Joint  Blood  Council  Formed 

Dr.  Frank  E.  Wilson,  who  has  been  with  the 
American  Medical  Association’s  Washington  office 
for  seven  years  and  was  its  director  for  three  years, 
has  been  appointed  executive  vice  president  and 
secretary  of  the  new  Joint  Blood  Council.  The 
council,  which  established  national  headquarters  in 
Washington  on  November  1,  is  a completelv  volun- 
tary group,  formed  by  five  national  associations, 
including  the  AMA. 

The  council,  headed  by  Dr.  Leonard  W.  Larson, 
Bismarck,  North  Dakota,  a member  of  the  AMA 
Board  of  Trustees,  is  principally  concerned  with 
procuring,  processing,  preserving,  and  distributing 
blood  and  blood  derivatives.  Its  objective  is  to 
coordinate  all  activities  in  this  field.  Dr.  Walter  B. 
Martin,  AMA  past  president,  is  one  of  the  directors 
of  the  council. 

Dr.  Wilson’s  position  in  the  AMA  Washington 
office  is  being  taken  by  Dr.  Thomas  H.  Alphin,  who 
served  as  assistant  director  of  the  office  for  two 
years,  February,  1953,  to  March,  1955,  and  recently 
as  deputy  director. 
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AMA  CLINICAL  SESSION  — BOSTON  — NOVEMBER  29  - DECEMBER  2,  1955 

REGISTERED  FROM  CONNECTICUT 
1 homas  P.  .Murdock,  .Meriden— Member,  Board  of  Trustees 
Stanley  H.  Osborn,  Hartford— Member,  Council  on  Constitution  and  By-laws 
Norman  H.  Gardner,  East  Hampton— Member,  Council  on  Rural  Health  and  Alternate  Delegate 
Oliver  L.  String-field,  Stamford— Alternate  Delegate 
Benjamin  V.  White,  Hartford— Alternate  Delegate 
Thomas  J.  Danaher,  Torrington— Member,  House  of  Delegates 

John  N.  Gallivan,  East  Hartford— Member,  Reference  Committee  on  Credentials,  House  of  Delgates 
Stanley  B.  Weld,  Hartford— Member,  Reference  Committee  on  Constitution  and  By-laws,  House  of 
Delegates 


Arthur  A.  Anderson,  Newington 
Henry  Archambault,  Taftville 
C.  H.  Audet,  Jr.,  Waterbury 
Robert  D.  Baird,  New  Milford 
Vincent  Balletto,  East  Haven 
Arnold  N.  Becker,  Bristol 
John  W.  Bengston,  Rocky  Hill 
Alfred  J.  Berger,  New  Britain 
Samuel  Blank,  Waterbury 
A.  S.  Brown,  Waterbury 
Virginia  H.  Brown,  Niantic 
Burdette  J.  Buck,  Hartford 
W.  W.  Bunnell,  Farmington 
L.  S.  Carlton,  Collinsville 
Ettore  F.  Carniglia,  Windsor  Locks 
G.  M.  Chartier,  Danielson 
L.  A.  Chotkowski,  Kensington 
Richard  D.  Cilley,  Windsor 
Harold  J.  Cleary,  Watertown 
William  Cohan,  New  Haven 
Roger  G.  Conant,  Hartford 
Harrison  S.  Coombs,  New  Canaan 
Sidney  L.  Cramer,  Hartford 
Charles  P.  Curtis,  Jr.,  Fairfield 
George  L.  Cushman,  Woodbury 
John  H.  Dillon,  Waterbury 
Robert  Dinolt,  Putnam 
Stephen  M.  Donohue,  Windsor 
G.  Robert  Downie,  Winsted 
Ralph  E.  Durkee,  Jr.,  Hartford 
Richard  B.  Elgosin,  Hamden 
John  R.  Elliott,  Canaan 
David  L.  Ellrich,  Westport 
Howard  K.  Ente,  Westport 
I heodore  S.  Evans,  New  Haven 
W.  Finkelstein,  Waterbury 

F.  C.  Fitts,  Mystic 
Isadore  H.  Friedberg,  Newington 
Francis  Gallo,  Winsted 
Walter  P.  Gerent,  West  Flartford 
Leo  P.  Giardi,  Hartford 
Francis  Giuffrida,  Meriden 
Robert  A.  Goodell,  Hartford 
Yale  Gordon,  Elmwood 


J.  H.  Green,  Waterbury 
H.  Patterson  Harris,  Jr.,  Fairfield 
S.  W.  Harvey,  Middletown 
W illiam  H.  Horton,  Windsor 
Leo  Hymovich,  Stamford 
James  F.  Jones,  Danielson 
Harvey  W.  Kaetz,  New  Haven 
Joseph  Kaschmann,  West  Hartford 
Irving  Katz,  Meriden 

R.  Katzenstein,  Meriden 

Robert  R.  Keeney,  Jr.,  Manchester 
Edward  P.  Kuczko,  Danbury 
Seymour  I.  Kummer,  Rockville 
Alfred  Labensky,  New  London 
John  C.  Leonard,  Hartford 
Harry  P.  Levine,  Stamford 
Aaron  Levinsky,  Bridgeport 

G.  C.  Lincoln,  Woodstock 
F.  J.  Linehan,  Jr.,  Stamford 

S.  J.  Lipnitzky,  Mansfield  Depot 
Mervin  H.  Little,  Willimantic 
Olga  A.  G.  Little,  Willimantic 
Ralph  J.  Littwin,  Bristol 
Howard  J.  Lockward,  Manchester 
Benjamin  J.  Lord,  Jr.,  Norwich 
William  H.  Lohman,  East  Hartford 
Samuel  Maislen,  Hartford 
Norman  M.  Mann,  West  Hartford 
Heinz  W.  Markwald,  New  Hartford 
L.  P.  McIntyre,  Noroton  Heights 
Sawyer  E.  Medbury,  Willimantic 
D.  Olin  Meeker,  Riverside 

Henry  J.  Alessinger,  Fairfield 
James  R.  Miller,  West  Hartford 
Richard  V.  Newcombe,  North 
Windham 

Edward  Nichols,  Hartford 
Tage  M.  Nielsen,  New  London 
Edward  W.  Oxnard,  Cheshire 
Louis  A.  Parrella,  North  Haven 
George  F.  Parton,  East  Hartford 
Louis  A.  Pierson,  Meriden 
Paul  S.  Pizzo,  Hartford 
M illiam  H.  Pomeroy,  Poquonock 


Florence  F.  1).  Prosser,  Putnam 
Clair  Rankin,  West  Hartford 
A.  E.  Reichenbach,  Waterbury 
Edward  A.  Rem,  Norwalk 
John  P.  Riesman,  New  Haven 
J.  Robbins,  Thompsonville 
Oscar  Rogol,  Seymour 
Richard  L.  Rosenthal,  Branford 
Reuben  Rothblatt,  Willimantic 
Merrill  B.  Rubinow,  Manchester 
Niel  Russo,  Waterbury 
Joseph  E.  Savak,  Springdale 
Louis  P.  Saxe,  Niantic 
Louis  E.  Schopick,  Bridgeport 
H.  Peter  Schwarz,  Norwich 
William  M.  Shepard,  Putnam 
Joseph  Sklaver,  Waterbury 
John  H.  Small,  Bridgeport 
William  Fitch  Smith,  Hartford 
Thomas  Soltz,  New  London 
Fred  C.  Spannaus,  Danbury 
Harold  E.  Speight,  Middletown 
Hilliard  Spitz,  New  London 
L.  M.  Strayer,  Jr.,  Bridgeport 
W.  A.  Sunderland,  Danbury 
Alfred  B.  Sundquist,  Manchester 
Paul  Sutton,  Groton 
Saul  Thomases,  Stratford 
Helen  B.  Todd,  Quaker  Hill 
Fred  E.  Tracy,  Middletown 
William  H.  Upson,  Suffield 
Erank  I).  Ursone,  Norfolk 
A.  R.  Van  Dyk,  New  London 
James  S.  Van  Leuvan,  Meriden 
Jacques  Van  B.  Voris,  Darien 
Robert  Walker,  West  Hartford 
Victor  G.  H.  Wallace,  Hartford 
Gideon  R.  Wells,  Newington 
John  B.  Wells,  Hartford 
Morris  S.  Wineck,  Hartford 

H.  W.  Winters,  Bristol 
F.  B.  Woodford,  Ridgefield 
Poe-Eng  Yu,  Middletown 
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To  return  to  the  city  for  a meeting  of  the  Ameri- 
can Medical  Association  where  as  a boy  your  man- 
aging editor  pounded  the  cobblestones  and  later  as  a 
medical  student  dodged  the  traffic  served  as  a sort 
of  a tonic  in  the  midst  of  a busy  life.  Or  perhaps  it 
was  the  cold  north  wind  of  Boston  which  really 
was  the  tonic.  At  any  rate  it  was  amazing  to  find 
how  well  that  old  structure  of  the  19th  century, 
Mechanics’  Building  with  its  wooden  beams  and 
wooden  arches  housed  the  scientific  and  commercial 
exhibits  and  afforded  halls  of  ample  size  for  all  of 
the  scientific  program,  including  motion  pictures, 
color  television,  special  exhibits,  demonstrations  and 
conferences,  and  the  scientific  lectures.  1 he  old 
wooden  floors  were  much  kinder  to  the  feet  than 
are  the  modern  concrete  ones.  Two  of  the  exhibits 
particularly  attracted  the  eye,  although  there  were 
many  excellent  ones  all  geared  particularly  to  the 
general  practitioner.  Henry  Yiets  had  laid  out  from 
the  Boston  Medical  Library  an  amazing  collection 
of  books,  letters,  photographs,  papers,  and  records 
to  illustrate  the  growth  and  development  of  medi- 
cine in  New  England  from  1620  to  the  present  time. 
Next  to  this  exhibit  was  one  by  Oliver  Field  from 
the  Bureau  of  Investigation  of  the  AMA  exposing 
contemporary  quacks  and  faddists.  It  was  very 
cleverly  set  up. 

Connecticut  was  represented  by  138  physicians 
registering  through  Wednesday,  November  30. 
There  may  have  been  a few  stragglers  w ho  arrived 
on  December  1.  Thomas  F.  Murdock  was  present  in 
the  House  of  Delegates  by  virtue  of  his  position  as  a 
member  of  the  Board  of  Trustees,  Stanley  H. 
Osborn  of  Hartford  as  a member  of  the  Council  on 
Contitution  and  By-laws,  and  Norman  H.  Gardner 
of  East  Hampton  as  a member  of  the  Council  on 
Rural  Health  and  as  an  alternate  delegate.  Your 
three  delegates  were  on  hand  through  all  the  ses- 
sions, Dr.  Gallivan  serving  on  the  Reference  Com- 
mittee on  Credentials  and  Dr.  Weld  on  the  Refer- 
ence Committee  on  Constitution  and  By-laws.  1 he 
other  two  alternate  delegates,  Benjamin  Y.  White 
and  Oliver  L.  Stringfield  attended  some  of  the  ses- 
sions of  the  House. 

Social  security,  the  report  of  the  Committee  on 
Medical  Practices,  grievance  committees  and  re- 
visions of  the  code  of  medical  ethics  were  among 
the  major  subjects  of  discussion  and  action  by  the 
H ouse  of  Delegates  at  the  American  Medical  Asso- 
ciation’s Ninth  Clinical  Meeting  held  November  29  - 
December  2 in  Boston. 


Named  as  the  1955  General  Practitioner  of  the 
\ ear  was  Dr.  E.  Roger  Samuel  of  Mount  Carmel, 
Pennsylvania,  whose  selection  by  a special  com- 
mittee of  the  Board  of  Trustees  was  announced  at 
the  opening  sesssion  on  Tuesday.  Dr.  Samuel,  a 
former  member  of  the  House  of  Delegates  and  a 
general  practitioner  for  35  years,  received  the  medal 
and  citation  presented  annually  for  community 
service  by  a family  doctor. 

Dr.  Gunnar  Gundersen,  AMA  Board  chairman, 
who  made  the  award  to  Dr.  Samuel,  also  presented 
a special  citation  to  Dr.  Torald  Sollmann  of  Cleve- 
land, Ohio,  charter  member  of  the  AMA  Council 
on  Pharmacy  and  Chemistry  for  over  50  years  and 
its  chairman  since  1936.  Dr.  Sollmann,  81  years  old, 
was  honored  for  his  “outstanding  service  to  the 
medical  profession  and  on  behalf  of  the  advancement 
of  medical  science.” 

Total  registration  at  the  end  of  the  third  day  of 
the  meeting  had  reached  7,027,  including  1,6-2 
physicians. 

I he  meetings  of  the  House  of  Delegates  were 
conducted  with  a minimum  of  debate  at  the  Boston 
session.  Thirty-seven  resolutions  w ere  introduced 
and  acted  upon  in  addition  to  reports  from  the 
President,  the  Secretary,  the  Board  of  Trustees  and 
the  various  councils  and  special  committees.  Particu- 
lar reference  should  be  made  to  the  address  of  Elmer 
Hess,  AMA  president.  To  quote  him:  “There  is  one 
basic  truth  I’ve  tried  to  drive  home  repeatedly— that 
doctors  take  care  of  sick  folks,  period 
medicine  can  become  a racket  if  other  considerations 
are  put  ahead  of  that  one  simple  humanitarian  serv- 
ice to  which  we  are  pledged.”  Dr.  Hess  pointed  out 
the  fact  that  many  physicians  question  what  the 
AMA  is  doing.  You  have  only  to  turn  to  the  Octo- 
ber 29  issue  of  the  Journal  AMA  to  find  the  answer 
in  the  reports  from  the  various  councils,  committees 
and  departments  of  your  AMA  which  are  all  pre- 
sented there.  Dr.  Hess  believes  that  complacency  is 
the  greatest  enemy  of  the  medical  profession,  that 
we  are  making  good  progress  in  informing  the  pub- 
lic of  our  objectives,  but  that  we  still  have  some 
critical  problems  affecting  the  internal  relationships 
in  the  field  awaiting  a solution. 

POSITION  OF  THE  GENERAL  PRACTITIONER 

This  was  indeed  a general  practitioners’  session. 
One  of  the  most  important  and  far  reaching  actions 
taken  by  the  House  of  Delegates  w as  to  endorse  a 
resolution  which  calls  upon  the  AMA  through  its 
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Council  on  Medical  Education  and  Hospitals  to 
encourage  hospital  staff  rules  which  permit  the  gen- 
eral practitioner  staff  member  privileges  in  the 
specialty  departments  in  keeping  with  his  merit  and 
demonstrated  ability.  It  was  also  voted  that  the 
AMA  instruct  its  representatives  on  the  Joint  Com- 
mission on  Hospital  Accreditation  to  seek  the  adop- 
tion of  this  same  recommendation  by  that  body. 

The  creation  of  a continuing  Committee  on  Medi- 
cal Practice  was  authorized  to  promote  the  estab- 
lishment of  a general  practice  department  in  all  the 
medical  schools  of  the  country.  The  House  of 
Delegates  also  voted  that  the  representatives  of  the 
AMA  on  the  Joint  Commission  on  the  Accredita- 
tion of  Hospitals  be  instructed  to  stimulate  action 
by  that  body  leading  to  the  warning,  provisional 
accreditation  or  removal  of  accreditation  of  com- 
munity or  general  hospitals  which  exclude  or  arbi- 
trarily restrict  hospital  privileges  for  generalists  as  a 
class  regardless  of  individual  professional  compe- 
tence. Finally,  the  adopted  resolution  called  for  the 
committee  to  use  its  full  influence  to  discourage  any 
arbitrary  restrictions  by  hospitals  against  general 
practitioners  as  a group  or  as  individuals. 

STRAIGHT  INTERNSHIPS 

Among  the  many  problems  reported  upon  by  the 
Council  on  Medical  Education  and  Hospitals  was 
the  question  of  straight  internships.  1 he  council 
action  was  approved  by  the  House  that  endorsement 
be  given  straight  internships  in  pathology,  medicine, 
surgery,  and  pediatrics,  but  that  straight  internships 
in  other  fields  be  not  recognized  and  in  obstetrics 
and  gynecology  he  discontinued  after  June  30,  1957. 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION 

Because  the  physicians  of  the  United  States  are 
not  contributing  as  generously  to  the  support  of 
the  medical  schools  as  the  need  seems  to  demand,  a 
resolution  was  passed  by  the  House  of  Delegates 
recommending  that  the  Board  of  1 rustees  give  con- 
sideration to  a raise  in  AMA  dues  to  allow  for  a 
contribution  from  every  member.  Industry  is  con- 
tributing to  this  Education  Foundation  but  industry 
naturally  asks  the  question,  “What  are  the  physi- 
cians themselves  doing?”  During  the  year  ending 
August  31,  1955  AMEF  received  $716,370.37  from 
23,988  contributors.  The  total  membership  of  th? 
AMA  is  over  150,000  and  the  total  deficit  of  all  the 
medical  schools  together  is  about  $10  million. 

SALK  POLIO  VACCINE 

You  will  be  interested  to  know  that  the  House 


of  Delegates  voted  disapproval  of  the  distribution 
of  Salk  polio  vaccine  free  except  to  those  unable  to 
afford  it.  The  House  recommended  that  the  further 
purchase  and  distribution  of  Salk  vaccine  be  carried 
on  the  presently  available  commercial  avenues  used 
for  the  immunizing  agents,  and  that  all  vaccines, 
once  proven,  shall  enter  the  usual  channels  of  dis- 
tribution. 

It  v^as  also  recommended  that  the  name  of  immune 
globulin  (Human)  used  in  the  passive  immunization 
of  poliomyelitis  be  changed  to  Poliomyelitis  Stand- 
ardized Immune  Globulin  (Human). 

AUTOMOBILE  SAFETY  STANDARDS 

The  Board  of  Trustees  was  requested  to  study  the 
prevention  of  highway  accidents.  At  the  same  time 
a resolution  was  adopted  and  referred  to  the  Com- 
mittee on  Crash  Injuries  urging  the  President  of  the 
United  States  to  request  legislation  from  Congress 
authorizing  the  appointment  of  a national  body  to 
approve  and  regulate  safety  standards  of  automobile 
construction. 

SOCIAL  SECURITY 

Because  of  the  apparent  misunderstanding  which 
exists  relative  to  the  position  of  the  medical  profes- 
sion on  the  question  of  the  inclusion  of  physicians 
in  the  Old  Age  and  Survivors  Insurance  provisions 
of  the  Social  Security  Act,  the  House  of  Delegates 
voted  to  recommend  that  all  the  State  societies  poll 
their  membership  on  this  question  and  transmit  the 
results  to  the  AMA  Board  of  Trustees  as  soon  as 
possible. 

Several  other  resolutions  pertaining  to  F1R.7225, 
known  as  the  Social  Security  Amendments  of  1955, 
were  submitted  to  the  House  of  Delegates  and  com- 
bined into  one  resolution  by  the  reference  com- 
mittee. This  resolution  adopted  by  the  House  reads 
as  follows: 

“Whereas,  The  Old  Age  and  Survivors  Insurance 
section  of  the  Social  Security  Act  has  become  a 
principal  source  of  retirement  and  survivors’  secur- 
ity for  the  American  people,  and  Social  Security 
payments  represent  an  important  element  of  per- 
sonal income  in  the  national  economy;  and 

Whereas,  Liberalizing  amendments  to  the  Social 
Security  Act  have  been  so  frequently  enacted  in 
election  years  as  to  justify  the  inference  that  politi- 
cal expediency  rather  than  sound  public  policy  was 
their  motivation;  and 

Whereas,  The  Social  Security  Amendments  of 
1955  (HR7225,  84th  Congress),  now  pending  before 
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the  Committee  on  Finance  of  the  United  States 
Senate,  are  a typical  example  of  an  irresponsible 
political  approach  to  amendment  of  the  Social 
Security  Act,  in  that  this  measure  w as  conceived  in 
secret  in  the  Committee  on  Ways  and  Means, 
adopted  in  brief  executive  session  without  public 
hearings  despite  the  request  of  many  witnesses  to  be 
heard,  rushed  to  the  floor  of  the  House  of  Repre- 
sentatives before  the  report  of  the  Committee  on 
Ways  and  Means  was  available,  pressured  through 
the  House  by  a maneuver  which  by-passed  the 
Committee  on  Rules,  permitted  no  amendments  and 
allowed  only  forty  minutes  of  debate;  and 

Whereas,  This  measure  includes  sections  which 
would  authorize  payment  of  federal  cash  disability 
benefits  to  selected  individuals  under  the  Old  Age 
and  Survivors  Insurance  section  of  the  Social  Secur- 
ity Act,  as  a matter  of  statutory  right  and  without 
regard  for  the  need  of  these  individuals  for  cash 
assistance;  and  such  cash  benefits  contingent  on  con- 
tinued disability  are  known  to  be  contrary  to  sound 
medical  practice  in  the  treatment  and  rehabilitation 
of  the  physically  and  mentally  disabled;  and 

Whereas,  The  American  system  of  the  private 
practice  of  medicine,  keeping  inviolate  the  physi- 
cian-patient relationship,  has  brought  to  the  Ameri- 
can people  the  world’s  highest  standard  of  medical 
care,  any  interference  by  a third  party,  government 
or  private,  with  the  physician-patient  relationship 
will  destroy  the  principle  upon  which  our  successful 
system  of  medical  care  has  been  built  and  will  lead 
inevitably  to  the  deterioration  of  the  quality  of 
medical  care  available  to  the  American  people;  and 

Whereas,  There  has  never  been  an  adequate, 
objective,  unbiased  study  of  the  nature,  cost  and 
scope  of  the  Old  Age  and  Survivors  Insurance  sec- 
tion of  the  Social  Security  Act  and  its  economic, 
social  and  political  impact  on  the  American  people; 
therefore  be  it 

Resolved,  That  the  American  Medical  Associa- 
tion reiterate  in  the  strongest  possible  terms  its 
determination  to  resist  any  encroachment  upon  the 
American  system  of  medical  practice  which  would 
be  detrimental  to  our  patients,  the  American  people, 
and  be  it  further 

Resolved,  That  the  American  Medical  Associa- 
tion urge  and  support  the  creation  of  a well  qualified 
commission,  either  governmental  or  private,  to  make 
a thorough,  objective  and  impartial  study  of  the 
economic,  social  and  political  impact  of  Social 
Security,  both  medical  and  otherwise,  and  that  the 


facts  developed  by  such  a study  should  be  the  sole 
basis  for  objective  nonpolitical  improvements  to  the 
Social  Security  Act,  for  the  benefit  of  all  of  the 
American  people;  and  be  it  further 

Resolved,  I hat  the  American  Medical  Associa- 
tion pledges  its  wholehearted  cooperation  in  such  a 
study  of  Social  Security  in  the  United  States,  and 
will  devote  its  best  efforts  to  procuring  and  pro- 
viding full  information  on  the  medical  aspects  of 
disability,  rehabilitation,  and  medical  care  of  the 
disabled,  and  be  it  further 

Resolved,  1 hat  copies  of  this  resolution  be  trans- 
mitted to  the  President  of  the  United  States,  to  all 
members  of  the  Cabinet,  to  all  members  of  the  Con- 
gress, and  to  all  constituent  state  medical  associa- 
tions.” 

FEDERAL  SUBSIDY  FOR  MEDICAL  EDUCATION 

A resolution  introduced  by  the  Texas  delegation 
calling  for  disapproval  of  Si 323  as  a definite  step 
toward  the  socialization  of  medical  education  and 
practice  in  this  country  created  considerable  discus- 
sion. This  emanated  from  the  fact  that  the  Board  of 
Trustees  had  already  approved  Si 323  with  modifi- 
cations and  the  House  of  Delegates  on  June  13,  1951 
had  adopted  a resolution  calling  for  a one-time 
federal  grant-in-aid  on  a matching  basis,  for  con- 
struction, equipment  and  renovation  of  the  physical 
plants  of  medical  schools.  Because  of  this  previous 
action  and  because  Si 323  authorizes  a five  year  pro- 
gram of  federal  grants,  on  a matching  basis,  for  con- 
struction and  construction  only  of  medical  educa- 
tion and  research  facilities,  the  Texas  resolution  was 
defeated.  S1323  at  present  is  pending  before  the 
Committee  on  Labor  and  Public  Welfare  of  the 
Senate. 

GRIEVANCE  COMMITTEES 

The  Committee  to  Recommend  Guides  for  Griev- 
ance or  Mediation  Committees  presented  an  ex- 
haustive report  which  was  approved  by  the  House 
of  Delegates.  The  committee  was  instructed  to  pub- 
lish these  guides  in  booklet  form  for  distribution  to 
the  constituent  associations.  The  purpose  of  these 
guides  is  “to  promote  general  uniformity  of  organi- 
zation and  function  of  grievance  committees— and 
better  understanding  of  their  purposes— without 
interfering  with  the  inherent  autonomy  of  constitu- 
ent medical  associations.” 

OPH'I'H ALAI OLOGIC-OPTOMF.TR IC  RELATIONS 

Several  suggested  actions  relating  to  this  problem 
were  introduced  into  the  House  in  a single  resolu- 
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tion  at  Atlantic  City  last  June.  The  Judicial  Council 
and  the  Committee  on  Legislation  are  still  studying 
these  recommended  actions  and  until  they  complete 
their  studies  the  Board  of  Trustees  is  withholding 
implementation  of  this  particular  resolution. 

MEDICAL  CARE  PLANS 

The  Commission  on  Medical  Care  Plans  through 
its  chairman,  Dr.  Leonard  W.  Larson,  presented  a 
long  progress  report  setting  forth  considerable 
material  on  the  different  types  of  medical  care  plans 
now  in  existence:  viz.,  ( i ) miscellaneous  unclassi- 
fied; (2)  medical  society  and  related  plans  including 
Blue  Shield;  (3)  private  insurance  programs;  and 
(4)  industry  programs. 

Dr.  Danaher  was  successful  at  this  session  of  the 
House  of  Delegates  in  securing  passage  of  a resolu- 
tion commending  the  physicians  who  participate  in 
physician-sponsored  prepaid  medical  care  plans  and 
also  the  medical  society  plan  in  which  they  partici- 
pate for  the  important  services  being  rendered  in 
health  care  for  the  American  people,  and  securing  a 
reaffirmation  by  the  AMA  of  its  approval  of  such 
nonprofit  prepaid  medical  care  plans. 

HOSPITAL  PRACTICE  OF  MEDICINE 

A resolution  was  passed  congratulating  the  physi- 
cians of  Iowa  upon  the  successful  outcome  of  the 
initial  phase  of  an  action  brought  by  the  nonprofit 
hospitals  of  Iowa  in  which  the  latter  attempted  un- 
successfully to  justify  the  employment  of  physicians 
and  the  making  of  a profit  in  so  doing.  After  a 
lengthy  trial  a district  judge  upheld  the  ruling 
made  by  the  Attorney  General  one  year  previously 
to  the  effect  that  such  hospitals  employing  physi- 
cians as  noted  above  are  guilty  of  the  corporate 
practice  of  medicine  forbidden  by  Iowa  law.  Chiefly 
involved  are  pathologists,  radiologists,  anesthesiolo- 
gists and  physiatrists.  Dr.  Albert  Snoke  of  New 
Haven,  president  elect  of  the  American  Hospital 
Association,  is  quoted  by  the  press  as  saying  that  a 
nationwide  application  of  this  decision  is  likely  to 
have  a great  effect  on  the  organization  of  voluntary 
hospitals,  and  possibly  upon  the  operation  of  volun- 
tary health  insurance  plans. 

MISCELLANEOUS  ACTIONS 

For  the  past  few  years  there  has  been  considerable 
support  for  a change  in  the  Code  of  Ethics  of  the 
AMA.  Proposed  changes  hereafter  must  go  to  the 
Council  on  Constitution  and  By-laws  and  the 
Judicial  Council  and  after  being  presented  to  the 


I louse  be  held  over  until  the  next  session  before 
being  voted  upon.  There  arc  now  many  changes 
proposed  in  the  Principle  of  Medical  Ethics.  It  has 
been  suggested  that  every  member  of  the  AMA  be 
given  access  to  these  proposed  changes  through  the 
Journal  AMA  and  the  various  State  medical  journals. 

I he  Council  on  Medical  Service  together  with 
the  Law  Department  of  the  AMA  are  studying  the 
professional  liability  insurance  and  claims  preven- 
tion programs.  The  Council  on  Medical  Service  tells 
us  that  so  far  through  its  studies  it  finds  no  ready 
answers  to  the  many  problems  involved  in  this  field 
and  therefore  as  yet  has  no  definite  program.  The 
Council  will  continue  to  inform  the  profession  in 
order  to  prevent  ill  advised  or  unwarranted  action 
by  the  membership. 

The  Committee  on  Blood  pointed  out  that  the 
name  of  the  Blood  Foundation  has  been  changed  to 
Joint  Blood  Council,  Inc.,  with  headquarters  in 
Washington,  D.  C.,  and  that  the  Committee  hopes 
that  the  purpose  for  which  this  Joint  Blood  Council 
was  organized  will  be  fulfilled;  viz., 

. . To  develop  ways  and  means  to  make 

blood  and  its  derivatives  available  to  all  persons  in 
the  United  States;  to  stimulate  and  advise  on  areas 
of  research  in  the  collection,  preservation,  and  use 
of  blood  and  its  derivatives;  to  collect,  study  and 
disseminate  information  on  blood  and  blood  deriva- 
tives; to  establish  minimal  standards  for  voluntary 
accreditation  of  blood  banks  and  to  establish  a means 
of  inspection  for  accreditation;  to  coordinate  exist- 
ing systems  and  encourage  and  institute  plans  where 
necessary  for  the  exchange  of  blood  or  blood  credits 
between  accredited  banks  on  a state,  regional  and 
national  basis;  to  encourage  the  public  through  ap- 
propriate means  to  donate  blood  for  civilian  and 
defense  requirements  and  to  assist  in  the  establish- 
ment of  uniform  national  publicity  policies;  to  dis- 
seminate annually  a list  of  blood  banks  accredited 
by  this  organization;  to  serve  upon  invitation  as  a 
fact-finding  and  arbitration  body  in  disputes  arising 
from  the  collection  and  use  of  blood  and  its  deriva- 
tives; to  serve  upon  invitation  as  an  advisory  group 
to  federal  and  military  agencies  having  to  deal  with 
blood  and  its  derivatives.” 

The  Woman’s  Auxiliary  of  the  AMA  was  com- 
mended for  its  financial  contributions  in  support  of 
medical  education  and  was  requested  to  continue  its 
active  efforts. 

Sears  Roebuck  was  commended  by  the  House  of 
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Delegates  for  establishing  a Foundation  which  makes 
it  possible  for  a young  man  starting  out  in  practice 
in  a small  city  or  town  or  rural  area  to  borrow  up 
to  $25,000  without  the  expense  involved  in  the  usual 
bankable  commercial  loans. 

The  House  of  Delegates  approved  the  action  of 
the  Board  of  Trustees  in  adopting  the  recommenda- 
tion of  its  Council  on  National  Defense  endorsing 
the  establishment  of  a 200  bed  civil  defense  hos- 
pital of  the  Federal  Defense  Administration  as  an 
essential  means  of  augmenting  existing  medical 
facilities  during  and  after  disaster. 

The  State  Journal  Advertising  Bureau  (with 
which  your  managing  editor  has  been  intimately 
associated  for  12  years)  was  officially  divorced  from 
the  AMA  and  will  now  move  to  its  own  quarters 
outside.  The  Bureau  is  now  42  years  old,  mature, 
and  handling  a gross  business  for  the  member  State 
medical  journals  amounting  in  the  current  year  to 
almost  one  million  dollars.  It  will  continue  to  main- 
tain high  standards  of  ethical  advertising,  now  that 
the  AMA  Seals  of  Acceptance  have  been  discon- 
tinued. 

The  Board  of  Trustees  urged  every  physician  to 
become  a member  of  the  United  States  Committee 
of  the  World  Medical  Association.  The  WMA  is 
doing  a fine  job  in  advancing  medical  knowledge 
and  upholding  freedom  for  medical  practice  in  most 
of  the  countries  outside  the  Iron  Curtain. 

It  was  voted  to  hold  the  i960  Annual  Meeting 
of  the  AMA  in  Chicago  and  the  1958  Clinical 
Meeting  in  Minneapolis. 

1 he  last  resolution  submitted  to  the  House  of 
Delegates  called  for  an  expression  of  deep  regret  to 
Dr.  Creighton  Barker  because  of  his  recent  accident 
and  forced  absence  from  this  Clinical  Meeting  in 
which  he  was  scheduled  to  participate.  The  resolu- 
tion was  passed  by  acclamation  without  reference  to 
a committee. 

NEW  ENGLAND  HOSPITALITY 

The  New  England  State  Medical  Societies  held 
open  house  in  the  Statler  Hotel  during  the  four  days 
of  the  sessions.  Some  of  our  members  managed  to 
find  the  quarters.  The  dinner  extended  to  the  dele- 
gates and  their  wives  at  the  Harvard  Club  was  truly 
a sea  affair.  Mr.  Robert  Cutler,  president  of  the 
Board  at  the  Peter  Bent  Brigham  Hospital,  vied  with 
the  Woman’s  Auxiliary  and  some  hula  hula  girls 
from  Hawaii  in  providing  the  entertainment.  Per- 
haps the  climax  for  some  came  Thursday  evening 
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when  the  Winthrop  Company  afforded  all  physi- 
cians attending  the  meetings  the  opportunity  of 
hearing  the  Boston  Symphony  Orchestra  under  the 
leadership  of  Charles  Munch  play  Mozart’s  “Sym- 
phony in  G minor,”  Richard  Strauss’  “Don  Juan,” 
and  Brahms’  “Symphony  No.  2 in  D major,  Opus 
73."  It  was  indeed  an  evidence  of  the  true  cultural 
influence  exercised  even  today  by  Beacon  Hill. 

PUBLIC  RELATIONS  CONFERENCE 

“1  he  desire  for  freedom  and  the  urge  to  enter- 
prise" assure  that  the  American  heritage  of  free 
enterprise  is  here  to  stay,  declared  Republican 
Senator  Wallace  S.  Bennett,  Salt  Lake  City,  Utah, 
at  the  Eighth  National  Public  Relations  Conference 
held  in  Boston,  November  29,  preceding  the  clinical 
meeting  of  the  American  Medical  Association. 

Dwight  Murray,  California  president-elect  of  the 
AMA,  delivered  the  keynote  address  of  the  confer- 
ence at  the  opening  session.  He  stressed  the  import- 
ance of  activities  at  the  community  level  in  advan- 
cing sound  relationship  for  the  profession  and 
declared  that  fresh  ideas  in  approaching  local  prob- 
lems will  be  in  demand  during  the  coming  year. 
Other  speakers  at  the  morning  session  were  George 
F.  Lull,  AMA  secretary  and  general  manager  and 
David  B.  Allman,  Atlantic  City,  New  Jersey,  chair- 
man of  the  Committee  on  Legislation,  AMA. 

ZD 

Will  iam  G.  H.  Dobbs,  chairman  of  the  Connecticut 
State  Medical  Society's  Public  Relations  Committee 
presided  at  the  session,  which  also  comprised  sym- 
posia on  medical  services  and  medical  public  relation 
activities  at  the  community  level. 

Mr.  Earl  Cocke,  Jr.,  Atlanta,  Georgia,  vice  presi- 
dent of  Delta  Airlines,  delivered  a stimulating  ad- 
dress  on  the  topic  “Where  Goes  Our  Nation,” 
following  a conference  luncheon.  He  stressed  the 
growth  of  American  population  and  forecast  rapid- 
ly increasing  industrial  production.  These  forces,  he 
contended,  hold  promise  for  the  most  eventful  era 
of  progress  in  American  history  if  we  can  succeed  in 
solving  the  involved  and  tenuous  international  rela- 
tionships which  we  now  face. 

Senator  Bennett  spoke  during  the  general  after- 
noon session  which  also  featured  an  address  by 
Honorable  Thomas  B.  Curtis,  Missouri  congress- 
man. Congressman  Curtis  emphasized  that  complete 
and  accurate  information  on  congressional  debates 
and  actions  is  needed  by  the  people  now  more  than 
ever  before.  He  cited  several  examples  of  legislative 

(Concluded  on  page  7 0) 
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The  second  session  of  the  eighty-fourth  Congress 
is  under  way,  and  in  medical  legislation— as  in  all 
other  fields— this  promises  to  he  much  livelier  than 
last  year’s  deliberations. 

For  one  thing,  neither  the  Republican  adminis- 
tration nor  the  Democratic  party,  which  is  in  con- 
trol on  Capitol  Hill,  got  anywhere  near  as  much  as 
it  wanted  last  year  in  medical  legislation. 

For  another  thing,  and  something  that  shouldn’t 
be  lost  sight  of  at  any  time,  both  parties  this  year 
w ill  be  legislating  with  one  eve  cocked  toward  next 
November,  when  the  voters  make  a choice  between 
the  two  parties.  Try  as  they  might  to  pass  laws  for 
the  good  of  all  the  people,  neither  party  can  afford 
to  ignore  the  political  realities  of  the  situation;  each 
will  want  to  take  credit  for  any  legislation  with 
popular  appeal  or  where  that  is  impossible,  at  least 
to  see  that  the  other  party  doesn’t  get  the  credit. 

In  front  of  this  political  mosaic,  these  are  some  of 
the  medically  important  issues  that  will  be  fought 
out  in  Senate  and  House: 

1.  Federal  guarantee  of  mortgages  on  health  facil- 
ities. This  has  been  on  the  Congressional  calendar 
for  two  years;  it  was  pushed  hard  in  1954,  and  was 
given  some  consideration  in  1955.  It  would  mean 
that  the  federal  government  would  underwrite 
mortgages  for  hospitals,  clinics  and  nursing  homes, 
under  certain  conditions,  thereby  allowing  some 
sponsors  to  obtain  loans  they  couldn’t  otherwise 
get,  or  to  obtain  them  on  longer  terms  and  with 
lower  interest. 

2.  Federal  grants  for  research  facilities.  Under  this 
plan— approved  last  session  bv  the  Senate— the  U.  S. 
would  make  outright  grants  to  laboratories,  medical 
schools  and  clinics  for  building  facilities  for  research 
in  specific  diseases,  such  as  cancer  and  h:art  disease. 

3.  Federal  aid  to  medical  education.  This  perennial 
project  probably  is  closer  to  Congressional  enact- 
ment now  than  ever  before.  The  most  popular  bill 
is  one  restricting  the  federal  role  to  grants  for  build- 
ing and  equipment,  with  a financial  incentive  held 
out  to  those  schools  w illing  to  increase  their  enroll- 
ment. This  bill  may  be  tied  in  with  some  other 
grants  bill,  such  as  the  one  for  research. 

4.  Salk  vaccine.  Legislation  authorizing  federal 


appropriations  for  the  purchase  of  Salk  poliomyelitis 
vaccine  ($30  million  for  the  current  year)  expires 
February  15,  virtually  insuring  Congressional  action 
of  some  sort  before  that  date.  One  issue  is  whether 
the  federal  government  should  continue  the  grants; 
more  controversial  is  the  question  of  whether  the 
U.  S.  should  move  in  to  control  the  allocation  and 
distribution  of  the  vaccine.  Allocation  and  distribu- 
tion now  are  handled  under  a voluntary  program 
supervised  by  the  U.  S.  Public  Health  Service. 

5.  Increases  in  federal  appropriations  for  medical 
research.  Over  the  last  few  years— since  the  National 
Institutes  of  Health  came  of  age— Congress  repeat- 
edly has  increased  research  grants  over  the  amounts 
the  Budget  Bureau  allowed  Public  Health  Service 
to  request.  Indications  are  that  this  year  the  Budget 
Bureau  may  have  to  give  way  and  allowr  important 
increases  to  be  requested  of  Congress.  Congress 
probably  would  want  to  add  on  its  own  special  addi- 
tions anyway,  resulting  in  more  money  than  ever 
before  available  for  work  on  cancer,  heart  disease, 
mental  illness,  arthritis,  blindness  and  the  many  other 
conditions. 

6.  OASI  covered  persons  could  receive  payments 
beginning  at  age  50  if  determined  to  be  disabled. 
Under  present  law'  retirement  payments  for  all  are 
available  at  age  63.  The  bill  containing  this  provision 
(HR7225)  passed  the  House  last  session  by  an  over- 
whelming margin.  It  is  now  before  the  Senate 
Finance  Committee,  where  the  next  phase  of  the 
legislative  contest  will  be  fought  out  in  1956. 

The  lopsided  House  vote  on  disability  payments 
may  be  discontinued  in  part  because  of  the  parlia- 
mentary maneuvering  by  sponsors  of  the  legislation. 
House  members  had  only  40  minutes  to  debate  this 
bill,  and  no  opportunity  to  amend  it.  It  was  a case 
of  accepting  the  whole  bill— which  contains  a num- 
ber of  other  social  security  liberalizations  not  of 
medical  significance— or  being  politically  damned  as 
opposed  to  social  security  per  se. 

The  American  Medical  Association  maintains  that 
the  present  expanding  rehabilitation  programs  would 
be  undermined  by  cash  payments  for  disability,  that 
the  financial  and  other  long  range  aspects  of  the 
disability  payments  plan  have  not  been  thoroughly 
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studied,  and  that  the  machinery  for  disability  pay- 
ments would  inevitably  project  the  federal  govern- 
ment deeply  into  the  medical  care  picture. 

HEW  Studying  Alternatives  to  Health 
Reinsurance 

HEW  Secretary  Folsom  has  disclosed  the  admin- 
istration is  looking  into  other  means  than  reinsur- 
ance for  improving  health  insurance  coverage  (a) 
in  rural  areas,  (b)  among  aged  persons  and  (c)  for 
major  medical  expenses.  Commenting  on  the  contro- 
versial reinsurance  plan  in  testimony  before  a low 
income  subcommittee  of  the  Joint  Economic  Com- 
mittee, Mr.  Folsom  declared:  “We  are  now  study- 
ing possible  improvements  in  this  proposal  and  otner 
methods  for  reaching  the  same  goal.” 

On  other  subjects  involving  pending  health  meas- 
ures, Mr.  Folsom  made  these  points:  Social  Security 
should  be  extended  to  “those  who  are  still  excluded,” 
but  on  extension  of  other  benefits  “we  should  re- 
member there  is  a limit  to  the  social  security  taxes 
the  people  may  be  willing  to  support.”  Federal 
workers  health  insurance  should  be  established. 
States  urged  to  consider  passage  of  laws  requiring 
employers  to  provide  some  degree  of  protection  of 
workers’  incomes  during  sickness  or  disability  not 
connected  with  their  employment. 

In  a statement  filed  with  the  subcommittee,  Frank 
Dickinson,  ph.d.,  head  of  the  AMA’s  Bureau  of 
Medical  Economic  Research,  detailed  the  contribu- 
tion the  medical  profession  is  making  to  the  in- 
digent. He  declared:  “The  care  of  the  indigent  is 
perhaps  the  most  significant  factor  in  shaping  the 
present  practice  of  medicine.  Many  if  not  most 
physicians  make  donations  to  this  cause.  Some 
devote  certain  hours  each  Week  to  the  care  of  char- 
ity patients  and  outpatients  in  hospitals.  Scaling  of 
fees  and  “noncollections”  also  are  factors. 

AMA  Advocates  Objective  Study  of  Social 
Security  Law 

The  American  Medical  Association,  through  its 
House  of  Delegates,  has  formally  called  for  an  “ob- 
jective, thorough  study”  of  social  security  in  all  its 
aspects,  including  the  controversial  disability  cash 
payment  proposal  now  pending  in  the  Senate 
Finance  Committee  (the  House-passed  HR7225). 
“The  American  Medical  Association  will  do  every- 
thing in  its  power  to  promote  the  idea  of  such  a 
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study  and  to  cooperate  by  conducting  more  exten- 
sive research  on  disability,  rehabilitation  and  medical 
care,”  a Board  of  Trustees  statement  adopted  by  the 
House  of  Delegates  in  Boston  declares. 

Facts  developed  by  such  a study  should  be  used 
as  the  basis  for  a sound  national  decision  on  this 
issue,  the  house  agreed.  “Only  by  getting  a clear 
picture  of  ultimate  liabilities  and  costs— economic, 
social  and  political— can  the  American  people  make 
an  intelligent  decision  on  further  expansion  of  the 
social  security  system.” 

As  the  opening  phase  of  an  educational  program 
within  the  medical  profession,  the  Association  is 
mailing  out  a personal  letter  from  Dr.  Elmer  Hess, 
AMA  president,  to  every  member  of  the  Associa- 
tion. Some  of  his  points: 

1.  “This  measure  would  be  a significant  step 

toward  converting  the  Old  Age  and  Survivors 
benefit  system  into  a medical  care  program.  It  is  the 
most  subtle— and  hence  the  most  dangerous— ap- 
proach yet  devised.  . . .” 

2.  “It  was  rushed  through  the  House  and  will  be 

considered  by  the  Senate  when  it  reconvenes  in 
January  and  after  hearings  are  scheduled  by  the 
Senate  Finance  Committee.  . . .” 

3.  “The  passage  of  this  bill  would  carry  with  it 

dangerous  implications  for  physicians  and  eventually 
tax  burdens  so  heavy  that  our  national  economy 
might  be  threatened.  . . . 

4.  “AMA  hopes  to  join  with  many  other  groups 

and  individuals  in  a nationwide  program  of  thought- 
ful Americans  who  believe  in  promoting  sound 
economic  security.  . . .” 

Dr.  Hess  also  asks  physicians  for  constructive 
suggestions  and  adds:  “I  want  your  participation  as 
physician,  as  friend,  as  supporter.  You  can  help  by 
w riting  to  your  Senators,  distributing  the  enclosed 
message  to  your  friends  and  by  making  copies  of  it 
available  in  your  reception  room.” 

The  fact  sheet  included  this  observation:  “What- 
ever the  merits  of  the  social  security  system,  it  is 
apparent  to  any  student  of  politics  that  the  ‘give- 
away’  of  government  benefits  in  an  election  year  is 
a strong  temptation  to  those  who  are  not  concerned 
with  the  long  range  welfare  of  the  country.  Once 
medical  benefits  are  included  under  the  system,  it  is 
certain  that  pressure  groups  will  try  to  expand  and 
liberalize  them,  moving  step  bv  step  toward  govern- 
ment medicine.” 
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Commonwealth  Fund  Gives  Med  Schools 
$7  Million 

A development  of  great  importance  is  announce- 
ment made  recently  by  Commonwealth  Fund  in 
New  York  that  ir  is  giving  $7,150,000  to  ten  medical 
schools.  The  size  of  the  gift,  fact  that  no  strings  are 
on  it,  selection  of  a date  on  eve  of  AMA  meeting  in 
Boston  to  make  announcement,  that  the  philan- 
thropy comes  at  a time  when  American  Medical 
Education  Foundation  campaign  for  funds  is  sag- 
ging badly— these  are  a few  of  the  factors  which 
make  Commonwealth’s  contribution  outstanding 
news. 

Commonwealth  grants  go  to  Chicago,  $500,000; 
Columbia,  $750,000;  Cornell,  $750,000;  Emory, 
$600,000;  Harvard,  $1  million;  New  '1  ork  Univer- 
sity, $750,000;  Southern  California,  $300,000;  4 u- 
lane,  $750,000;  Western  Reserve,  $1  million,  and 
Yale,  $750,000.  What  the  foundation  described  as 
“urgency  of  the  present  need”  led  it  to  make  these 
special  grants  from  its  capital  funds.  They  are  in 
addition  to  $2  million  in  support  of  medical  educa- 
tion that  came  out  of  income  during  fiscal  year 
1954-55.  Recipient  schools  may  use  the  money  in 
whatever  manner  they  deem  wise  to  strengthen 
teaching  programs  in  years  ahead.  Gifts  to  other 
institutions  may  follow. 

Those  of  the  chosen  10  which  decide  to  earmark 
all  or  part  of  their  gifts  for  construction  purposes 
will  have  a good  start  toward  participation  in  Fed- 
eral aid  program  envisaged  by  Hill-Priest  bill. 
Schools  would  be  required  to  finance  from  one-third 
to  one-half  the  cost,  under  this  plan,  with  govern- 
ment supplying  the  difference.  Also,  medical  schools 
are  included  among  prospective  beneficiaries  of 
S849  (passed  by  Senate),  which  authorizes  Federal 
matching  funds  to  spur  construction  of  research 
facilities. 

Proposed  Code  Disclosed  on  Health 
Policy  Vending 

National  Association  of  Insurance  Commissioners 
has  begun  distribution  among  State  members  of  pro- 
posed code  governing  advertising  of  accident  and 
health  insurance.  It  was  drafted  by  special  subcom- 
mittee of  NAIC,  w hose  meeting  with  Federal  Trade 
Commission  officials  for  an  exchange  of  comments 
was  reported  recently. 

All  advertising  of  health  and  accident  insurance, 
indemnity-  or  service-type,  is  involved.  Also,  de- 
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scriptive  literature  and  oral  representations  made  by 
brokers,  agents.  Misleading  or  descriptive  language 
is  barred.  For  example,  such  phrases  as  “.  . . pays 

$1,800  for  hospital  room  and  board  . . .”  are  held 
incomplete  unless  maximum  daily  benefit  and  time 
limit  are  stated.  Exceptions  and  limitations  must  be 
clear.  So  must  restrictions  as  to  pre-existing  con- 
ditions and  waiting  periods.  Any  testimonials  used 
in  advertising  must  be  genuine;  likewise  statistical 
data  on  claims  paid. 

Consultants  to  the  advertising  code  subcommittee 
included  representatives  of  Blue  Cross,  Blue  Shield, 
Health  and  Accident  Underwriters  Conference, 
Bureau  of  Health  and  Accident  Underwriters,  Life 
Insurance  Association  and  other  trade  groups. 
Thomas  R.  Pansing,  Nebraska  State  Insurance 
Director,  is  subcommittee  chairman.  Serving  with 
him  are  insurance  heads  of  West  Virginia,  New 
York,  Louisiana  and  Minnesota. 

VA  Launches  New  Program  for  Long  Term 
Patients 

1 he  Veterans  Administration  has  begun  what  it 
describes  as  “an  advanced  concept  in  the  care  of 
chronically  ill  veterans”  in  30  VA  hospitals.  The 
program  will  be  expanded  to  other  hospitals  as 
rapidly  as  they  qualify.  Dr.  William  S.  Middleton, 
VA  medical  chief,  explained  the  program  provides 
“active  rather  than  custodial  care  for  those  long 
term  patients  in  the  VA  hospital  system  who  no 
longer  need  definitive  hospital  treatment,  cannot 
return  home,  and  lack  the  capabilities  necessary  for 
the  new  planned  living  program  in  VA  domicili- 
aries.” 

Dr.  Middleton  outlined  these  points  in  the  newest 
program:  (1)  concentration  of  long  term  patients  in 
special  sections  of  hospitals,  manned  by  specially 
qualified  start's,  (2)  for  each  patient,  a planned 
maintenance  rehabilitation  to  retain  benefits  of  hos- 
pital care  already  given  and  to  prevent  development 
of  any  further  disabilities,  (3)  section  staff  to  gear 
a planned  activity  program  to  each  patient’s  need 
for  recreation  and  spiritual  and  social  activities,  and 
(4)  periodic  reviews  of  each  patient's  progress  with 
goal  of  eventual  discharge. 

VA  estimates  the  average  age  of  some  110,000 
veterans  in  VA  hospitals  is  48,  in  comparison  with 
38  in  the  veteran  population  as  a whole.  Currently 
there  are  584,000  veterans  age  65,  while  five  years 
from  now  this  group  is  expected,  by  VA  estimates, 
to  exceed  1,780,000. 
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HR-7225 

HR-7225 

HR-7225 

HR-7225 

AN  IMPORTANT  NUMBER 

HR-7225  is  a highly  important  number.  It  represents  legislation 
of  vital  interest  to  all  citizens,  especially  physicians. 

The  bill  provides  for  medical  certification  of  disabilities  to  deter- 
mine eligibility  to  receive  cash  benefits  under  social  security. 

This  legislation  has  been  adopted  by  the  House  of  Representa- 
tives and  awaits  action  by  the  Senate  following  hearings  by  the  Senate 
Finance  Committee. 

Every  physician  should  be  acquainted  with  the  provisions  of  this 
measure.  The  coupon  on  this  page  will  bring  you  an  informative 
booklet  on  this  complex  subject.  Send  for  it  today. 


Connecticut  State  Medical  Societv 

160  St.  Ronan  Street 

New  Haven  11,  Connecticut 

Please  send  me  a copv  of  the  booklet  on  new 
social  security  legislation. 

Name:  


Office  Address: 
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New  Emergency  Medical  Plan  for  Five 
Naugatuck  Valley  Communities 

A new  emergency  medical  call  plan  will  start 
twenty-four  hour  operation  January  2 for  the  five 
communities  of  Ansonia,  Derby,  Seymour,  Shelton 
and  Oxford,  it  was  announced  recently  by  Dr.  Oscar 
Rogol,  president  of  the  Medical  Society  of  the 
Lower  Naugatuck  Valley. 

The  emergency  plan  is  being  sponsored  by  the 
association  as  one  of  the  first  projects  in  a new 
program  of  community  services. 

The  plan  will  operate  through  a central  telephone 
switchboard  in  Ansonia  and  trained  operators  will 
receive  emergency  calls.  Twenty-six  physicians  are 
to  be  listed  on  the  emergency  roster  and  will  accept 
calls  on  a rotation  basis. 

The  plan  will  operate  seven  days  a week  and  will 
be  available  without  toll  charges  to  more  than  52,000 
residents  in  the  five  communities.  Dr.  Ralph  H. 
Edson  of  Shelton,  president  elect  of  the  medical 
association,  directed  development  of  the  plan,  which 
w ill  be  the  17th  community  emergency  call  system 
to  be  sponsored  by  medical  associations  in  Con- 
necticut. 

It  is  estimated  that  all  of  the  plans,  which  radiate 
from  major  centers  of  population,  make  continuous 
emergency  services  available  to  more  than  80  per 
cent  of  Connecticut  residents.  Plans  are  operating  in 
other  communities  as  follows:  Bridgeport,  Danbury, 
Greenwich,  Hartford,  Manchester,  Meriden, 
Middletown,  New  Britain,  New  Haven,  Norwalk, 
Norw  ich,  Saybrook,  Stamford,  Torrington,  Water- 
bury  and  Willimantic. 

Last  Opportunity  for  1955  AMEF 
Contributions 

The  final  mailing  for  physician  contributions  to 
the  1955  AMEF  Campaign  to  aid  medical  schools 


was  dispatched  from  the  offices  of  the  State  Medical 
Society  in  mid-December. 

The  mailing  was  addressed  to  all  members  of  the 
society  except  those  in  Hartford  County,  where  a 
local  campaign  is  being  conducted  by  the  county 
medical  association. 

As  of  the  first  of  December,  the  amount  of  con- 
tributions had  reached  a total  of  $9,405  from  423 
contributors.  It  is  anticipated  that  the  recent  mailing 
will  add  several  thousand  dollars  to  this  total.  In 
addition,  it  is  known  that  a number  of  contributions 
have  been  made  directly  to  the  AMEF  Chicago 
office  and  to  independent  alumni  fund  campaigns 
conducted  by  medical  schools.  T he  total  contribu- 
tions from  these  sources  will  be  credited  to  the 
Connecticut  campaign,  but  this  information  will  not 
be  available  until  early  1956. 

Television  Committee  Announces  New 
Health  Education  Series 

A new  1 3 week  series  of  health  education  telecasts 
has  been  announced  by  the  Connecticut  TV  Com- 
mittee for  Health  Education. 

The  series  will  originate  in  the  studios  of 
WGTH-TV,  Hartford  (Channel  18)  starting 
Thursday,  January  5,  3:45-4:00  p.  m.  and  continuing 
weekly  at  the  same  time.  Titled  “Accent  on  Living,” 
the  telecasts  will  be  similar  in  format  to  those  that 
have  been  sponsored  by  the  committee  during  the 
past  two  years  on  WKNB-T  V New  Britain  and 
WNHC-TV  New  Haven.  The  committee  com- 
prises representatives  from  17  statewide  health  or- 
ganizations and  television  stations  and  is  organized 
to  provide  authoritative  health  information  for  tele- 
vision viewers. 

The  new  series  will  be  inaugurated  with  the  pro- 
gram “Working  With  Your  Heart”  and  wiil  be 
produced  in  cooperation  with  the  Connecticut 
Heart  Association,  one  of  the  17  member  organiza- 
tions of  the  committee. 
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Other  telecasts  and  their  sponsoring  organizations 
will  be  as  follows:  January  12— “Cancer,”  Con- 
necticut Division  American  Cancer  Society;  January 
19— “Tackling  Speech  Problems,”  Connecticut 
Society  for  Crippled  Children  and  Adults;  January 
26— “Problems  of  Alcoholism,”  Connecticut  State 
Department  of  Health  and  Connecticut  Commission 
on  Alcoholism;  February  2— “The  Family  Medicine 
Cabinet,”  Connecticut  State  Medical  Society;  Febru- 
ary 9— “Mental  Health,”  Connecticut  Association 
for  Mental  Health;  February  16— “Home  Care  of 
the  Sick  Child,”  Connecticut  League  for  Nursing; 
February  23— “Rheumatism,”  Connecticut  Chapter 
Arthritis  and  Rheumatism  Foundation;  March  1 — 
“Cerebral  Palsy,”  Cerebral  Palsy  Association  of 
Greater  Hartford  and  the  Connecticut  Tuberculosis 
Commission;  March  8— “T  uberculosis,”  Connecticut 
Tuberculosis  Association;  March  1 5— “Eyesight,” 
Connecticut  Chapter,  National  Society  for  Preven- 
tion of  Blindness. 

New  Haven  Medical  Association  Originates 
Unusual  Program  Announcement 

A unique  card  was  mailed  to  members  of  the 
New  Haven  Medical  Association  to  announce  a 
panel  discussion  scheduled  for  the  association's 
December  7 meeting.  The  card,  measuring  5"  by  8", 
announced  the  topic  of  the  panel  discussion  as  “914 
Abnormal  Chest  Films.”  Lending  emphasis  to  the 
announcement  was  an  actual  2 Vi  " chest  film  inserted 
in  a cutout  portion  of  the  card.  The  idea  is  one 
which  might  be  used  successfully  by  other  local 
associations  for  meetings  of  this  type. 

Films  on  Mental  Health 

Mental  health  films  developed  by  the  Smith,  Kline 
& French  Laboratories  are  now  available  on  a loan 
basis,  cost  free.  A two  reel,  fifty  minute,  filmed 
version  has  been  prepared  of  the  closed  circuit 
television  clinical  conference,  “Mind  and  Medicine,” 
which  was  produced  under  sponsorship  of  both  the 
American  Medical  Association  and  the  American 
Psychiatric  Association.  SKF  has  a documented  film 
showing  ten  case  histories  of  patients  before  and 
after  treatment  with  chlorpromazine  for  professional 
groups. 


It  is  requested  that  county  medical  societies  de- 
siring to  use  these  films  on  a loan  basis,  allow  at 
least  one  month’s  time  to  insure  availability  for 
specific  dates.  By  writing  to  the  company,  a form 
can  be  secured  upon  which  requests  for  these  films 
may  be  made. 

Requests  should  be  addressed  to  Miss  Shirley 
Winters,  Film  Center,  Smith  Kline  & French  Lab- 
oratories, Philadelphia  1,  Pennsylvania. 

Medical  Progress 

A recent  editorial  in  the  Bridgeport  Post  urges 
readers  to  properly  evaluate  the  progress  of  modern 
medical  and  hospital  care  which  is  a heritage  of  the 
American  community  too  often  taken  for  granted. 

“Many  among  us,”  the  editorial  reads  “are  prob- 
ably missing  something  in  the  area  of  vital  informa- 
tion through  our  failure  to  understand  the  amazing- 
progress  being  made  in  hospitalization  and  medical 
care.  We  often  hear  talk  of  the  ‘wonder  drugs,’ 
and  of  the  completion  of  specific  operational  tech- 
niques which  are  far  out  of  range  of  the  normal 
practice. 

“We  even  know  that  the  pills,  prescriptions, 
liquids,  powders,  lozenges  and  other  treatments  with 
which  druggists’  bottles,  packages  and  cabinets  are 
filled  would  have  to  be  counted  in  the  millions. 
Science  has  expanded  its  hand  in  the  prescription 
field  so  extensively  that  the  treatment  of  human  ail- 
ments can  now  be  approached  from  an  almost  un- 
limited number  of  angles.” 

The  editorial  concludes  that  “there  are  some 
mighty  important  fundamentals  which  the  public 
ought  to  understand  in  order  to  get  a true  picture 
of  the  modern  hospital  and  the  people  who  serve  in 
it  constitute  a surprisingly  efficient  organization.” 


News  from  County  Associations  will  be 
found  in  the  new  department  called  Around 
the  State.  Other  new  departments  beginning 
in  this  issue  include  Insurance  and  the  Physi- 
cian and  case  reports  from  the  Society’s  Com- 
mittee to  Study  Maternal  Mortality  and  Mor- 
bidity. 
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“Retrolcntal  Fibroplasia  in  Nebraska”  is  the  sub- 
ject of  an  interesting  discussion  by  1 ruhlsen  in  the 
Nebraska  State  Medical  Journal  (40:8,  pp.  293-295). 
Of  the  known  blind  children  in  Nebraska  of  pre- 
school age,  49  per  cent  are  blind  because  of  retro- 
lental  fibroplasia.  This  situation  is  not  unique  in  the 
State  of  Nebraska.  According  to  the  author,  retro- 
lental  fibroplasia  accounts  for  the  blind  of  preschool 
age  in  Maryland  and  Connecticut  89  per  cent,  in 
Texas  85  per  cent,  in  California  80  per  cent  and  in 
N ew  York  State  60  per  cent. 

The  rise  of  retrolental  fibroplasia  to  epidemic 
proportions  in  many  states  emerged  when  hospitals 
began  to  expose  all  or  most  premature  babies  to  a 
high  oxygen  atmosphere  in  efficient  new  incubators. 
Often  the  atmosphere  used  was  more  than  50  per 
cent  oxygen  (contrasted  with  21  per  cent  in  ordi- 
nary air). 

Terry  of  Boston  first  described  retrolental  hyper- 
plasia in  1940.  It  has  taken  fourteen  years  to  solve  a 
problem  that  in  retrospect  seems  fairly  simple.  Many 
research  men  of  ability  have  contributed  the  clues 
which  finally  assembled  the  pieces  into  a pattern 
that  is  recognizable.  The  real  paradox  of  the  situa- 
tion lies  in  the  fact  that  many  premature  infants 
show  unmistakable  evidence  of  oxygen  deficiency. 

About  the  year  1951  experiments  conducted  on 
animals  showed  that  long  exposure  to  high  concen- 
trations of  oxygen  irritated  the  lungs  to  the  point 
where  many  of  the  terminal  air  sacks  of  the  lung 
degenerated;  and  a further  study  on  rabbits  kept 
in  an  oxygen  atmosphere  for  several  days  showed  a 
steadily  increasing  deficiency  of  oxygen  in  their 
blood,  leading  to  suffocation.  Beck-Freysing  at 
about  this  time  pointed  out  that  too  rich  an  oxygen 
atmosphere  “acts  simultaneously  as  a poison  and  as 
a therapeutic  agent.”  Since  the  blood  vessels  that 
nourish  the  retina  develop  during  the  fifth,  sixth 
and  seventh  months,  the  vision  of  the  premature 
infant  is  particularly  vulnerable  during  this  period. 
Any  severe  injury  to  the  growing  capillaries  during 
this  time  may  well  result  in  blindness. 

Today  (1956)  physicians  and  hospitals  are  aware 
of  the  fact  that  when  oxygen  is  administered  to  the 
premature  infant,  it  should  be  balanced  carefully  to 


the  infants  needs  and  capacity.  Oxygen  therapy 
should  not  be  given  routinely.  After  48  hours 
oxygen  should  be  restricted  entirely  or  limited  to  as 
little  as  is  compatable  with  the  critical  need  of  the 
infant.  The  commonly  accepted  ceiling  in  1956  is 
an  atmosphere  with  no  more  than  40  per  cent 
oxygen. 

Evidence  is  accumulating  that  adults  are  more 
vulnerable  to  excessive  oxygen  than  infants.  Oxygen, 
like  so  many  valuable  therapeutic  agents,  must  be 
administered  with  wisdom  and  with  a due  regard 
for  the  fact  that  in  careless  hands  it  can  be  an 
agent  that  acts  as  a poison.  John  Priestly  200  years 
ago  conjectured  that  man  might  be  in  trouble  if 
“this  pure  kind  of  air”  became  “a  fashionable  article 
of  luxury.” 

# # # # 

Cohen  and  Nabatoff  find  that  the  management  of 
varicose  veins  on  a semiambulatory  basis  has  saved 
many  industrial  work  hours.  (“The  Surgical  Man- 
agement of  Varicose  Wins  on  a Semi-Ambulatory 
Basis.”  Industrial  Med.  & Surg.,  24:9,  pp.  392-394). 
All  complications  of  varicose  veins  were  treated 
successfully  by  the  use  of  appropriate  elastic  band- 
ages, on  an  ambulatory  basis.  High  ligation  and 
complete  stripping  of  varicose  veins  was  carried  out 
on  a semi-ambulatory  basis.  Anesthetic  complica- 
tions and  morbidity  were  minimized  by  the  use  of 
local  anesthesia.  Only  a few  postoperative  treatments 
were  necessary  since  all  communicating  veins  w ere 
interrupted  w hen  the  saphenous  vein  w as  stripped 
out. 

* * # # 

Are  anticoagulants  too  dangerous  for  general  use 
is  a question  w hich  is  asked  by  Eisenstadt  and  Elster 
(Atner.  Prac.  & Dig.  of  Treat.,  6:7,  pp.  997-998). 
Anticoagulant  treatment  of  thromboembolic  dis- 
order is  a controversial  subject;  and  immediately 
brings  up  the  question  for  the  general  practitioner 
as  to  how  to  proceed  with  his  treatment  of  acute 
thromboembolic  accidents,  especially  acute  coro- 
nary occlusion.  The  answer  seems  to  be  that  if  he 
is  not  familiar  with  the  action  of  these  drugs  or  does 
not  have  the  necessary  laboratory  facilities,  he  would 
be  wise  to  abstain  from  their  administration.  I he 
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authors  add  that  “available  anticoagulants  have  their 
faults  and  short  comings,  but  represent  at  the  pres- 
ent time  the  best  approach  to  the  treatment  of 
thromboembolic  disorders  which  constitutes  one  of 
the  major  causes  of  serious  morbidity  and  mortality 
of  middle-aged  and  elderly  people.” 

# # # # 

Spontaneous  subarachnoid  hemorrhage  is  not  a 
very  uncommon  accident  in  adults  and  children. 
Scarcely  ten  years  ago  the  accident  usually  went 
unrecognized,  and  in  those  cases  where  the  diag- 
nosis was  established,  the  principal  treatment  was 
bed  rest  with  a prayer  that  the  bleeding  would  'top 
and  the  patient  would  survive. 

According  to  McClintock  the  symptoms  of  a 
spontaneous  subarachnoid  hemorrhage  in  the  aver- 
age case  are  so  typical  that  the  diagnosis  is  imme- 
diately suggested  (Rocky  Alt.  Med.  Jour.,  52:7,  pp. 
610-61 8).  Most  frequently  the  patient  has  been 
enjoying  excellent  health  and  suddenly  experiences 
a severe  headache,  usually  suboccipital  in  location, 
and  frequently  accompanied  with  nausea  or  vomit- 
ing. There  may  or  may  not  be  disturbances  of  con- 
sciousness. Nuchal  rigidity  usually  will  be  present 
but  perhaps  not  for  24  or  48  hours  after  the  onset. 
Subhyaloid  hemorrhage  in  the  retina  is  sometimes 
present.  Frequently  the  neurological  examination 
otherwise  will  be  normal,  although  this  is  not  always 
true. 

The  mortality  rate  with  conservative  treatment  is 
from  35  to  63  per  cent,  and  perhaps  as  high  as  65 
per  cent  of  those  that  survive  the  initial  attack  will 
die  during  subsequent  attacks.  Spontaneous  subar- 
achnoid hemorrhage  is  characterized  by  a sudden 
severe  headache,  meningeal  signs,  possibly  some 
cerebral  localizing  signs,  and  by  bloody  spinal  fluid. 
Cerebral  angiography  should  be  carried  out  prompt- 
ly. Once  the  aneurysm  has  been  located,  the  treat- 
ment is  surgical.  The  various  surgical  approaches  to 
this  condition  are  briefly  indicated  by  Dr.  McClin- 
tock. His  plea  is  that  the  practicing  physician 
recognize  quickly  the  presence  of  a spontaneous 
subarachnoid  hemorrhage  and  that  he  sees  to  it  that 
such  patients  are  promptly  placed  in  the  care  of  a 
doctor  experienced  in  the  management  of  this  con- 
dition. 

# # # * 

Myofascial  trigger  point  pain  in  the  neck  and 
shoulder  girdle  has  been  successfully  treated  by 
Sola  and  Kuttert  with  injections  of  normal  saline 
(Northwest  Med.,  54:  IX,  pp.  980-984).  A careful 


history,  a study  of  the  limitations  of  motion,  and  a 
correlation  of  these  findings  usually  were  a sufficient 
guide  in  the  search  for  trigger  points.  Careful 
palpation  usually  located  points  of  pain.  Many  non- 
contributory  trigger  points  were  found.  These  w ere 
areas  of  extreme  tenderness,  stimulation  of  which 
elicited  pain  either  localized  to  the  area  or  referred 
to  sites  other  than  those  involved  in  the  patient’s 
stated  pain  syndrome.  These  noncontributory  trig- 
ger points  were  ignored  and  the  search  continued 
until  points  were  found  having  sites  of  references 
within  the  syndrome. 

A small  needle  was  inserted  directly  into  the  trig- 
ger area;  and  one  or  two  cc.  of  normal  saline  wras 
injected.  Further  injections  were  considered  indi- 
cated if  the  patient  returned  with  reports  of  relief 
or  diminution  of  symptoms,  or  a real  change  in  the 
character  of  the  pain— from  diffuse  to  more  localized 
or  increased  spasm  in  an  individual  muscle. 

I he  authors  state  that  the  use  of  normal  saline  has 
none  of  the  disadvantages  often  associated  with  the 
use  of  local  anesthetics  but  appears  to  have  the  same 
therapeutic  value.  This  studv  is  based  on  100  cases 
treated  by  injections  of  normal  saline  solution. 

* * * * 

Mauer  reviews  the  toxic  effects  of  phenylbuta- 
zone (Butazolidin)  follow  ing  the  tw  enty-third  death 
from  this  drug  as  reported  in  recent  literature  (New 
Eng.  Jour.  Aled.,  253:10,  pp.  404-409).  Butazolidin 
is  today  widely  used  for  the  relief  of  pain  in  various 
forms  of  arthritis.  To  a certain  extent  it  has  been 
substituted  for  other  drugs  that  have  come  into 
more  or  less  common  use.  Cincophen  has  been  dis- 
carded because  of  its  adverse  effects  on  the  liver. 
Cortisone  has  been  responsible  for  serious  side  re- 
actions, which  have  been  limited  by  professional 
and  public  awareness  of  the  drug’s  unwanted  effects. 
Toxic  reactions  from  gold  have  been  held  within 
bounds  because  it  cannot  be  self  administered. 
Aminopyrine  is  no  longer  used  because  of  its  disas- 
trous effect  on  the  bone  marrow. 

Butazolidin  resembles  aminopyrine  in  its  chemical 
structure.  The  reports  on  the  toxicity  of  this  drug 
are  extensive.  Serious  reactions  have  been  encoun- 
tered in  the  skin,  gastrointestinal  tract,  liver,  kidney, 
bone  marrow  and  in  other  organs.  The  reactions  do 
not  appear  to  be  related  to  dosage  or  duration  of 
treatment.  Reactions  may  occur  after  the  drug  has 
been  withdrawn.  There  are  no  known  methods  of 
predicting  an  impending  reaction.  At  present  there 
are  no  specific  means  of  treating  reactions  that  have 
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appeared.  Butazolidin  has  no  curative  powers.  1 he 
use  of  this  drug  should  he  carefully  restricted  be- 
cause of  the  frequency  of  toxic  reactions,  their 
gravity  and  the  unpredictability  of  their  occurrence. 
The  author  reports  on  the  twenty-third  fatality  as 
it  occurred  in  his  practice.  He  has  since  collected 
a twenty-fourth  case. 

# # * * 

Stenn  (III.  Med.  Jour.,  108:2,  pp.  112-116)  calls 
attention  to  a marker  in  Washington  Park,  Chicago, 
to  “Samuel  Guthrie,  m.d.  commemorating  his  dis- 
covery of  Chloroform.”  Dr.  Guthrie  wrote  to  his 
daughter  Harriett  near  the  close  of  his  life  that  “I 
made  the  first  particle  (of  chloroform)  that  was  ever 
made  and  you  are  the  first  human  being  that  ever 
used  it  in  sickness.”  There  exists  much  evidence  to 
support  the  claim,  which  Dr.  Stenn  quotes  in  some 
detail. 

Dr.  Guthrie  was  an  interesting  personality.  As  a 
young  man  he  made  a part  of  his  living  cleaning  and 
wiring  skeletons  (from  the  burial  place  for  soldiers 
killed  in  the  War  of  1812).  He  bought  a farm  in 
Smyrna,  New  York  where  he  raised  cattle,  sheep 
and  hogs,  experimented  with  a garden  and  fruit 
trees  and  built  a chemical  laboratory  which  seems 
to  have  been  importantly  devoted  to  the  production 
of  vinegar  and  alcohol.  During  the  years  1831  and 
1832  he  studied  and  reported  on  his  experience  with 
chloroform  ether.  Interestingly  enough  a number 
of  widely  separated  experimenters  were  investigat- 
ing chloroform  ether  at  about  the  same  time  but 
the  farmer-chemist-doctor,  Samuel  Guthrie,  seems 
authentically  to  have  been  the  first  to  recognize  its 
true  worth  and  to  make  a practical  application  of 
his  new  found  knowledge. 

It  is  probable  that  most  doctors  viewing  the  simple 
marker  to  Dr.  Samuel  Guthrie  in  a park  in  Chicago 
would  not  wonder  what  “Guthrie”  did  to  deserve 
such  a distinction;  and  perhaps  a still  smaller  num- 
ber of  us  would  realize  that  the  name  marked  a mile- 
stone in  the  progress  of  medicine. 


AM  A CLINICAL  SESSION  (Cont.  from  p.  61) 

action  in  which  the  difficulties  of  communicating 
such  information  jeopardized  the  soundness  of  legis- 
lation subsequently  enacted  to  provide  Social  Secur- 
ity benefits. 

Other  speakers  at  the  afternoon  session  were 


Leonard  E.  Read,  Irvington-on-Hudson,  New  York, 
president,  foundation  for  Economic  Education  and 
\ . C.  Royster,  New  York  City,  New  York,  senior 
associate  editor.  Wall  Street  Journal. 

In  developing  his  address  on  free  enterprise, 
Senator  Bennett  said  that  the  faith  of  the  American 
people  in  their  economic  and  political  future  had 
been  deeply  shaken  by  the  depression  of  1929-1933 
and  that  following  this  period  a belief  in  centralized 
government  control  which  had  grown  in  other 
countries  began  its  ascendency  in  the  United  States. 

“But  now  the  tide  has  turned  again,”  he  declared, 
“and  the  forces  of  personal  liberty  are  rising,  and 
will  continue  to  rise,  if  we  can  match  the  opportu- 
nity with  potent  individual,  private  leadership.  The 
people  are  eager  for  a change.  They  have  discovered 
the  age-old  weaknesses  and  dangers  of  the  centrali- 
zation of  power,  but  they  cannot  completely  forget 
their  disappointment  at  our  failure  of  a decade  ago. 
I hey  want  to  believe  in  us— are  eager  to  follow  us— 
but  must  be  convinced. 

“There  are  still  many  important  human  problems 
to  be  wrestled  with,  and  they  are  waiting  to  see  who 
takes  the  initiative  and  provides  the  leadership  for 
their  solution. 

“1.  The  problem  of  old  age  security  has  pretty 
well  moved  into  the  domain  of  the  central  govern- 
ment, hut  there  are  still  great  gaps  in  the  defense— 
which  wise  private  leadership  can  fill. 

“2.  I he  problem  of  national  and  individual  health 
is  also  in  the  public  attention,  and  concerns  you 
directly  more  than  any  other. 

“This  involves  not  only  the  socialization  or 
nationalization  of  the  actual  practice  of  medicine, 
but  the  future  of  research  in  medicine,  and  the 
problems  of  hospitalization.  Thus  far  the  retreat  to 
centralization  has  been  limited,  but  the  pressure  for 
such  action  has  been  persuasive  and  persistent,  and 
the  challenge  is  always  a threat. 

“Is  free  medicine,  as  a part  of  free  enterprise,  here 
to  stay-  Of  course  it  is— at  least  to  some  degree.  But 
I believe  the  vitality  and  extent  of  that  freedom 
depends  on  the  same  force. 

"Is  free  enterprise  here  to  stay?  Of  course  it  is! 
But  will  it  again  become  the  dominant  force  in 
American  life?  I’m  sure  it  will  if  all  of  us  with  the 
capacity  and  opportunity  will  unite  to  build  and 
activate  a vigorous  local  leadership  for  the  solution 
of  our  basic  problems  at  the  community  level.” 
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Connecticut  Academy  of  General  Practice 

The  Connecticut  Academy  of  General  Practice 
held  their  annual  meeting  at  the  Oakdale  Tavern  on 
N ovember  17,  1955.  The  following  officers  were 
elected:  President,  Jacques  Yorsi,  Darien;  President 
Elect,  Richard  Elgosin,  Hamden;  Secretary-Treas- 
urer, Peter  J.  Scafarello,  Hartford;  Board  of  Direc- 
tors (3  year  term),  Norman  Markley,  Hartford. 

Present  members  of  the  Board  of  Directors  are 
Edwin  Trautman  of  Trumbull  and  Harold  Von 
Glahn  of  Old  Lyme.  Delegates  to  the  National  Con- 
vention which  is  to  be  held  in  Washington,  D.  C., 
are  Michael  Palmieri  of  New  Haven  and  Peter 
Scafarello  of  Hartford. 

The  following  men  were  admitted  to  active  mem- 
bership in  the  American  Academy  of  General  Prac- 
tice: Robert  P.  Gerety,  Fairfield;  Edward  J.  Geretv, 
Fairfield;  Vincent  D.  O’Neil,  Newington;  Morris 
S.  Wineck,  Hartford;  Charles  W.  Chace,  Middle- 
town;  Seymour  Miller,  Hartford;  Joseph  C.  Barry, 
Manchester;  William  J.  Beard,  Waterburv. 

Members  of  the  Connecticut  Academy  of  General 
Practice  are  now  making  arrangements  to  attend 
the  National  meeting  that  is  to  be  held  in  Washing- 
ton, D.  C.  March  19  to  March  22,  inclusive.  About 
50  members  are  planning  to  attend  this  meeting. 
Headquarters  for  the  Connecticut  group  will  be 
the  Mayflower  Hotel. 

A T.B.  symposium  is  being  planned  for  the  Hart- 
ford County  Chapter  of  the  Connecticut  Academy 
of  General  Practice  to  be  held  at  the  Cedarcrest 
Sanitarium  in  April.  This  will  be  an  all  day  session 
starting  at  10  a.  m.  and  continuing  throughout  the 
day.  There  will  be  papers  on  the  latest  medical  and 
surgical  treatment  of  tuberculosis,  review  of  x-ray 
plates  of  both  minor  and  advanced  cases  of  tubercu- 
losis, and  rehabilitation  of  the  treated  case.  There 
will  be  a two  hour  panel  discussion  during  the 
afternoon.  A tea  and  bridge  will  be  held  for  the 
doctors’  wives.  A complete  program  w ill  be  pub- 
lished in  the  Journal  in  the  near  future. 

The  American  Academy  of  General  Practice, 
Hartford  County  Chapter,  held  its  annual  dinner  at 
the  Manga  Reva  Supper  Club  on  Thursday,  No- 


vember 10,  1955.  Dr.  Thomas  M.  Feeney  was  one 
of  the  invited  guests.  Mr.  Stanley  I.  Lacov,  a member 
of  the  New  York  Bar,  spoke  on  “What  Have  We 
Accomplished  in  Medical  Ethics.’’ 

The  food  and  drinks  were  enjoyed  by  more  than 
twenty-five  couples.  Joseph  Raffa  and  Siegfried  S. 
Schatten  were  in  charge  of  the  affair.  Daniel  N. 
Markley,  the  president,  gave  a short  talk  and  pre- 
sented inscribed  gavels  to  the  three  past  presidents: 
William  H.  Pomeroy,  John  M.  Monacella,  and 
Michael  J.  Devito.  This  w as  followed  by  dancing. 

During  the  past  year  the  following  men  have  been 
admitted  to  active  membership  in  the  American 
Academy  of  General  Practice  and  its  component 
State  chapter:  John  C.  Barry,  Nicholas  A.  Marzialo, 
Herbert  E.  Snyder,  William  I).  Stroud,  Manchester; 
Alexander  Marsh,  Seymour  Miller,  Morris  S. 
Wineck,  Hartford. 

Know  Your  Members  of  Congress 

Connecticut  Congressional  Districts, 

84TH  Congress 

senators 

Prescott  Bush  (R) Greenwich 

William  A.  Purtell  (R)  West  Hartford 

Washington  address:  Senate  Office  Building. 

representatives 

DISTS. 

1.  Thomas  J.  Dodd  (D)  West  Hartford 

2.  Horace  Seely-Brown,  Jr.  (R).  Pomfret  Center 

3.  Albert  W.  Cretella  (R)  Clintonville 

4.  Albert  P.  Morano  (R) Greemvich 

5.  James  1\  Patterson  (R)  Naugatuck 

AT  LARGE 

Antoni  N.  Sadlak  (R)  Rockville 

Washington  address:  House  Office  Building. 

Connecticut  Regional  Blood  Program 

During  the  month  of  November  the  collection  of 
blood  in  the  Program  from  mobile  units  was  ex- 
tremely satisfactory,  being  7,200,  a figure  only 
exceeded  by  April  of  this  year.  It  is  difficult  to 
understand  why  some  months  are  better  than  others. 
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1 his  points,  however,  to  the  necessity  for  continu- 
ous education  of  the  public  that  blood  is  perishable 
and  that  supplies  must  be  continually  replenished. 
A study  recently  was  made  of  the  percentage  of 
people  giving  blood  for  the  first  time.  This  appears 
to  have  leveled  off  at  about  20  per  cent  of  total 
donations,  a figure  which  on  the  surface  appears 
satisfactory.  It  is,  however,  doubtful  whether  this 
percentage  is  high  enough  to  maintain,  for  the  in- 
definite future,  the  Blood  Program  on  a volunteer 
donor  basis.  Every  effort,  therefore,  w ill  have  to  be 
made  to  encourage  new  people  to  donate  blood  for 
their  protection  and  the  protection  of  their  families. 


JULY  1, 1955 
THROUGH 
NOVEMBER  NOVEMBER 


‘955  3°,  ‘955 

DONORS 

Donors  accepted  8,087  35,1585 

Donors  rejected  893  5,085 

Donors  registered  8,980  40,770 

BLOOD  ISSUED  TO  HOSPITALS  PINTS 

To  Connecticut  hospitals  from  center  6,233  28,183 

Blood  collected  by  hospitals 887  4,705 

To  out  of  state  hospitals 2 1 648 


7-‘4‘  33,536 

PROCESSING  AT  CENTER 


Processed  into  fresh  frozen  plasma 42  292 

Processed  into  packed  cells 3 22 

Processed  into  liquid  plasma 936  4,408 

981  4,722 

Discarded — unfit  and  broken 44  165 

Grand  Total — distribution  of  blood....  8,166  38,423 

Blood  returned  to  center  for  process- 
ing into  plasma  and  fractions 721  3,. 448 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 100  210 

Fresh  frozen  plasma  (125  cc.) 96  460 

Serum  albumin  (100  cc.) 157  608 

Serum  albumin  (20  cc.) o 47 

Immune  serum  globulin  (2  cc.) 40  65 

Packed  red  cells 3 22 


tribute  was  paid  to  Paul  B.  Kennedy  who  has  been 
in  practice  in  Derby  for  59  years.  Others  honored 
were  Carmen  I . Pepe,  William  1 1.  Treat,  Anthony 
1'.  Alu  and  Samuel  B.  Rentsch.  Honored  in  absentia 
were  Edward  J.  Finn,  George  1).  Burns,  Edward  J. 
Lynch  and  John  M.  Renehan. 

Oscar  Rogol  retired  as  president  of  the  Associa- 
tion and  was  succeeded  by  Ralph  H.  Edson. 

Dr.  Klumpp  Heads  Commission  Forum  on 
Chronic  Illness 

I heodore  G.  Klumpp,  president  of  Winthrop- 
Stearns,  Inc.,  and  a member  of  the  Connecticut  State 
Medical  Society,  will  be  chairman  of  the  1956 
National  Health  Forum  of  the  National  Health 
Council  of  which  is  a vice  president.  He  is  also 
treasurer  and  a director  of  the  Commission  on 
Chronic  Illness.  The  Forum  will  be  held  in  New 
York  City,  March  21  and  22,  1956. 

Dr.  Klumpp’s  appointment  is  especially  appro- 
priate since  the  1956  Forum  will  concern  itself  w ith 
chronic  illness.  The  National  Health  Council’s  Board 
of  Directors  has  requested  that  next  year’s  Forum 
“identify  specific  activities  under  way  to  improve 
the  care  of  the  long-term  patient’’  and  “point  up 
community  responsibility  for  concerted  action  on 
chronic  illness.” 


John  Dugan  of  New  Haven  Vice  President 
of  Pharmaceutical  Association 

American  Pharmaceutical  Association  Offices  in 
Washington  have  announced  results  of  mail  ballot- 
ing in  election  of  national  officers.  President  Elect 
is  John  A.  MacCartney,  of  Detroit,  a manufacturing 
pharmacist.  New  vice  presidents  are  Ronald  Y. 
Robertson  of  Spokane  and  John  J.  Dugan  of  New 
Haven,  both  practicing  pharmacists.  Installation 
will  be  at  annual  convention  in  Detroit  the  week  of 
April  8,  1956.  Retiring  president  of  A.Ph.A.  is  John 
B.  Heinz  of  Salt  Lake  City. 


Naugatuck  Valley  Physicians  Honored 

Physicians  in  Derby  and  surrounding  towns  who 
have  been  practising  medicine  for  25  years  or  more 
were  honored  at  a dinner  recently  given  by  the 
Lower  Naugatuck  Valley  Medical  Association. 
Oliver  E.  Stringfield,  president  of  the  State  Medical 
Society,  was  the  speaker  of  the  evening.  Particular 


Fairfield  County 

Robert  W.  MacCallmont  has  been  appointed  full 
time  director  of  health  for  the  Town  of  Westport. 

The  Board  of  Trustees  of  the  Fairfield  County 
Medical  Association  recently  gave  its  endorsement 
to  the  automotive  crash  injury  research  program  to 
be  undertaken  on  the  Merritt  Parkway  this  month 
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C.  Frederick  Yeager,  m.d.  (right)  receives  citation  from  Edward  P.  Chester,  member 
of  the  Connecticut  Committee  for  the  Employment  of  the  Physically  Handicapped 
while  President  Stringfield  looks  on 


under  the  coordination  of  the  Department  of  Public 
Health  and  Preventive  Medicine  of  Cornell  Univer- 
sity Medical  College.  The  latter  program,  an  official 
activity  of  the  Connecticut  State  Police,  functions 
also  w ith  the  approval  of  the  Council  of  the  Con- 
necticut State  Medical  Society.  The  research  team 
has  made  known  its  methods  of  operation  to  hos- 
pitals and  their  staff  physicians  and  the  cooperation 
desired.  Data  produced  by  the  survey,  according  to 
a research  team  spokesman,  can  be  used  to  make  a 
substantial  reduction  in  the  annual  toll  of  automotive 
crash  injuries. 

News  Capsule,  monthly  publication  of  The  Fair- 
field  County  Medical  Association,  concluded  its  first 
12  months  of  operation  in  December.  The  Editorial 
Board  is  comprised  of  members  of  the  Public  Rela- 


tions Committee,  D.  Olan  Meeker,  Riverside,  chair- 
man. The  publication  contained  an  average  of  19 
pages  throughout  the  year  and  is  now  a member  of 
The  County  Medical  Society  Medical  Group,  a 
national  clearing  house  for  advertisers  in  county 
medical  journals. 

Hartford  County 

James  J.  Hennessey  of  Hartford,  a prominent 
chest  specialist,  was  honored  recently  at  the  50th 
anniversary  dinner  meeting  of  the  Greater  Hartford 
Tuberculosis  and  Public  Health  Society.  The  pre- 
sentation of  a gift  and  scroll  by  members  and  friends 
of  the  Society  w7as  a surprise  to  Dr.  Hennessey.  The 
scroll  paid  tribute  “to  his  many  years  of  outstanding 
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devotion  and  service  to  the  development  of  the 
program  and  the  effectiveness  of  the  society.  ’ It 
further  stated,  “1  le  has  earned  bv  his  unselfishness, 
his  giving  of  himself  and  his  exceptional  abilities, 
our  respect,  admiration  and  friendship."  Since  the 
bulk  of  the  society’s  work  is  done  by  volunteers, 
Dr.  Hennessey  was  chosen  as  an  outstanding  example 
of  community  service  to  honor  all  volunteer 
workers. 

Francis  J.  Braceland,  psychiatrist  in  chief  of  the 
Institute  of  Living,  has  been  awarded  La  Salle  Col- 
lege’s  Signum  Fidei  Medal  for  his  advancement  of 
Christian  principles.  The  award,  made  by  college’s 
Alumni  Association,  cited  Dr.  Braceland  for  “ex- 
cellent research  into  the  overwhelming  psychiatric 
problems  besetting  man  in  this  age  of  anxiety.” 

The  Hartford  Times  recently  carried  an  illus- 
trated account  of  Harry  L.  F.  Locke’s  activities  in 
the  field  of  tuberculosis,  especially  among  children. 
Dr.  Locke  was  president  of  the  Greater  Hartford 
Tuberculosis  and  Public  Health  Society  from  1931- 

1 93  2 • 

Sinclair  S.  Levine  of  Hartford,  one  of  that  city’s 
oldest  practising  physicians,  died  November  14, 
1955  at  Mt.  Sinai  Hospital,  Hartford. 

Alan  A.  Dun  of  Newington  has  been  appointed 
director  of  health  of  that  town. 

Mortimer  E.  Moriarty  has  been  appointed  Chief 
of  Medicine  at  the  Manchester  Memorial  Hospital. 

Middlesex  County 

William  Y.  Chen  has  been  appointed  full  time 
director  of  health  of  Middletown  succeeding  John 
J.  Korab  who  served  as  acting  director  for  several 
months. 

William  Chen  attended  the  annual  meeting  of  the 
American  Public  Health  Association  at  Kansas  City, 
M issouri  in  mid-November. 

Among  our  members  who  attended  the  AMA 
Clinical  Sesssion  at  Boston  were  Norman  Gardner, 
Emily  Pierson,  Harold  Speight  and  F.  Erwin  1 racy. 

Harry  Knight  was  recently  elected  to  the  Execu- 
tive Committee  of  the  American  Urological  Associa- 
tion. 

On  December  9 and  10  James  Glessner  and  Walter 
Nelson  took  a course  on  the  shoulder  at  Lenox 
Hill  Hospital  in  New  York.  (Ed.  Hope  their 
shoulder  feels  better  than  mine.) 

Emily  M.  Pierson  of  Cromwell  was  given  a cita- 


tion at  a dinner  tended  in  her  honor  on  December  6 
by  the  Cromwell  Home  Club  for  her  “outstanding 
work  as  health  officer  for  nearly  30  years.”  Dr. 
Pierson  is  said  to  have  resigned  as  health  officer  of 
Cromwell  last  summer  in  protest  over  a proposed 
housing  development  considered  by  her  unsuitable 
for  sanitary  reasons. 

New  Haven  County 

Clements  C.  Fry,  psychiatrist  in  chief  of  the  Yale 
Department  of  University  Health  and  lecturer  in 
psychiatry  and  mental  hygiene  at  Yale,  died  on 
November  24,  1955  at  Gaylord  Farms  Sanatorium, 
Wallingford  after  a long  illness.  Dr.  Fry  was  noted 
for  his  work  on  mental  health  among  college  stu- 
dents and  was  responsible  for  making  the  Yale 
health  unit  one  of  the  nation’s  best  in  handling 
emotionally  disturbed  youth.  Within  the  last  few 
months,  he  had  received  two  outstanding  awards 
for  his  long  service  in  his  chosen  field.  In  June 
Michigan  State  College,  celebrating  its  centennial, 
honored  him  with  a Centennial  Award  for  “out- 
standing contributions  to  society  and  for  achieving 
distinction  in  endeavors,  and  for  setting  the  highest 
standards  of  accomplishment.”  The  medal  accom- 
panying the  citation  was  presented  to  Dr.  Fry  in 
absentia.  This  fall  Dr.  Fry  also  received  the  first 
citation  ever  awarded  by  the  Connecticut  Associa- 
tion for  Mental  Hygiene  for  his  long  and  distin- 
guished service. 

Grace-  N ew  Haven  Community  Hospital  has  an- 
nounced the  appointment  of  Robcliff  V.  Jones,  Jr., 
Otto  Goldkamp,  and  George  Dorian  to  its  staff  in 
the  Department  of  Physical  Medicine  and  Rehabili- 
tation. Both  Drs.  Goldkamp  and  Dorian  are  mem- 
bers of  the  Hartford  County  Medical  Association 
and  the  Connecticut  State  Medical  Society. 

New  London  County 

At  the  monthly  dinner  meeting  of  the  Lawrence 
& Memorial  Associated  Hospitals,  held  on  Novem- 
ber 17,  1955,  the  speaker  was  Joseph  Rosethol,  pro- 
fessor of  medicine,  Tufts  University  School  of 
Medicine,  and  chief  of  the  diabetes  clinic  at  Boston 
Dispensary.  Fie  spoke  on  “Common  Complications 
of  Diabetes.” 

The  regular  monthly  meeting  of  the  staff  of  the 
William  W.  Backus  Hospital  was  held  on  December 
8,  1955  in  the  clinic  building.  Levin  Waters,  asso- 
ciate professor  of  pathology  at  Yale  University 
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School  of  Medicine,  spoke  on  “The  Current  Con- 
cepts of  Arteriosclerosis.” 

The  monthly  meeting  of  the  New  London  County 
.Medical  Association  was  held  Thursday,  December 
i,  1955  at  the  Mohican  Hotel,  New  London.  John 
McLean  Morris,  associate  professor  of  obstetrics 
and  gynecology  at  Yale  University  School  of  Medi- 
cine, spoke  on  “The  Management  of  Vaginal  Bleed- 
ing.” 

Tolland  County 

At  the  165th  semi-annual  meeting  of  the  Tolland 
County  Medical  Association  held  in  Somers,  Ed- 
mund R.  Zaglio  of  Manchester  spoke  on  “Newer 
Thoughts  on  Upper  and  Lower  Extremity  Pathol- 
ogy.” 

Windham  County 

Walter  Rowson,  Jr.  of  North  Grosvenordale  left 
practice  July  1,  1955  to  start  a four  year  surgical 
residency  at  Hartford  Hospital. 

In  recent  months  there  have  been  two  new  mem- 
bers added  to  the  professional  staff  of  The  Windham 
Community  Memorial  Hospital,  Willimantic. 
Samuel  B.  Burgess,  who  was  formerly  at  The  New 
Britain  Hospital  and  then  at  State  Veterans  Hospital, 
Rocky  Hill,  has  been  engaged  by  the  hospital  to 
direct  the  Pathology  Department.  Thomas  Mahan, 
formerly  at  the  Maine  General  Hospital,  Portland, 
Maine,  has  joined  the  Department  of  Anesthesi- 
ology. 

The  new  x-ray  wing  at  The  Windham  Com- 
munity Memorial  Hospital,  Willimantic  has  been 
completed  and  now  offers  greatly  expanded  facilities. 

Yale  University  School  of  Medicine 

The  Tommy  Memorial  Fund  has  given  the  Yale 
School  of  Medicine  $6,000  for  leukemia  research. 
The  grant  is  the  second  given  to  Yale  by  the  Fund 
which  is  sponsored  by  the  firemen  in  New  Britain. 
The  first  grant  of  $X,ooo  was  made  in  December, 
>953- 

This  new  grant  of  $6,000  will  be  turned  over  to 
Dr.  Milton  J.  E.  Senn,  chairman  of  the  Yale  Depart- 
ment of  Pediatrics,  and  to  Dr.  David  H.  Clement, 
associate  clinical  professor  of  pediatrics,  a specialist 
in  the  field  of  leukemia  research  and  treatment.  T he 
Tommy  Fund’s  first  grant  to  Yale  was  also  turned 
over  to  these  two  men  and  has  helped  support  a 
continuing  study  of  new  drugs  in  the  treatment  of 
leukemia.  1 his  study  has  been  carried  on  chiefly  in 
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the  Pediatrics  Clinic  of  the  Yale-New  Haven  Medi- 
cal Center. 


CONFERENCE  ON  MENTAL  HEALTH 

( Com.  from  p.  47 ) 

come  into  the  picture  because  there  are  more  allies 
in  psychiatry  than  in  any  other  medical  specialty. 

STATUS  OF  JOINT  COMMISSION  ON  MENTAL  ILLNESS 
AND  HEALTH 

Dr.  Kenneth  E.  Appel,  former  president  of  the 
American  Psychiatric  Association  and  president  of 
the  Joint  Commission,  stated  that  the  Joint  Commis- 
sion is  to  assess  the  current  situation  in  this  entire 
field  by  determining  the  resources,  methods  and 
practices  of  prevention,  treatment  and  rehabilitation 
in  the  field  of  mental  illness  and  to  develop  recom- 
mendations from  the  standpoint  of  a new  look,  new 
perspectives  and  possibly  new  patterns.  Four  to  five 
per  cent  of  the  200,000  physicians  in  the  United 
States  are  psychiatrists  and  this  small  percentage  has 
the  responsibility  of  trying  to  give  treatment  to 
more  than  50  per  cent  of  the  patients  occupying 
hospital  beds  and  over  9,000,000  patients  out  of  hos- 
pitals. T here  is  less  money  for  research  in  nervous 
and  mental  diseases  than  the  oil  companies  spend  to 
reduce  friction  in  their  oil. 

The  group  suggested  several  proposals  for  the 
consideration  of  the  Committees  on  Mental  Health 
of  the  various  State  Medical  Associations.  Each 
State  Medical  Society  Mental  Health  Committee 
should  appoint  a member  as  the  liaison  to  the 
Woman’s  Medical  Auxiliary  Mental  Health  Com- 
mittee. Each  County  Medical  Society  should  have  a 
mental  health  committee.  The  woman’s  auxiliaries 
should  work  w ith  the  State  Mental  Health  Associa- 
tion. 

RESOLUTIONS 

Resolution  No.  1,  passed  unanimously,  referred 
to  the  desirability  of  each  State  Medical  Association 
to  appoint  on  its  Mental  Health  Committee  a repre- 
sentative of  surgery,  internal  medicine,  pediatrics, 
general  practice,  psychiatry  and  other  specialists. 
These  members  to  be  appointed  for  three  to  five 
year  periods  and  one  member  to  be  replaced  an- 
nually. 

Resolution  No.  2,  which  had  a slight  majority 
support,  calls  for  the  group  supporting  legal  certifi- 
cation of  clinical  psychologists  with  a restrictive 
clause  similar  to  the  one  in  the  New  Jersey  bill. 
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Comments  on  "A  Plea  Against  Blind  Fear 
of  Cancer” 

To  the  Editor: 

Dr.  George  Crile’s  article  “A  Plea  Against  Blind 
Fear  of  Cancer”  that  appeared  in  the  October  31, 
1955  edition  of  Life  is  one  that  should  have  been 
written  long  ago.  He,  poor  soul,  will  be  damned 
high  and  low  from  here  to  Timbuktu  by  the  lay- 
men who  control  the  American  Cancer  Society  and 
other  such  organizations  that  must  continuously 
stir  up  the  fear  of  cancer  in  order  to  stimulate  the 
public  to  give  in  ever  increasing  amounts  of  money 
for  the  so-called  control  of  cancer.  It  certainly 
won’t  help  their  cancer  fund  raising  agencies  if  the 
public  learns  that  the  incidence  of  cancer  and  its 
cure  remains  practically  the  same  today  as  it  did 
twenty  years  ago  in  spite  of  the  millions  of  dollars 
that  have  been  expended  by  these  organizations  for 
cancer  control.  The  theory,  that  the  act  of  raising 
and  spending  more  and  more  money  for  the  investi- 
gation of  the  causes  and  cure  of  cancer  will,  in  itself, 
hasten  the  solution  of  the  cancer  menace,  has  been 
proven  to  be  false.  Some  forty  or  more  years  ago 
two  Japanese  doctors  demonstrated  that  cancer  was 
caused  by  chronic  irritation— they  placed  tar  on  the 
ears  of  rabbits  and  after  prolonged  applications 
cancer  developed  where  no  cancer  had  ever  devel- 
oped before.  Scientists  rushed  to  their  laboratories 
to  find  the  one  irritant  that  causes  cancer,  but  they 
found  that  thousands  of  irritating  substances  such 
as  acids,  alkalies,  hormones,  viruses,  bacteria,  fungi, 
etc.,  etc.,  will  cause  cancer.  The  experiments  have 
been  interesting  and  had  to  be  performed,  but  there 
is  no  sense  in  repeating  these  experiments  over  and 
over  again,  pouring  more  and  more  money  down 
bottomless  rat  holes. 

Dr.  Crile  suggests  that  cancer  investigations  should 
now  be  directed  toward  basic  research.  This  re- 
search should  be  directed  towards  finding  out  ( 1 ) 
what  ingredients  make  up  a living  cell?  (2)  what 
causes  a cell  to  divide  and  duplicate  itself?  (3) 
what  stimulant  causes  a cell  to  grow  to  a certain  size 
and  shape  and  no  further?  or  (4)  what  agent  pre- 
vents further  grow  th  after  the  cell  has  reached  its 
normal  size  and  shape?  The  answers  to  these  ques- 
tions would  go  a long  way  towards  solving  the 
cancer  riddle.  This  cancer  research  should  be  under 


the  auspices  of  a government  institution  such  as 
the  National  Cancer  Institute  at  Bethesda,  Mary- 
land, where  the  National  Government  has  provided 
all  the  necessary  facilities,  including  equipment  and 
money.  The  foremost  scientists  in  the  world  should 
be  hired  to  expedite  this  investigation.  They  should 
be  organized  in  a manner  similar  to  the  group  that 
developed  the  atomic  bomb  and  instructed  to  stay 
with  the  problem  until  it  is  solved. 

Dr.  Crile  will  be  severely  criticized  for  saving 
that  there  is  no  evidence  that  immediate  treatment 
of  a cancer  is  any  more  effective  than  treatment 
given  a little  later.  This  bare  statement  is  contrary 
to  all  modern  surgical  teaching  and  every  surgeon, 
including  Dr.  Crile,  knows  that  if  by  chance,  or  by 
routine  examination,  an  early  cancer  is  found  and 
no  cancer  cells  have  spread  to  distant  organs  or 
tissue,  it  is  possible  to  remove  this  lesion  in  its  entire- 
ty and  save  the  patient’s  life,  unless  the  removal 
necessitates  the  destruction  of  some  vital  organ.  1 
believe  that  Dr.  Crile  means  that  there  are  no  signs 
of  early  internal  cancer  and  when  a cancer  starts 
to  bleed  or  to  give  off  discharges  or  to  cause  pain 
or  interferes  with  the  function  of  some  organ, 
the  cancer  is  no  longer  early  and  the  chances  are 
that  in  the  vast  majority  of  the  cases  the  cancer  cells 
have  already  extended  to  distant  organs.  If  the 
cancer  is  one  of  a type  that  does  not  tend  to  spread 
to  adjacent  tissue  or  to  metastasize  to  distant  organs, 
then  a delay  of  a few  days  or  weeks  before  operation 
or  treatment  will  not  matter.  In  the  first  instance 
the  damage  is  already  done  and  the  chances  of  cure 
are  almost  nil.  In  the  second  instance,  if  a cancer 
is  bleeding  and  ulcerated  and  is  still  localized,  it 
undoubtedly  has  been  growing  for  months  and  even 
years,  and  if  it  has  not  already  extended  beyond  the 
limits  where  it  can  be  completely  excised,  it  won’t 
extend  beyond  this  limit  in  another  few  weeks. 

Dr.  Crile  rightly  deplores  using  mutilating  opera- 
tions for  the  removal  of  local  cancer  when  the  sur- 
geon knows  that  the  cancer  has  already  extended  to 
distant  organs  where  it  can’t  be  removed.  There  is 
no  more  sense  in  subjecting  a patient  to  such  an 
operation  than  there  is  in  wasting  one’s  efforts  in 
putting  out  a fire  on  one  edge  of  a corn  field  when 
there  are  already  innumerable  small  fires  in  the  cen- 
ter of  the  field  that  can’t  be  extinguished  before  one 
or  the  other  fire  will  consume  the  whole  field. 
Operation  is  warranted  on  cancer  ( 1 ) when  it  is  still 
local  and  it  can  be  removed  in  its  entirety,  or  (2) 
when  the  cancer  is  an  unsightly  external  growth 
that  causes  distress  to  the  patient  and  to  the  family, 
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or  (3)  when  operation  on  an  advanced  cancer  is  per- 
formed to  relieve  pain  and  to  restore  the  function 
of  some  organ  so  the  patient  can  live  in  more  com- 
fort during  his  or  her  remaining  days. 

There  is  no  doubt  in  my  mind  but  that  the  propa- 
ganda that  has  been  dispensed  by  the  American 
Cancer  Society  has  caused  more  harm  than  good. 
It  has  built  up  the  fear  of  cancer  in  the  minds  of 
many  thousands  of  men  and  women  to  the  point 
where  cancer  fear  dominates  their  whole  lives, 
causes  untold  bodily  and  mental  anguish,  disrupts 
their  work,  and  home  lives,  and  takes  the  jov  out  of 
living. 

There  is  but  a small  amount  of  medical  and  sur- 
gical knowledge  that  people  should  know  if  they 
are  to  help  to  lower  the  incidence  of  cancer  and  to 
help  in  the  discovery  of  more  early  cancers  that  can 
be  cured.  This  limited  propaganda  should  be  dis- 
tributed by  the  local  or  State  Health  Departments 
working  in  harmony  with  the  Cancer  Committee 
of  the  State  Medical  Society.  It  should  be  part  of  a 
general  health  educational  program. 

Cancer  is  but  one  of  the  many  ailments  that  afflict 
the  human  race  and  its  presence  in  the  patient’s  body 
can  be  detected  just  as  well  by  the  well  trained 
medical  practitioner  as  by  a so-called  cancer  detec- 
tion clinic.  As  a rule,  there  is  no  need  for  the  per- 
formance of  numerous  costly  laboratory  tests.  A 
small  piece  of  the  tumor  examined  under  the  micro- 
scope w ill  reveal  the  diagnosis.  A careful  complete 
annual  or  semi-annual  physical  examination  by  a 
conscientious,  well  trained  physician  will  disclose 
the  presence  of  precancerous  lesions  and  early  can- 
cers, if  any  are  present,  in  all  areas  of  the  body  that 
can  be  seen  by  the  eyes  or  felt  by  the  examining 
fingers,  such  as  the  skin,  mouth,  vocal  chords, 
thyroid  gland,  breasts,  genitalia,  and  rectum.  The 
destruction  of  all  external  precancerous  lesions  by 
surgery  or  by  electrical  coagulation  would  mate- 
rially reduce  the  over-all  incidence  of  cancer.  I he 
early  external  cancers  can  usually  be  eradicated  by 
the  judicial  use  of  x-ray,  radium  and  surgery.  Un- 
fortunately there  are  no  means  of  detecting  early 
internal  cancers.  Contrary  to  common  belief,  x-ray 
examinations  not  only  do  not  reveal  early  cancers 
but  often  do  not  reveal  late  ones.  Many  of  the 
internal  cancers,  particularly  cancer  of  the  uterus 
and  cancer  of  the  rectum,  are  slow7  growing  and  stay 
localized  for  months  or  years  and  will  lend  them- 
selves to  cure  by  radium  and  surgery. 

One  nice  characteristic  of  cancer  is  that  it  is 
usually  a disease  of  old  age— more  than  one  half  of 


all  cancers  occur  in  patients  over  65  years  of  age. 
Most  of  us  are  so  tickled  to  reach  this  age  without 
being  struck  down  by  coronary  thrombosis  or  a 
cerebral  accident  that  we  refuse  to  worry  w Tether 
or  not  we  are  to  be  killed  by  a cancer.  Pneumonia 
used  to  be  considered  the  friend  of  the  aged,  but 
since  this  disease  can  now  be  cured  by  a couple  of 
shots  of  penicillin  there  is  no  better  friend  of  the 
aged  than  a quick  growing  painless  cancer. 

Dr.  Crile,  at  his  clinic  in  Cleveland,  sees  so  many 
hopeless  advanced  cancer  cases  that  he  has  lost  the 
over-all  perspective.  Here  in  Connecticut,  since  the 
State  Medical  Society  advocated  the  yearly  com- 
plete physical  examination  as  the  best  means  of  pre- 
venting disease  and  preserving  health,  there  has  been 
a decided  drop  in  the  incidence  of  cancer  of  the 
cervix  which  used  to  be  a chief  killer  of  women 
and,  when  it  does  occur,  40  per  cent  of  all  of  these 
can  be  cured.  There  is  also  an  apparent  drop  in  the 
incidence  of  cancer  of  the  skin  and  mouth,  and, 
likewise,  when  these  occur  more  and  more  are  being 
cured.  Cancer  of  the  rectum  used  to  be  a sure  killer, 
but  about  40  per  cent  of  these  are  now  being  cured 
by  better  surgery. 

I am  afraid  that  neither  Dr.  Crile’s  article  nor  my 
comments  will  remove  the  fear  of  cancer  from  the 
minds  of  the  public.  It  isn’t  really  cancer  that  the 
public  fears,  but  it  is  the  fear  of  death.  To  banish 
this  fear  one  must  develop  a philosophy  of  life  con- 
sistant  with  the  facts.  The  main  fact  is  that  we  all 
must  die  sooner  or  later.  Our  life  span  is  short  when 
compared  to  infinite  time  and  we  can't  afford  to 
waste  any  of  it.  We  should  utilize  all  our  time  to 
help  make  this  world  a better  and  happier  place  in 
which  to  live.  There  is  no  time  for  fear  if  w7e  are  to 
live  a full  life.  Fear  warps  our  minds  and  hobbles 
our  activities.  “W  e come,  we  know  not  whence,  and 
we  go,  we  know  not  whither.”  In  between  the 
whence  and  the  whither  we  enjoy  long  periods  of 
sleep  which  really  is  living  death.  It  is  a short,  pain- 
less rest  period  in  which  our  body  recuperates  its 
strength  so  we  can  enjoy  the  life  of  tomorrow.  1 he 
long  sleep  is  but  another  rest  period  in  which  our 
soul  is  released  to  go  on  forever.  We  should  all 
banish  fear  and  enjoy  each  day  to  its  full. 

Dr.  Crile’s  article  raises  so  many  debatable  ques- 
tions that  it  is  quite  evident  that  a committee  of  the 
top  medical  and  surgical  authorities  should  review 
and  re-evaluate  the  whole  cancer  program  and  make 
suggestions  for  its  improvement. 

Charles  L.  Larkin,  m.d. 
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1 he  i 2th  Annual  Conference  of  the  Presidents, 
Presidents  Elect  and  National  Committee  Chairmen 
of  the  Woman’s  Auxiliary  to  the  AMA  was  held  in 
Chicago  at  the  Hotel  Drake,  November  i to  3.  1 he 
theme  of  the  convention  was  “Active  Leadership  in 
Community  Health.” 

Following  the  call  to  order,  invocation,  pledge  of 
loyalty,  roll  call,  and  usual  reports,  Dr.  Ernest  B. 
Howard,  assistant  secretary,  AMA,  addressed  the 
Convention  on  “Social  Security  and  Disability 
Benefits.”  He  explained  the  provisions  of  Bill 
HR7225  having  to  do  w ith  the  benefits  for  disability 
and  stated  that  it  is  necessary  to  be  well  informed. 
Careful  study  is  necessary.  Time  is  of  the  essence. 

A panel  on  Organization  with  Mrs.  Paul  C.  Craig, 
first  vice  president  and  chairman  of  the  Organization 
Committee  serving  as  moderator,  dealt  with  the 
problems  of  organizing  a new  auxiliary,  reactivating 
an  old  one,  and  of  achieving  the  goal  of  every  mem- 
ber an  active  member.  Since  the  Connecticut  group 
is  such  an  active  auxiliary,  many  of  the  suggestions 
made  have  already  been  adopted  in  this  State.  1 he 
following  remark  was  made  by  Mrs.  Harold  H. 
Fesler,  a panel  member  from  Minnesota:  “Only  a 
doctor's  wife  can  belong  to  our  auxiliary.” 

Mental  Health  was  the  theme  of  a panel  conduct- 
ed by  Mrs.  Richard  Stover,  chairman  of  the  Mental 
Health  Committee.  Many  interesting  points  were 
raised  concerning  the  part  medical  societies  and 
auxiliaries  can  play  in  the  mental  health  program. 
Dr.  Francis  Gerty,  member  of  the  Council  on 
Mental  Health,  AMA,  stated  that  he  was  talking  to 
the  most  important  audience— doctors’  wives— on  the 
most  important  subject  in  the  world— mental  health. 
He  stressed  that  most  physicians  are  “psychiatrists.” 
His  talk  was  followed  by  a question  and  answer 
period. 

The  luncheon  speaker  was  Donald  D.  Hoover, 
head  of  Eastern  Operations,  Bozell  and  Jacobs,  Inc., 
Public  Relations.  At  the  luncheon  honorary  member 


certificates  were  presented  to  Mrs.  Jesse  D.  Hamer 
and  Airs.  Arthur  A.  Thrall. 

The  afternoon  session  opened  with  a panel  on  the 
American  Medical  Education  Foundation.  The  par- 
ticipants appeared  with  beautiful  lattice  work  bags 
lined  with  bright  colors  on  which  were  appliqued 
large  letters— A MEE.  They  talked  on  the  problem  of 
creating  interest  in  and  raising  money  for  the 
AMEF  with  special  mention  made  of  the  80  dimes 
program  and  the  forthcoming  publicity  on  it.  One 
suggestion  was  made,  that  if  a physician  cares  for 
the  family  of  another  physician,  a donation  be  sent 
to  AMEF  and  a card  to  the  attending  doctor  stating 
that  the  contribution  had  been  made.  Other  sugges- 
tions were  given  but  were  in  main  practices  already 
being  carried  out  in  Connecticut.  Dr.  Edward  L. 
Turner,  secretary,  AMA,  Council  on  Medical  Edu- 
cation and  Hospitals,  stated  that  modern  medical 
education  is  very  costly  and  complicated.  One  new 
medical  school  has  been  opened,  and  seven  are  in 
the  progress  of  organization.  It  is  difficult  to  secure 
appropriations;  AMEF  has  bridged  the  gaps,  but  all 
medical  schools  need  help.  In  his  remarks  he  referred 
to  the  October  8 issue  of  the  AMA  Journal , the 
annual  educational  number  on  medical  schools.  He 
pointed  out  the  tremendous  progress  made  in  medi- 
cine since  the  twenties. 

Mrs  Paul  Rauschenbach,  chairman,  Civil  Defense 
Committee,  conducted  a panel  on  Effective  Disaster 
Preparation,  w hich  stressed  the  need  for  getting  the 
available  literature  into  circulation  and  the  special 
need  for  members  to  read  the  material.  Fear  is 
paralysis,  planning  is  necessary.  Civil  defense  is  sur- 
vival insurance;  we  need  well  trained  and  informed 
women.  “Panic  kills  as  surely  as  bullets.”  Frank 
Barton,  secretary,  Council  on  National  Defense, 
AMA,  told  of  a play  on  civil  defense  written  by  an 
auxiliary  member  that  is  available  for  use  throughout 
the  States. 

A short  forum  on  the  Bulletin  was  conducted  by 
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Mrs.  James  P.  Simonds,  chairman,  Publications 
Committee  and  Mrs.  E.  M.  Egan,  co-chairman.  It 
was  suggested  that  the  Bulletins  be  kept  on  file  and 
used  as  reference.  The  Bulletin  is  informative, 
factual,  inspirational  and  interesting  reading. 

The  second  day  opened  with  a panel  on  Today's 
Health,  very  originally  planned  to  liken  the  growth 
of  content  and  circulation  of  the  magazine  to  that  of 
the  progress  of  a baby.  There  are  a lot  of  new  foods 
for  our  baby’s  growth.  It  was  pointed  out  that 
Today's  Health  is  the  only  authentic  health  maga- 
zine for  the  public  published  by  the  AMA.  Sugges- 
tions as  to  wavs  to  encourage  sales  of  the  magazine 
to  registered  nurses  were  made  as  well  as  emphasis 
given  to  the  usual  gift  subscriptions.  The  magazine 
contains  factual  and  important  information  and 
comes  at  this  point  very  much  to  paying  its  own 
way.  William  Hetherington,  managing  publisher, 
Today's  Health,  thanked  the  auxiliary  for  its  part 
in  making  the  periodical  such  a success.  The  slogan 
presented  for  the  magazine  was  “Buy  a Copy— Sell 
a Copy— Give  a Copy— Merry  Christmas  to  Our 
Baby.” 

Mrs.  John  Chenault,  chairman  of  the  Program 
Committee,  conducted  a panel  on  Program.  Clever 
presentations  of  topics  on  health  were  presented 
by  displaying  colored  banners.  Green  signified  safe 
driving  for  the  prevention  of  accidents  and  injuries. 
Slow  down  and  live!  Special  mention  was  made  of 
Safe-Driving  Day  on  December  i.  Blue  stood  for 
rural  health  activities  and  dealt  with  some  of  the 
special  problems  common  in  our  less  densely  popu- 
lated areas.  Red— school  house  red— dealt  with 
school  health  projects.  Health,  it  was  pointed  out, 
is  a primary  factor  in  education.  School  employees 
should  have  an  examination  annually.  Yellow  desig- 
nated science  with  special  emphasis  placed  on  the 
Science  Fair.  A Science  Fair  is  composed  of  science 
exhibits  made  by  school  children.  Science  Fairs  en- 
courage talented  young  people  to  develop  their 
scientific  interests  and  hobbies;  perpetuate  an  inter- 
est in  research,  invention  and  technological  develop- 
ment; stimulate  and  educate  youngsters  for  careers 
in  scientific  fields;  promote  public  interest  in  the 
activities  of  the  students;  provide  recognition  to 
participants;  and  serve  as  a medium  of  exchange  by 
giving  students  an  opportunity  to  see  what  other 
youths  are  doing.  The  AMA  and  the  Auxiliary  are 
encouraging  state  and  county  medical  societies  to 
sponsor  Science  Fairs  at  the  local  level. 

Dr.  F.  S.  Crockett,  chairman,  Council  on  Rural 


Health,  AMA,  pointed  out  the  great  need  for  doc- 
tors to  be  interested  in  the  problems  of  rural  health. 

Tom  Hendricks,  secretary,  Council  on  Medical 
Service,  AMA,  in  a very  humorous  talk,  held  aloft 
a picture  of  a turtle  and  said,  “Behold  the  turtle.  He 
only  makes  progress  when  his  neck  is  out.” 

Mrs.  Charles  L.  Goodhand,  chairman,  Legislation 
Committee,  conducted  a panel  on  Legislation. 
Special  mention  was  made  of  the  Bricker  Amend- 
ment, which  all  doctors  and  families  should  support. 
This  amendment  is  very  important.  We  must  all 
work  for  its  passage.  Other  topics  included  military 
medicine,  federal  aid,  Jenkins-Keogh  legislation,  and 
insurance. 

Recruitment  was  the  topic  of  the  next  panel, 
moderated  by  Mrs.  C.  R.  Pearson,  chairman  of 
Committee  on  Nurse  Recruitment.  Ways  of  recruit- 
ing nurses  by  programs.  Future  Nurses’  Clubs  and 
films  were  discussed.  I he  need  for  informing  high 
school  and  college  students  about  opportunities  in 
health  careers,  such  as  occupational  therapists,  medi- 
cal technologists,  medical  social  workers  and  physi- 
cal therapists  was  stressed.  Practical  suggestions 
included  the  Auxiliary’s  making  available  to  schools 
information  on  scholarships  and  training  opportu- 
nities in  all  fields.  It  should  constantly  be  remem- 
bered that  there  is  a large  field  of  health  work  other 
than  nursing. 

A symposium  on  History,  Finance,  Parliamentary 
Procedures,  Reference,  Revisions  with  Mrs.  Carl 
Burkland,  constitutional  secretary  as  leader,  was 
conducted  with  the  treasurer,  financial  secretary, 
chairmen  of  the  History,  Reference  and  Revisions 
Committees  and  the  parliamentarian  as  participants. 

Public  Relations  was  the  theme  of  a panel  con- 
ducted by  Mrs.  F.  Erwin  Tracy,  chairman,  Public 
Relations  Committee.  Topics  w ere  presented  in  an 
interesting  manner.  Mrs.  Norman  J.  Barker,  our 
State  president,  handled  very  excellently  the  topic 
of  Minute  Women  of  Medicine  (The  Auxiliary’s 
Role  in  A.MEF).  Leo  Brown,  director.  Department 
of  Public  Relations,  AMA,  in  talking  on  insurance 
stated  that  material  benefits  are  costly.  Insurance 
pays  a big  part  in  any  medical  care.  In  the  whole 
question  of  public  relations  it  is  important  to  know’ 
that  “small  deeds  done  are  better  than  great  deeds 
planned.” 

At  the  luncheon  on  November  2,  the  guest  speaker 
was  Elmer  Hess,  xi.d.,  president,  AMA.  Mr.  Carl 

( Concluded  on  page  S3) 
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field  County  University  Club,  Rotary  Club, 
Thoniaston  Rod  & Gun  Club,  Union  Lodge  of 
Masons  and  Independent  Order  of  Odd  Fellows. 


Robert  Hazen,  M.D. 
1872  - 1955 


on  November  i,  1955  following  a prolonged  illness. 
He  was  born  in  Jericho  Center,  Vermont,  son  of  the 
late  Austin  and  Mary  (Carleton)  Hazen.  He  gradu- 
ated from  University  of  Vermont  in  1896  and  from 
University  of  Vermont  Medical  School  in  1898.  He 
interned  at  Boston  City  Hospital. 

He  practised  in  Torrington  from  1902  until  his 
retirement  in  1937.  In  his  early  practice  he  was  a 
familiar  sight  with  his  horse  and  carriage,  and  even 
made  calls  on  horseback  during  the  winter  months. 

He  served  as  attending  physician  on  the  medical 
staff  of  the  Waterbury  Hospital  until  his  retirement, 
and  then  was  appointed  to  the  honorary  staff.  He 
was  a member  of  the  Waterbury  Medical  Society, 
Litchfield  County  Medical  Association,  Connecticut 
State  Medical  Society  and  American  Medical  Asso- 
ciation. 

He  was  elected  a corporator  of  the  Thoniaston 
Savings  Bank  in  1914  and  was  president  from  1928 
to  1952.  He  was  an  active  member  of  the  First 
Congregational  Church  in  Thoniaston,  the  Litch- 


During  World  War  I he  served  on  the  local 
rationing  board  and  for  many  years  was  a member 
of  the  Board  of  Education. 

I)r.  Hazen  had  a very  kind,  sincere  and  pleasant 
manner,  yet  when  occasion  arose  could  be  firm 
and  convincing.  He  w as  a splendid  example  of  what 
the  family  physician  should  be  in  his  relations  to 
his  patients  and  to  his  community.  To  both  he 
rendered  an  unselfish  service,  and  was  respected  and 
esteemed  by  all  who  knew  him. 

Surviving  are  his  wife,  Helen  (Gates);  two  sons, 
Edward  of  Watertown,  trust  officer  in  the  Colonial 
Trust  Company,  and  Dr.  Donald  R.  Hazen  of  West 
Hartford;  and  five  grandchildren. 

Winfield  E.  Wight,  m.d. 

Thomas  Turlay  Mackie,  M.D. 

1895  - 1955 


Dr.  Thomas  Mackie,  a renowned  consultant  and 
specialist  in  tropical  medicine  and  member  of  the 
Editorial  Board  of  the  Journal,  died  at  his  home  in 
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Westport  on  October  5 of  a pulmonary  embolism. 
His  final  illness  followed  closely  on  a severe  case 
of  smoke  poisoning  suffered  while  fighting  a brush 
fire  earlier  this  year  near  his  home. 

A native  of  Great  Barrington,  Massachusetts,  Dr. 
Mackie  was  graduated  from  Harvard  College  in 
1918  and  received  his  m.d  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1924.  In 
193  1 he  was  awarded  the  degree  of  Doctor  of  Tropi- 
cal Medicine  and  Hygiene  by  the  London  School 
of  Hygiene  and  Tropical  Medicine.  Dr.  Mackie  was 
on  the  staff  of  the  College  of  Physicians  and  Sur- 
geons as  an  assistant  and  later  an  instructor  in  medi- 
cine. In  1933  he  became  research  assistant  in  medi- 
cine at  Cornell  University  Medical  College.  From 
1938  until  1946  he  was  assistant  clinical  professor 
of  medicine  at  Columbia  and  in  1946  became  the 
professor  and  head  of  the  department  of  preventive 
medicine  in  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College,  Winston-Salem,  North  Caro- 
lina, from  which  he  retired  in  1951. 

At  the  time  of  his  death,  Dr.  Mackie  was  a con- 
sultant for  many  corporations  with  commercial 
interest  in  the  tropics.  He  had  served  lately  as  a 
consultant  to  the  Dutch  Government  and  sub- 
mitted a report  to  Surinam,  former  colony  of  Dutch 
Guiana  in  the  Caribbean.  A part  of  this  report  was 
the  proposal  to  establish  an  institute  for  research 
and  field  work  in  tropical  medicine  at  Paramaribo. 
Some  years  earlier.  Dr.  Mackie  was  a consultant  on 
tropical  diseases  to  the  United  States  Secretary  of 
War,  the  Veterans  Administration,  the  National 
Research  Council  and  the  Public  Health  Service. 
He  was  until  recently  chairman  of  the  American 
Foundation  for  Tropical  Medicine. 

During  World  War  II,  Dr.  Mackie  was  a Colonel 
in  the  Army  and  served  with  distinction  in  the 
CBI  Theater  for  which  he  was  awarded  the  Legion 
of  Merit.  After  the  close  of  the  war,  he  became  a 
resident  of  Westport  and  interested  himself  in  civic 
affairs,  serving  as  chairman  of  the  Town  Planning 
and  Zoning  Commission. 

Dr.  Mackie  is  survived  by  his  wife,  Mrs.  Helen 
Holme  Warnock  Mackie  and  two  daughters  by  a 
former  marriage,  Mrs.  William  Savage  and  Mrs. 
Phillipe  Bouriez. 

Creighton  Barker,  m.d. 
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Gershon  B.  Silver,  M.D. 

1911  - 1955 


Gershon  B.  Silver  was  born  in  Hartford,  Con- 
necticut, September  20,  1 9 1 1 and  succumbed  to  a 
brain  tumor  suddenly  on  August  22,  1955. 

Following  graduation  from  Weaver  High  School 
in  Hartford,  Dr.  Silver  attended  I rinity  College  and 
then  in  1937  graduated  cum  laude  from  Tufts 
Medical  College.  Subsequently  he  served  an  intern- 
ship at  New  Britain  General  Hospital  for  one  year. 

In  1938  Dr.  Silver  opened  an  office  in  Hartford 
for  the  general  practice  of  medicine.  After  two 
years,  however,  he  discontinued  this  practice  to 
enter  the  armed  forces  of  his  country.  In  the  six 
years  of  his  brief  life  given  to  service  in  the  Army 
Medical  Corps,  Dr.  Silver  was  a flight  surgeon  for  a 
large  portion  of  this  time.  He  terminated  his  military 
duty,  holding  the  rank  of  major. 

Returning  to  civilian  life  in  1946,  Dr.  Silver 
decided  to  gain  further  medical  background  before 
returning  to  private  practice.  He  accepted  an  assist- 
antship  at  Montefiore  Hospital  in  New  York  City. 
Here,  over  a period  of  three  years,  he  developed  a 
broad  foundation  in  internal  medicine  and  especially 
in  oncology.  A further  one  and  a half  years  of  study 
in  internal  medicine— at  Brooklyn  Jewish  Hospital 
and  at  Cornell  University  Medical  College  and  New 
York  Hospital— rounded  out  his  extensive  training. 

In  1950  Dr.  Silver  returned  to  his  native  Hartford. 
For  three  years  he  practiced  his  specialty  with 
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assiduousness  and  erudition,  gaining  justly  the  love 
and  gratitude  of  his  patients  and  the  respect  of  his 
professional  colleagues.  During  this  time  he  held  the 
position  of  assistant  in  medicine  at  Mr.  Sinai  I los- 
pital  in  Hartford. 

For  the  second  time  in  his  brief  career  Dr.  Silver 
terminated  private  practice  in  1953  to  accept  the 
position  of  chief  of  medicine  at  the  Veterans  Home 
and  Hospital  at  Rocky  Hill.  At  this  institution  he 
was  able  to  approach  more  closely  the  academic- 
atmosphere  that  his  idealistic  philosophy  toward 
medicine  had  been  urging  upon  him  through  all  his 
years  of  endeavor.  However,  he  was  granted  but 
two  years  in  this  capacity  before  his  untimely  death 
intervened. 

Dr.  Silver  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine.  He  held  membership  in  the 
American  Medical  Association,  Connecticut  State 
Medical  Society,  Hartford  County  Medical  Asso- 
ciation, the  New  York  Academy  of  Sciences,  and 
Alpha  Omega  Alpha. 

Dr.  Silver  is  survived  by  his  widow,  Lottie 
(Kriegel)  Silver,  whom  he  married  November  8, 
1947  and  two  daughters,  Rochelle,  aged  six  and 
Andrea,  aged  18  months. 

All  who  knew  Gershon  Silver  personally  knew  an 
affable  man,  a devoted  husband  and  father,  and  a 
sincere  friend.  Those  who  knew  him  as  a profes- 
sional colleague  were  inspired  by  his  astuteness  and 
his  scholarly  attitude  toward  his  life’s  work. 

Among  other  diversions.  Dr.  Silver  composed 
poetry,  this  primarily  for  his  own  edification.  In  the 
last  decade  in  a poem  entitled  “1941,”  Dr.  Silver 
wrote: 

“For  every  man  his  date  with  tragedy  must  keep, 
A rendezvous  which  none  who  live  may  slight, 

A way  through  vales  of  tears  and  endless  nights.” 

The  truth  uttered  in  his  words  we  can  accept,  yet 
we  are  grievous  that  this  appointed  time  should  have 
come  so  prematurely  for  this  departed  friend  and 
colleague. 

Benjamin  Cohen,  m.i>. 

Bertram  H.  Roberts,  M.D. 

1921  - 1955 

Dr.  Bertram  H.  Roberts  died  by  drowning  in  a 
tragic  accident  on  Friday,  August  12,  1955.  He  and 
his  wife  spent  part  of  their  vacation  on  the  schooner 
Levin  J.  Marvel  which  capsized  in  Chesapeake  Bay 


Dr.  Roberts  was  born  January  23,  1921  in  Tor- 
onto, Canada.  He  received  his  m.d.  degree  from  the 
University  of  Toronto’s  Faculty  of  Medicine  in 
1944,  and  a Master  of  Arts  degree  in  sociology  from 
Columbia  University  in  1950.  Lie  served  a rotating 
internship  at  St.  Michael’s  1 lospital  in  Toronto  in 
1944-45,  and  was  a Medical  Officer  in  the  Royal 
Canadian  Air  Force  until  1946.  Lie  joined  the  Insti- 
tute of  Living  in  Hartford,  Connecticut  as  a Resi- 
dent in  Psychiatry  in  1947.  The  following  year  he 
became  a Teaching  Fellow  in  Psychiatry  at  Harvard 
and  a Resident  in  Psychiatry  at  the  Boston  Psycho- 
pathic Hospital,  positions  he  retained  until  1950.  He 
rejoined  the  Institute  of  Living  as  a Staff  Psychiatrist 
in  January,  1950.  He  was  appointed  an  Instructor 


during  hurricane  Connie.  Dr.  Roberts’  wife 
fortunately  rescued  after  spending  six  hours  in  the 
stormy  waters  off  Annapolis  while  Dr.  Roberts  was 
trapped  below  deck  when  aiding  other  passengers 
in  preparation  for  their  rescue  and  could  not  escape. 

To  his  friends  and  colleagues,  not  to  speak  of 
members  of  his  family,  his  death  came  as  an  un- 
believable shock.  Dr.  Roberts  was  loved  and  esteem- 
ed for  his  decency  and  sense  of  social  justice.  He 
was  an  extremely  able  psychiatrist.  Dr.  F C.  Red- 
lich,  chairman  of  the  Yale  Department  of  Psychi- 
atry, called  him  “a  man  of  great  promise,  one  of 
our  outstanding  young  research  men  and  teachers.” 
Dr.  Sandor  Rado,  director  of  the  Columbia  Psycho- 
analytic Institute,  praised  Dr.  Roberts  as  “a  man  of 
integrity  and  ability,  destined  for  a splendid  career 
which  brutal  fate  terminated.” 
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in  Psychiatry  at  the  Yale  University  School  of  Medi- 
cine in  October,  1950  and  was  promoted  to  Assistant 
Professor  in  July,  19^2.  He  was  also  Assistant  Chief 
of  Yale’s  Psychiatric  Outpatient  Clinic. 

Dr.  Roberts  had  been  working  in  the  field  of  social 
psychiatry  and  had  published  a number  of  very 
interesting  papers  in  this  particular  area.  More 
recently  he  has  been  working  with  Drs.  Hollings- 
head,  Redlich  and  Myers  on  a large  project  investi- 
gating the  relationship  of  psychiatry  to  social  class. 
At  the  time  of  his  death  he  was  writing  a book  on 
this  subject  in  collaboration  with  Dr.  Jerome  K. 
Myers,  assistant  professor  of  sociology  at  Yale. 
Fortunately  it  will  be  possible  to  publish  this  book 
which  is  in  a fairly  advanced  stage  as  a posthumous 
work. 

To  those  who  knew  Dr.  Roberts’  specific  talent, 
it  seems  unlikely  that  it  will  be  possible  to  replace 
him.  It  can  only  be  hoped  that  others  will  continue 
the  work  which  he  started.  Members  of  the  family, 
friends  and  colleagues  have  started  a Bertram  H. 
Roberts  Memorial  Fund  to  support  an  annual  lec- 
tureship in  the  field  of  psychiatry.  Contributions  to 
this  fund  may  be  sent  to  Yale  University.  Dr. 
Roberts’  widow,  Frances,  and  their  two  children, 
Priscilla  and  Margaret,  are  living  at  1564  Asylum 
Street,  West  Hartford,  Connecticut. 

F.  C.  Redlich,  m.d. 

Harry  C.  Clifton,  M.D. 

1879  - 1955 


Ibituary  published  in  December,  1955  Journal. 


WOMAN’S  AUXILIARY  (Cont.  from  p.  79) 

Rupe,  regional  director,  Crusade  for  Freedom,  pre- 
sented the  Crusade  for  Freedom  Distinguished 
Service  Award  to  the  Woman’s  Auxiliary  to  the 
AMA. 

In  addition  to  the  planned  meetings,  there  was  a 
very  enjoyable  get-together  in  the  suite  of  the 
president  and  president  elect. 

It  was  a privilege  and  a pleasure  to  have  repre- 
sented the  State  Auxiliary  at  this  interesting  and 
profitable  conference. 

Josephine  Hill,  President  Elect 

Today’s  Health 

Mrs.  Maximilian  A.  Crispin,  State  chairman,  re- 
ported at  the  semi-annual  meeting  on  November 
1 5 that  she  had  written  two  letters  to  each  county 
chairman,  offering  help  and  giving  suggestions.  In 
addition,  a complete  list  of  all  the  subscribers  in  her 
county  with  the  expiration  for  each  had  been  sent 
the  county  chairmen.  County  reports  on  subscrip- 
tions were:  Fairfield,  46  points;  Hartford,  157 
points;  Litchfield,  43  points;  Middlesex,  42  points; 
New  Haven,  12  points;  New  London,  1 point,  and 
Windham,  20  points,  a total  of  321. 


Revised  Edition  of  TB  Text  Available 

Dr.  R.  C.  Edson,  secretary  of  the  Connecticut 
Trudeau  Society,  has  announced  that  a revised 
edition  of  “Diagnostic  Standards  and  Classification 
of  Tuberculosis”  has  recently  been  released  for  dis- 
tribution. Two  wholly  new  sections  on  nonpul- 
monary  tuberculosis  and  on  fungi  have  been  in- 
cluded. I he  section  on  tuberculin  testing  has  been 
extended  to  full  chapter  length. 

1 he  clinical  course  of  tuberculosis  is  described  in 
relation  to  the  pathogenic  development  of  the 
disease.  Special  chapters  deal  with  specific  labora- 
tory procedures  used  in  diagnosis  and  in  following 
patients  under  chemotherapy.  The  classification  has 
been  further  simplified.  Chapters  on  the  use  of  the 
x-ray  cover  the  practical  and  technical  considera- 
tions both  for  diagnosis  and  for  classification  of 
films  from  mass  surveys. 

One  free  copy  of  this  brief,  up-to-date,  authorita- 
tive text  will  be  available  to  all  physicians  through 
the  local  Tuberculosis  Association  or  the  Connecti- 
cut Tuberculosis  Association,  17  Woodland  Street, 
Hartford. 


January,  1956 


84 


TAX  BAIT 


ARE  YOU  TAX  BAIT? 

Ralph  R.  Benson,  ll.il,  Los  Angeles,  California 


The  Author.  Attorney  at  Law 

This  is  the  third  in  a series  of  articles  designed  to  help  the 
physician  to  be  more  meticulous  in  his  bookkeeping  and  thus 
less  apt  to  encounter  difficulties  with  federal  revenue  agents. 

Bait  No.  8 

HAS  A NEWSPAPER  GIVEN  YOU  PUBLICITY  ON  YOUR 
FINANCES? 

Likely  to  make  the  front  page  is  a story  of  a roll 
of  unexplained  $100  hills  found  in  a small  box  in 
someone’s  house.  Can  you  imagine  the  story  of  Dr. 
H’s  wife  who  had  already  saved  $2,000  in  cash  in 
$20,  $50  and  $100  bills?  And  putting  it  aside  in  a 
metal  box  for  a rainy  day?  Then  this  Dr.  H goes 
off  on  a two  weeks’  vacation  with  the  wife  and 
kids.  Leaving  the  house  to  be  repainted.  In  moving 
the  furniture  about,  the  painters  shoved  a movable 
standing  closet— and  out  falls  the  box— and  the 
money.  The  painters,  worried  that  the  doctor  might 
accuse  them  of  finding  more,  report  the  discovery 
to  the  police  in  order  to  protect  themselves.  And 
to  make  matters  worse,  the  newspapers  publish  the 
story. 

Right  or  wrong,  cash  around  the  house  is  a tax 
and  personal  liability  No.  1.  The  Internal  Revenue 
Service  is  particularly  interested  in  public  revela- 
tions of  this  nature.  Dr.  H’s  tax  return  is  subject  to 
review,  and  a lot  of  time  lost  from  his  practice,  on 
the  basis  of  this  publicity  given. 

The  moral  is:  Don’t  keep  your  money  in  cash  at 
the  home  or  office.  Put  your  money  in  a savings 
account— or  investment— and  keep  it  alive— working 
for  you— day  and  night  and— on  vacations. 

Bait  No.  9 

W'HAT  VICIOUS  RUMORS  ARE  MAKING  THE  ROUNDS? 

Dr.  I suddenly  started  going  to  the  bank  every 
day  for  the  past  5 weeks.  He  went  to  the  safe 
deposit  box  section.  Each  time  he  signed  a slip 
calling  for  his  signature,  the  date  and  the  box  num- 
ber. The  bank  clerk  carefully  filed  each  slip  and 
then  preceded  the  doctor  into  the  vault,  inserted 
the  doctor’s  key  and  the  bank  key  in  the  outer 
door  of  the  box.  The  doctor  then  took  the  box 
alone  into  a small  booth.  After  the  door  closed  be- 


hind him  and  as  he  heard  the  lock  clicked,  the 
doctor  opened  the  box  and  took  out  the  papers  he 
faithfully  kept  as  executor  of  the  estate  of  his  de- 
ceased friend,  a fellow'  doctor.  There  was  no  cash 
in  the  box.  The  estate  was  small  but  required  all  of 
the  attention  of  every  estate.  The  valuable  papers— 
the  deeds— the  insurance  policies— the  written  proof 
of  loss— the  doctor  took  his  responsibility  to  his 
friend’s  widow  and  children  seriously  and  served  as 
executor  without  fee,  waiving  any  fee  under  State 
law.  In  those  5 weeks  the  doctor  did  sacrifice  some 
of  his  energy  in  handling  the  details  of  the  estate 
and  working  late  hours.  The  lights  burned  later  than 
usual  in  his  office.  The  trips  to  the  bank— the  light 
burning  late  when  other  offices  had  closed— caused 
an  idle  tongue  to  wag  that  the  doctor  had  taken  on 
illegal  surgery.  This  scandalous  charge  of  abortions 
and  hiding  “hot  cash”  reached  the  ears  of  a tax 
collector  who  called  on  the  doctor  and  received  a 
quick  explanation  from  the  doctor  who  felt  he 
had  not  been  kindly  rewarded  at  all  for  his  deeds 
by  the  irresponsible  backyard  gossiper. 

The  moral  is:  T here  is  no  insurance  policy  writ- 
ten which  could  have  protected  the  doctor  from 
the  common  breed  of  viper.  Perhaps  the  doctor 
should  have  left  the  complimentary  but  dubious 
honor  of  his  being  his  friend’s  executor  to  the  pro- 
fessional talents  of  attorneys  and  bankers. 

Bait  No.  10 

IS  THE  WIFE  IN  THE  DIVORCE  COURT  TELLING  ALL? 

Dr.  J is  being  sued  for  divorce.  His  wife  is  ask- 
ing $1,000  a month  support.  A process  server  ap- 
pears at  his  office  and  hands  him  a subpoena  which 
reads: 

“The  People  of  the  State  Send  Greetings  . . . 

We  command  You,  that  all  singular  business  and 
excuses  laid  aside,  you  attend  a session  of  Court 
. . . and  that  you  bring  with  you  then  and  there 

. . . all  books,  records,  journals  and  ledgers 
. . . as  well  as  Federal  and  State  Income  Tax 
Returns  ...  all  for  the  past  5 years  . . . 

and  for  failure  to  so  attend,  you  will  be  deemed 
guilty  of  contempt  of  court  . . .” 

At  the  hearing,  the  wife’s  attorney  calls  for  all 
the  documents  under  subpoena  and  introduces  each 
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one  into  evidence,  Exhibits  1 to  25.  All  of  these 
documents  are  now  part  of  the  court  file— an  open 
public  record— and  snapped  up  by  the  newspapers. 
His  wife  takes  the  stand  and  testifies  that  the  income 
tax  returns  are  fraudulent,  that  Dr.  J keeps  a double 
set  of  books,  and  that  the  exhibits  show  only  part 
of  his  income.  The  Judge  orders  the  doctor  to  pay 
for  a complete  investigation  of  his  books  by  an  out- 
side accountant.  Three  months  later,  the  accountant 
says  the  books  are  O.K.  The  statement  of  the  wife 
was  untrue  and  malicious. 

During  the  time  that  this  accountant  was  pouring 
over  the  books,  a Special  Agent  from  the  Internal 
Revenue  Service  might  have  been  sitting  by  his 
side. 

1 he  moral  is:  Before  a wife’s  wild  charges  can  be 
aired  and  before  an  easily  issued  subpoena  goes  off 
on  a wild  hunting  expedition,  the  doctor  and  his 
lawyer  should  sit  down  with  his  wife  and  her 
lawyer,  to  reach  a fair  and  reasonable  agreement 
for  a full  and  quiet  accounting.  By  avoiding  a con- 
tested court  hearing,  Dr.  J would  thereby  preclude 
any  possibility  of  adverse  publicity  of  what  is  no- 
body’s business  but  the  doctor’s  and  his  wife’s. 

Bait  No.  i i 

HAS  A FEDERAL  OR  STATE  AGENCY  BECOME 
AROUSED  AROUT  YOU? 

Dr.  K,  on  the  night  of  April  15,  at  five  minutes  to 
12,  was  too  concerned  in  getting  his  Federal  and 
State  Tax  Returns  in  the  mail  to  worry  about  any- 
thing else.  This  was  the  beginning  of  his  troubles 
with  both  the  State  and  Federal  tax  men.  He  stood 
there  in  line  at  the  downtown  post  office  with  the 
two  returns  in  his  hands,  anxious  to  drop  them  in 
the  mail  chute.  He  had  just  finished  a feverish  two 
hours  working  on  his  Federal  return  and  State 
return  and  giving  too  little  time  to  either.  In  all 
that  rush  he  did  not  realize  that  both  these  returns 
are  closely  related— as  close  as  Siamese  twins  joined 
at  the  midline  of  the  adjusted  gross  income.  He  was 
tired,  dog  tired,  as  he  fought  his  way  back  finally, 
empty  handed  and  relieved,  ten  minutes  after  12, 
through  the  traffic  still  headed  towards  the  post 
office.  He  was  happy,  however,  because  he  asked 
for  a $500  refund  on  his  Federal  return. 

Two  months  later  the  Federal  tax  people  sent  a 
prerefund  audit  notice  and  later  called  him  in  to 
examine  his  records.  They  found  more  errors  out- 
side the  return;  the  gross  receipts  should  have  been 
$2,000  higher.  The  adjusted  gross  income  was  there- 


fore higher.  The  doctor  was  disallowed  the  $500 
refund  and  had  to  pay  $200  more  plus  interest, 
which  he  paid.  He  then  felt  that  the  episode  was 
ended  when  he  sent  the  money  order  for  the  addi- 
tional tax  due  and  interest  by  return  mail. 

Six  months  after  that,  because  the  doctor  did  not 
report  the  $2,000  additional  income  to  the  State,  the 
other  side  of  the  Siamese  twin  came  back  on  the 
scene  when  the  doctor  received  a letter  from  the 
State  Income  Tax  Office.  The  doctor  did  not  have 
to  visit  their  office.  But  he  did  pay  the  State  the 
additional  tax  due  them  of  $55.  This  additional  tax 
was  based  on  the  information  supplied  by  the  Treas- 
ury Department  to  the  State  Tax  authority. 

I he  moral  is:  Dr.  K learned  dramatically  that 
there  was  cooperation  between  Federal  and  State 
agencies,  ready  to  take  over  when  the  taxpayer  does 
not  know  or  forgets  to  coordinate  both  sides  of  the 
tax  collection,  National  and  State. 

Bait  No.  12 

WILL  A LARGE  AMOUNT  OF  CASH  IN  YOUR  SAFE  DEPOSIT 
BOX  CREATE  SUSPICION  AFTER  YOUR  DEATH? 

Dr.  L,  a country  G.P.,  born  1884,  Cornell  Uni- 
versity Medical  College  1907,  died  1955,  age  70,  of 
a pulmonary  embolism  as  the  result  of  a fractured 
hip.  He  was  a dedicated  man.  His  life  was  unevent- 
ful. Every  day  meant  at  least  2 or  3 late  house  calls 
in  addition  to  a heavy  office  practice.  He  married 
at  68,  in  1953.  He  left  no  will.  It  never  occcurred  to 
him  that  the  $40,000  in  his  safe  deposit  box  would 
cause  any  one  any  income  tax  problems.  In  fact,  in 
his  modesty,  he  had  never  explained  to  his  wife  that 
he  had  systematically  saved  $500  to  $800  a year  in 
cash  for  the  past  38  years,  had  cashed  in  World 
War  I Liberty  Bonds  in  1931  and  had  received  a 
$15,000  inheritance  in  cash  in  1950.  When  he  died, 
the  Bank  notified  the  widow  of  the  safe  deposit  box. 
She  was  shocked.  She  did  not  know  it  existed.  She 
was  in  her  50’s  when  she  married  the  doctor;  she 
was  inexperienced  in  financial  matters.  A week  later 
the  box  was  opened  in  the  presence  of  the  State 
Inheritance  Tax  Collector  and  the  money  counted. 
The  Federal  Government  is  likely  to  tie  up  the  box 
until  the  money  is  explained.  The  money  is  an  un- 
necessary and  suspicious  mystery.  When  the  help- 
less widow  can  somehow  explain  to  the  Federal 
Government  that  the  money  is  not  unreported 
income  and  no  tax  due,  the  money  will  be  released 
to  her. 

The  moral  is:  It  is  standard  procedure  for  the 
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State  to  check  all  safe  deposit  boxes  on  the  ow  ner’s 
death.  The  Federal  Income  Tax  People  stand  by. 
Had  the  doctor  taken  the  simple  precaution  of  con- 
sulting' an  attorney  after  he  got  married  and  had 
prepared  a will  showing  the  source  of  the  money 
savings  and  bequeathing  this  property  to  his  wife, 
there  would  have  been  no  investigation  and  no 
problem. 

Bait  No.  1 3 

CO  YOU  PAY  YOUR  BILLS  IN  CASH? 

Do  you  think  anything  could  ever  shock  a 
Cadillac  salesman?  Well,  just  try  paying  off  the 
purchase  of  a new  Cadillac  in  cash.  Dr.  M thought 
he  had  just  made  a good  deal.  He  had  not  quite 
reached  35  and  was  about  to  become  the  “proud 
owner”  of  their  newest  model.  Of  course,  it  was 
not  all  in  cash— just  $2,000  in  $100  bills,  the  balance 
of  $3,600  of  the  purchase  price  was  his  trade-in,  a 
car  only  a year  old.  The  salesman  recounted  the 
money,  piling  it  neatly  on  his  glasstop  desk  and  with 
a nervous  smile  gave  the  cash  receipt  and  the  keys 
to  the  excited  and  happy  Dr.  M and  his  wife. 

In  the  course  of  time  the  salesman  forgot  about 
the  whole  deal.  But  Dr.  M vividly  remembered  this 
purchase  for  more  reasons  than  he  later  cared  to 
remember.  At  Income  Fax  Season— “open”  season 
for  the  unwary— Dr.  M simply  took  100  per  cent 
bu  iness  and  professional  depreciation  of  the  new 
car.  This  was  correct  because  the  car  was  not  used 
for  personal  reasons.  But  he  took  the  straight  line 
method,  figuring  4 years  of  life  for  the  new  car,  and 
divided  the  total  price  of  $5,600  by  4.  He  was 
wrong.  An  accountant  would  take  into  considera- 
tion the  trade-in  on  the  old  car  by  picking  up  from 
last  year  the  depreciated  $3,600  -4-  4 = 900  and 
the  unused  depreciation,  $2,700,  added  to  the  $2,000 
cash  balance,  for  a total  of  $4,700  before  dividing 
by  the  straight  4.  What  had  thrown  Dr.  M off  was 
the  sales  gimmick  of  giving  him  a $3,600  trade-in 
allowance  on  the  new  car,  the  exact  amount  he  had 
originally  paid  for  the  old  car. 

The  tax  return  was  processed.  When  the  new  car 
showed  up  it  was  compared  with  the  depreciation 
of  last  year.  The  tax  people  thought  the  old  car 
was  overlooked  either  by  being  sold  and  unac- 
counted for  or  that  he  w as  still  using  it  for  business 
or  personal  reasons,  and  should  be  explained.  The 
doctor  was  called  in  and  as  a simple  routine  affair 
was  asked  to  bring  in  his  receipts  and  checks  on 
payment  of  the  new  car.  When  the  doctor  ex- 
plained he  paid  in  cash  and  had  no  check,  he  now 
had  a nervous  smile  on  his  face  reminiscent  of  the 


salesman  at  the  car  agency  office.  True,  paying  bills 
in  cash  would  not  be  revealed  on  the  face  of  the 
tax  return,  but  once  the  Government’s  attention  is 
attracted  even  by  a small  bait  on  the  return,  then 
when  the  cash  transactions  are  uncovered,  the 
Government  has  a newer  and  better  bait  to  be 
intrigued  w ith  for  a more  discerning  investigation. 

The  moral  is:  If  you  pay  by  cash,  be  prepared  for 
the  awkward  looks  and  the  nervous  smiles.  As  the 
Major  said  to  the  Lieutenant  in  the  Medical  Corps: 
“Do  it  through  channels.”  Cash  transactions  are  not 
routine.  Always  deposit  every  cash  receipt  in  a busi- 
ness or  professional  checking  account  and  all  pay- 
ments can  be  made  from  there. 

(To  be  continued ) 


Few  Physicians  Over  65  Retire 

I he  majority  of  physicians  over  65  remain  im- 
portant and  necessary  members  of  the  health  teams 
in  their  communities,  according  to  a recent  poll 
conducted  by  Medicine  in  the  News , a Schering 
Corporation  monthly  publication  w hich  brings  a 
breakdown  of  important  world  medical  news  to 
120,000  physicians  nationwide. 

A questionnaire  sent  to  physicians  over  65,  the 
conventional  age  of  retirement,  reveals  that:  (1) 
eight  of  every  ten  are  still  in  active  practice;  (2) 
one  of  every  two  sees  more  than  40  patients  in  an 
average  week;  (3)  one  of  every  four  treats  patients 
of  all  ages;  one  of  every  two  sees  chiefly  patients 
between  40  and  60;  and  (4)  one  of  every  four  w ill 
handle  all  types  of  cases;  three  of  every  four  do  not 
accept  surgical  cases. 

Comments  on  some  of  the  questionnaires  showed 
remarkable  activity  on  the  part  of  some  physicians 
well  over  65.  A Virginia  physician,  for  example 
wrote:  “I  am  now  K6  years  old  and  treat  about  25 
patients  a week.”  Another  wrote:  “I  can  now  state 
that  I have  a larger  practice  at  67  years  of  age  than 
at  any  time  in  my  40  years  of  practice.”  Still  an- 
other made  the  amazing  statement:  “On  December 
24,  1954,  I w as  90  years  old.  I have  been  in  practice 
60  years.  I treat  40  or  more  patients  a week,  although 
I no  longer  do  any  surgery.  Most  of  my  patients 
are  over  40.” 

Over-all  results  of  the  poll,  published  in  the 
September  issue  of  Medicine  in  the  News,  showed 
that  w hile  many  physicians  restrict  their  activities 
after  65,  general  retirement  at  that  age  for  the 
majority  seems  not  only  undesirable  but  impossible. 
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pro-banthTne®  for  anticholinergic  action 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 


Pro-Bant/iine  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg. . . .” 

Pro-Banthine  (/3-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  15  mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R.;  Lehman,  E.;  Ostrove,  R.,  and  Seibel,  J.  M.: 
Gastroenterology  25.416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M. : Gastroenterology  25:24 
(Sept.)  1953. 


Clinical  trial  packages  of  Pro-Banthine  and  the  new  booklet,  "Case 
Histories  of  Anticholinergic  Action are  available  on  request  to... 


P.  Q-  Box  5110-B-5 
Chicago  80,  Illinois 
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SPECIAL  NOTICES 


HARTFORD  HOSPITAL 
Saturday  Morning,  1 1 o’clock  Guest  Speakers 
January  7 to  March  31,  1956 

January  7 

Levin  Waters,  m.d.,  associate  professor  of  pathology, 
Yale  University  School  of  Medicine 
Arteriosclerosis 

January  14 

Paul  Beeson,  m.d.,  professor  of  medicine,  Yale  University 
School  of  Medicine 

Urinary  tract  infections 

January  21 

Paul  Younge,  m.d.,  associate  professor  of  Ob-Gyn, 
Harvard  Medical  School,  and  Women’s  Free  Hospital, 
Boston 

10  a.  m..  Pathology  and  treatment  of  CA  in  situ 
(cervix) 

11  a.  m.  General  aspects  of  CA  in  situ  (cervix) 
January  28 

Mark  Hayes,  m.d.,  associate  professor  of  surgery,  Yale 
University  School  of  Medicine 

Fluid  requirements  before  and  after  operation 

February  4 

Alfred  Gellhorn,  m.d.,  Columbia  College  of  Physicians 
and  Surgeons;  director.  Institute  of  Cancer  Research, 
Delafield  Hospital,  New  York  City 

The  effect  of  cancer  on  body  physiology 
February  11 

Lawrence  W.  Sloan,  m.d.,  associate  professor  of  clinical 
surgery,  Columbia  College  of  Physicians  and  Surgeons; 
associate  attending  surgeon,  Presbyterian  Hospital,  New 
York 

Cancer  of  the  thyroid 
February  18 

Alexander  Marble,  m.d.,  Joslin  Clinic,  Boston 
Vascular  disease  in  diabetes 
February  25 

Arthur  A.  Thibodeau,  m.d.,  chief  of  Department  of 
Orthopedics,  New  England  Center  Hospital;  associate 
professor  of  orthopedics,  Tufts  College  School  of 
Medicine 

Problems  in  back  pain 

March  3 

Benjamin  Spector,  m.d.,  professor  of  anatomy,  Tufts 
College  School  of  Medicine 

Peripheral  nerve  lesions  of  the  hand 

March  10 

Wallace  Yater,  m.d.,  chief,  Yater  Clinic,  Washington, 

DC. 

Trends  in  research  in  coronary  artery  disease 


March  17 

Richard  Overholt,  m.d.,  clinical  professor  of  surgery, 
1 ufts  College  School  of  Medicine;  chief,  Overholt 
Clinic,  Boston 

The  direct  approach  to  shadow  vs.  substance 
March  24 

Donald  D.  Matson,  m.d.,  associate  neurosurgeon,  Peter 
Bent  Brigham  Hospital;  associate  neurosurgeon,  Chil- 
dren’s Hospital;  assistant  professor  surgery.  Harvard 
Medical  School 

I he  surgery  of  congenital  anomalies  of  the  CNS 
March  31 

John  McK.  Mitchell,  dean  of  University  of  Pennsyl- 
vania School  of  Medicine 

Modern  methods  in  medical  education 


PROGRAM  FOR  THE  ANNUAL  MEETING 
CONNECTICUT  HEALTH  LEAGUE 

New  Haven  Medical  Association  auditorium,  364  Whitney 
Avenue,  N ew  Haven,  Wednesday,  January  11,  1956,  1:30 
p.  m.  - 4:30  p.  M. 

Panel  discussion  on:  Operation  Noah,  The  Story  of  the 
Flood.  Moderator:  Mrs.  Douglass  O.  Burnham. 

Participants:  State  Health  Department,  Harold  S.  Barrett, 
m.d.,  deputy  commissioner;  Local  Health  Department,  Fran- 
cis Gallo,  m.d.,  health  director,  Town  of  Winchester;  Local 
Hospital,  Charles  V.  Wynne,  administrator,  Waterbury; 
State  Police,  Captain  Victor  J.  Clarke,  field  commander, 
Western  Division  (State  Police  Training  School,  Bethany); 
State  Civil  Defense,  Edgar  B.  Prout,  m.d.,  chief,  health 
services;  American  National  Red  Cross,  Mr.  Edward  J. 
Gully,  director  of  disaster  relief,  Operation  for  Connecticut, 
also  representative  for  disaster  nursing  sen  ices. 


ART  EXHIBITION 

Center  Library,  New  Haven,  will  sponsor  an  exhibition 
of  art  work  by  “professionals”  from  January  16  to  28. 


ADVANCE  ANNOUNCEMENT 
16th  ANNUAL  CONGRESS  ON  INDUSTRIAL 
HEALTH 

Sponsored  by:  Council  on  Industrial  Health,  AMA, 
Wayne  County  Medical  Society,  Michigan  State  Medical 
Society,  Michigan  Industrial  Medical  Association,  Detroit 
Industrial  Physician’s  Club,  Detroit  Society  for  Surgery  of 
Trauma. 

Sheraton-Cadillac  Hotel,  Detroit,  Michigan,  January  23- 
24,  1956. 

Principal  speakers:  Elmer  Hess,  m.d.,  president,  American 
Medical  Association;  Benson  Ford,  yice-president,  Ford 
Motor  Company. 
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SPECIAL  NOTICES 


Monday,  January  23,  1956 

9:30  a.  m.  Occupational  medicine  in  industrial  relations 

Arranged  in  cooperation  with  the  University  of  Michi- 
gan School  of  Business  Administration,  and  the  Institute 
of  Industrial  Health 

The  contributions  and  failures  of  occupational  medicine 
in  industrial  relations  will  he  discussed  by  a physician, 
an  industrial  nurse,  a labor  referee,  and  representatives 
of  employees  and  management 

2:00  p.  m.  Medicine’s  responsibilities  in  the  automotive  age 
An  epidemiological  approach  to  one  of  the  greatest 
problems  of  our  rime — automobile  accidents  and  injuries. 
Dr.  Elmer  Hess  and  other  national  authorities  will  dis- 
cuss design  deficiencies  in  modern  passenger  autos  and 
trucks;  the  archaic  and  chaotic  situation  in  driver  licen- 
sing; physical  examination  of  drivers;  and  possible 
disqualifying  disabilities 

7:00  p.  m.  Annual  dinner 

Mr.  Benson  Ford  will  address  the  banquet.  In  addition, 
the  Annual  Award  will  he  made  to  a physician  who 
has  made  an  Outstanding  Contribution  to  the  Welfare 
and  Employment  of  the  Nation’s  Physically  Handi- 
capped 

Tuesday,  January  24,  1956 

9:00  A.  m.  to  5:00  p.  m.  Absence  from  work  due  to  nonoc- 
cupational  illness  and  injury — with  special  reference  to 
integration  between  industrial  physician  and  private  physi- 
cian 

Sponsored  by  the  Committee  on  Medical  Care  for 
Industrial  Workers,  Dr.  William  A.  Sawyer,  chairman 
Four  panel  discussions  on  a problem  of  concern  to  labor, 
management,  the  community,  and  medicine,  pinpointing 
current  problems  and  future  needs 


MEDICAL  EDUCATION  AND  LICENSURE 
CONGRESS 

The  role  of  advanced  training  in  the  over-all  medical  edu- 
cation picture  will  be  discussed  during  the  opening  session 
of  the  52nd  annual  Congress  on  Medical  Education  and 
Licensure  to  be  held  February  11-14  at  the  Palmer  House, 
Chicago.  The  meeting  will  be  sponsored  by  the  AMA’s 
Council  on  Medical  Education  and  Hospitals,  the  Federation 
of  State  Medical  Boards  of  the  United  States  and  the  Ad- 
visory Board  for  Medical  Specialties. 

Special  attention  will  be  paid  to  current  problems  in 
residency  training  such  as  the  basic  science  content  of  a 
residency  program,  the  organization  and  administration  of 
a residency  program  and  the  psychiatric  viewpoint  in  train- 
ing residents  during  rite  all  day  sessions  on  Saturday,  Febru- 
ary 11.  An  open  meeting  of  the  Advisory  Board  for  Medical 
Specialties  will  be  held  Sunday  morning  with  an  open 
meeting  of  the  Federation  of  State  Medical  Boards  in  the 
afternoon.  Monday’s  sessions  will  be  devoted  to  discussions 
of  trends  in  specialization,  problems  relating  to  clinical 
faculty  appointments  and  the  private  practice  of  medicine, 
and  new  approaches  in  medical  education.  The  February  14 
program  will  be  conducted  by  the  Federation. 


ATLANTA  GRADUATE  MEDICAL  ASSEMBLY 

Attracting  wider  attendance  and  acclaim  in  medical  circles 
each  year,  the  Atlanta  Graduate  Medical  Assembly,  sched- 
uled for  February  20-22,  1956,  has  streamlined  and  sharp- 
ened its  agenda  to  incorporate  the  features  which  have 
attracted  most  favorable  comment  from  the  growing  num- 
bers of  doctors  who  have  been  attending  each  year. 

Dr.  A.  Cullen  Richardson  of  Atlanta,  this  year’s  chairman 
of  the  Assembly,  promises  another  excellent  speaking 
faculty  of  top  specialists,  a feature  that  has  been  possible  the 
most  outstanding  attraction  in  the  past. 

Other  highlights  of  the  ’56  Atlanta  Graduate  Medical 
Assembly  include  a more  extensive  social  and  entertainment 
program,  especially  those  activities  planned  for  the  visiting 
doctors’  wives,  than  ever  before.  Atlanta,  known  throughout 
the  country  for  its  hospitality,  has  gone  all  out  from  the 
standpoints  of  both  the  large  group  of  host  physicians  and 
medical  associations  themselves,  and  the  nonmedical  people 
and  entertainment  facilities  of  the  city  itself,  to  welcome  the 
nearly  2,000  doctors  from  all  over  the  country  who  arc 
expected. 


AMERICAN  COLLEGE  OF  SURGEONS 
SECTIONAL  MEETING 

Bellevue-Stratford  Hotel,  Philadelphia,  February  13-16, 
1956. 

Registration  fee  for  non-Fellows  $5. 

No  registration  fee  for  Fellows,  members  of  the  Junior 
Candidate  Group,  interns  and  residents. 

Excellent  program. 


CONFERENCE  ON  RURAL  HEALTH  SLATED 
FOR  MARCH 

“Your  Doctor  and  You”  will  be  the  theme  of  the  nth 
National  Conference  on  Rural  Health  sponsored  by  AMA’s 
Council  on  Rural  Health,  March  8-10  at  the  Multnomah 
Flotel,  Portland,  Oregon.  Chief  topics  to  be  discussed 
include:  the  family  physician,  mental  health,  programs  for 
older  people,  prepaid  medical  care,  and  successful  com- 
munity enterprises.  Ample  time  will  be  devoted  to  discussion 
and  group  participation. 

An  informal  preconference  session  will  be  held  for 
physicians  only  on  Thursday  morning,  March  8,  beginning 
at  9 a.  m.  Principal  topic  of  discussion  will  he  the  relation- 
ship and  responsibilities  of  a family  doctor  to  his  patients. 


ANNOUNCEMENT  OF  REGULAR  CORPS  EXAM- 
INATIONS FOR  MEDICAL  OFFICERS 
UNITED  STATES  PUBLIC  HEALTH  SERVICE 

A competitive  examination  for  appointment  of  medical 
officers  to  the  Regular  Corps  of  the  United  States  Public 
I lealth  Service  will  be  held  in  various  places  throughout 
the  country  on  March  20,  21,  and  22,  1956. 
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SPECIAL  NOTICES 


Appointments  provide  opportunities  for  career  service  in 
clinical  medicine,  research,  and  public  health.  They  will  be 
made  in  the  ranks  of  assistant  and  senior  assistant,  equivalent 
to  Navy  ranks  of  lieutenant  (j.g.)  and  lieutenant. 

Entrance  pay  for  an  assistant  surgeon  with  dependents 
is  $6,017  Pcr  year;  for  senior  assistant  surgeon  with  depend- 
ents, $6,918.  Qualified  officers  are  promoted  at  regular 
intervals. 

Benefits  other  than  promotions  include  periodic  pay 
increases,  30  days  annual  leave,  sick  leave,  medical  care, 
disability  retirement  pay,  regular  retirement  pay  which  is 
three-fourths  of  annual  basic  pay  at  time  of  retirement,  and 
other  privileges. 

Active  duty  as  a Public  Health  Service  officer  fulfills  the 
obligations  of  Selective  Service. 

Requirements  for  both  ranks  are  U.  S.  citizenship,  age  of 
at  least  21  years,  and  graduation  from  a recognized  school 
of  medicine.  For  the  rank  of  assistant  surgeon,  at  least  7 
years  of  collegiate  and  professional  training  and  appropriate 
experience  are  needed.  For  senior  assistant  surgeon,  an  addi- 
tional three  years,  for  a total  of  at  least  10  years  of  collegiate 
and  professional  training  and  appropriate  experience,  are 
required. 

Entrance  examinations  will  include  an  oral  interview, 
physical  examination,  and  comprehensive  objective  examina- 
tions in  the  professional  field. 

Application  forms  may  be  obtained  from  the  Chief,  Divi- 
sion of  Personnel,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare,  Washington  25,  D.  C. 
Completed  application  forms  must  be  received  in  the  Divi- 
sion of  Personnel  no  later  than  February  10,  1956. 


THE  CONNECTICUT  SOCIETY  OF  AMERICAN 
BOARD  OBSTETRICIANS  AND 
GYNECOLOGISTS,  INC. 

Essay  Contest  — Obstetrics  and  Gynecology  — 
Prize  $100 

I.  (a)  Applications  for  entry  in  the  contest  should  be  sub- 
mitted in  writing  and  mailed  to  the  Secretary,  Joseph  Klein, 
M.n,  435  Farmington  Avenue,  Hartford,  Connecticut,  not 
later  than  February  1.  The  applicant  should  furnish  his 
name,  address,  hospital  address  and  resident  or  intern  status. 

(b)  1 o qualify  the  applicant  must  be  a graduate  in  medi- 
cine (m.d.)  who  is  serving  as  an  intern  or  resident  (includ- 
ing the  various  degrees  of  residency)  in  any  of  the  recog- 
nized hospitals  in  Connecticut. 

(c)  I he  secretary  shall  assign  a code  number  to  each 
applicant.  Each  essay  must  be  signed  by  number  (not  by 
name)  and  submitted  to  the  secretary  not  later  than  June  1. 
I he  secretary  will  then  forward  it  to  the  judges.  The 
award  will  be  made  by  number,  after  which  the  secretary 
will  refer  to  the  code,  determine  the  name,  and  inform  the 
judges. 

II.  (a)  I he  essay  must  be  on  an  obstetrical  or  gyneco- 
logical subject.  The  format  should  be  similar  to  that  of  the 
usual  medical  article  as  published  in  medical  journals.  It 
should  contain:  (1)  a brief  historical  summary  leading  up 
to  the  problem:  (2)  a reasonably  detailed  report  as  to  in- 


vestigative work;  and  (3)  general  discussion  and  summary. 

(b)  I lie  essay  must  contain  not  less  than  2,500  nor  more 
than  5,000  words. 

(c)  An  original  and  two  copies  of  the  manuscript  must 
be  submitted.  It  must  be  typewritten,  double  spaced  and 
with  adequate  margin  for  notations.  All  copies  are  to  be 
retained  by  the  Society.  One  copy  will  be  returned  if  so 
requested.  The  manuscript  is  to  be  signed  by  assigned  num- 
ber—not  by  name. 

III.  I lie  amount  of  the  prize  is  $100. 

IV.  I he  winning  essay  is  to  be  submitted  for  publication. 

V.  Announcement  of  the  winner  and  awarding  of  the 
prize  will  be  at  the  annual  dinner  of  the  Society,  at  which 
the  winner  will  be  a guest  of  honor. 


NEW  BOOKS  IN  REVIEW 

MEDICAL  CARE  FOR  TOMORROW.  By  Michael  M. 

Davis,  ph.d.,  Chairman,  Executive  Committee  of  National 

Committee  for  the  Nation’s  Health.  New  York:  Harper 

& Brothers.  1955.  497  pp.  $6.50. 

Reviewed  by  James  R.  Miller 

Michael  Davis,  now  76,  is  an  extraordinary  man.  It  is  fair 
to  say  that  no  one  in  this  country  has  accumulated  more 
knowledge  and  experience  in  the  field  of  provision  of  medi- 
cal care  than  he.  The  writer  has  known  him  and  has  lived 
through  many  of  the  years  of  contentious  strife  between  the 
forces  of  organized  medicine  and  those  w'ho  wished  to 
“liberalize”  our  medical  economy  among  whom  Mr.  Davis 
was  a leader. 

He  will  be  remembered  in  Boston,  for  he  was  director  of 
the  Boston  Dispensary  from  1910  to  1920  and  organized  pay 
clinics  there  and  later  at  Cornell  in  New  York  City  for 
patients  of  moderate  means.  He  was  consulted  by  the  Hart- 
ford Dispensary  which  still  uses  the  admission  and  record 
system  he  advised.  As  one  of  the  majority  of  the  Committee 
on  the  Cost  of  Medical  Care,  as  editor  of  Survey  Graphic 
and  of  Medical  Care , as  a member  of  the  Committee  for  the 
Nation’s  Health  he  fought  for  his  ideas  of  social  medicine 
at  conferences,  assemblies,  and  at  Congressional  Committee 
hearings.  In  all  these  he  encountered  the  opposition  of  the 
American  Medical  Association. 

Physicians  will  be  interested  in  the  history  of  the  AM  A 
relations  with  this  movement.  The  book  is  usefully  indexed 
so  that  one  can  turn  quickly  to  items  of  immediate  concern. 
He  gives  the  AM  A deserved  and  generous  praise  for  its 
many  accomplishments,  but  advancing  years  have  only 
slightly  lowered  the  acidity  of  his  comments  on  the  AMA’s 
attitudes  on  Health  Insurance. 

Concerning  the  former  editor  of  the  Journal  of  the  AMA 
he  savs:  “Matched  on  some  important  occasions  against 
experienced  lay  debators  who  knew  a good  deal  about  the 
subject,  his  ego  betrayed  him  into  anger  and  invective  where 
unable  to  shift  an  issue  or  when  caught  in  a misstatement  of 
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fact.”  The  writer  was  present  on  one  such  occasion  when 
Mr.  Davis  was  the  lay  debater,  and  it  is  an  understatement 
to  say  that  the  case  for  organized  medicine  was  not  effec- 
j tively  presented. 

Medical  Care  For  Tomorrow  is  a mine  of  facts  of  the 
history  of  this  controversy — with  a large,  expert! v managed 
bibliography — for  easy  use  of  the  student.  This  is  must 
reading  for  those  who  steer  the  course  of  organized  medi- 
cine if  for  no  other  reason  than  to  be  familiar  with  the 
most  complete  statement  of  the  underlying  philosophy  of 
the  compulsory  health  insurance  movement.  Especially  inter- 
esting is  the  distillate  of  this  life  history  in  the  last  Chapter 
27  where  with  remarkable  candor  and  I believe  wisdom  lie 
outlines  various  courses  which  the  future  may  take. 

While  this  volume  is  not  comfortable  reading  for  one 
who  has  worked  in  the  ranks  of  organized  medicine,  it  is 
not  as  vitriolic  as  it  might  have  been  if  written  25  years  ago, 
and  one  cannot  escape  the  impression  that  Michael  Davis  has 
a warm  affection  for  physicians  and  hopes  that  they  will 
take  what  he  believes  is  their  proper  place  in  tomorrow’s 
society. 

It  probably  is  uncomfortable  for  an  orthodox  Jew  to  read 
the  New  Testament  and  to  contemplate  the  almost  social- 
istic way  of  life  which  is  the  core  of  this  sect  of  the  Naza- 
rene.  Sholem  Asch  read  it  and  produced  a scholarly  book, 
The  Nazarene,  without  giving  up  his  beliefs.  So  too  a 
conservative  AM  A stalwart  can  read  with  profit,  albeit  with 
some  discomfort,  about  this  new  economic  way  of  life  which 
is  advocated  at  times  with  almost  religious  fervor.  About 
the  struggle  between  old  and  new  Sholem  Asch  writes: 
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BOOK  RF.  VIEWS 


I lierc  was  a time  when  a Jew  or  a Christian  of  good  will 
believed  that,  in  order  to  establish  understanding  between 
Jews  and  Christians,  it  would  be  necessary  for  both  to 
abandon  their  religion.  This  was  the  time  of  rationalization. 
I believe  that,  if  it  is  possible  to  come  net  only  to  an  under- 
standing but  to  a spiritual  kinship  between  Jews  and  Chris- 
tians, it  will  be  accomplished  not  by  abolishing  religions 
but,  on  the  contrary,  only  through  religion — because,  if  you 
have  accepted  Christianity,  you  have  also  accepted  the  whole 
tradition  in  which  the  Messianic  idea  is  rooted.” 

Analogies  must  never  be  pushed  too  far  and  it  might  give 
offense  to  mention  religion,  but  there  is  food  for  thought. 

THE  ENACT  ICE  OF  DYNAMIC  PSYCHIATRY.  By 
Jules  H.  Masserman,  m.d.  Philadelphia,  Pennsylvania: 
W.  B.  Saunders  Co.  1955.  790  pp.  $12. 

Reviewed  by  Robert  S.  McKnight 
Nearly  ten  years  ago  the  author  published  Principles  of 
Dynamic  Psychiatry  in  which  psychiatric  concepts  were 
reviewed  and  the  various  physiologic  and  psychologic  con- 
cepts of  behavior  were  correlated  into  a comprehensive 
system  termed  Biodynamics.  The  task  of  establishing  a truly 
comprehensive  scheme  in  such  a complex  field  is  Herculean 
indeed.  Yet  such  an  effort,  if  successful,  would  represent  a 
major  step  forward  in  the  understanding  of  human  behavior. 
The  present  text  is  a continuation  of  this  effort  by  applying 
biodynanaics  to  clinical  psychiatry.  This  volume  is  therefore 
a companion  piece  to  the  first  work;  yet  it  is  able  to  stand 
alone  as  a text. 

The  Practice  of  Dynamic  Psychiatry  is  cncylopedic  in 
scope  and  can  be  classed  as  a basic  book  for  students  and 
practitioners  alike.  The  beginning  of  the  work,  the  clinical 
investigation  of  human  behavior,  is  addressed  mainly  to  the 
student  of  psychiatry.  Here  is  dsecribed  in  great  detail  the 
principles,  techniques,  and  pitfalls  of  the  psychiatric  exam- 
ination, interview,  and  history.  Included  is  a comprehensive 
chapter  on  psychodiagnostic  testing. 

In  addition  to  the  principles  of  investigation  mentioned, 
there  is  included  a dynamic  evaluation  of  clinical  syndromes, 
methods  of  keeping  records,  writing  consultations  and 
reports  to  physicians  and  others  such  as  nonmedical  per- 
sonnel, jurists,  attorneys  and  insurers,  and  a section  on 
theoretical  concepts  of  the  self  and  universe.  In  the  major 
section,  namely,  that  on  dynamic  psychotherapy,  the  origin 
and  evolution  of  the  various  basic  concepts  of  behavior  and 
psychotherapy  are  traced  and  correlated  with  the  restated 
principles  of  biodynamics  both  in  therapy  and  practice.  The 
author  comments  that  biodynamics  does  not  stand  in  opposi- 
tion to  psychoanalysis,  since  some  of  the  essential  dynamic 
orientations  are  derived  from  analysis.  This  section  is  both 
extensive  and  comprehensive  in  describing  therapeutic  tcch- 
niques  and  the  dynamics  involved. 

The  work  is  concluded  with  a discussion  of  the  application 
of  biodynamics  to  social  issues.  It  is  to  be  noted  that  the 
undergraduate  and  graduate  curriculum  is  discussed  in 
Appendix  d.  The  Training  of  the  Psychiatrist. 

It  is  to  be  re-emphasized  that  the  author  is  not  attempting 
a “new  school”  in  the  study  of  human  behavior  but  rather 
to  establish  a system  based  on  certain  stated  principles  which 
will  correlate  and  integrate  various  existing  concepts. 
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THE  PROBLEM  OF  GASTRIC  ULCER 

Louis  Zetzel,  m.d.,  Boston 


VV7hile  ulcers  of  the  stomach  were  recognized 
**  by  Galen,  it  remained  for  Cruveilhier1  in  1839 
to  make  a clear  distinction  between  chronic  gastric- 
ulcer  and  carcinoma,  both  clinically  and  pathologic- 
ally. Yet  for  more  than  100  years  the  controversy 
has  raged  tending  to  associate  the  two  conditions 
from  an  etiological  and  diagnostic  viewpoint. 

Benign  peptic  ulcers  occurring  on  either  side  of 
the  pylorus— duodenal  or  gastric— may  be  regarded 
as  a single  entity  from  the  standpoint  of  gross  and 
microscopic  pathology,  and  respond  to  a therapeu- 
tic regimen  which  deals  successfully-  with  the  inter- 
action of  two  forces— mucosal  resistance  and  the 
influence  of  acid  gastric  juice. 

In  spite  of  this  similarity  in  response  to  therapy 
and  in  pathologic  appearance,  it  is  important  to 
consider  gastric  ulcer  as  a separate  group  in  man- 
agement, rather  than  a subdivision  of  peptic  ulcer, 
because  of  the  special  problem  it  presents  in  relation 
to  cancer  of  the  stomach. 

This  question  is  compounded  of  two  distinct 
aspects— first,  the  etiological  problem.  Does  benign 
gastric  ulcer  predispose  to  or  eventually  degenerate 
into  a cancer,  and  if  so,  to  what  extent?  The  varying 
views  in  the  literature  as  to  this  likelihood  range 
from  such  statements  of  the  German  pathologist 
Zenker,  that  most  cases  of  cancer  of  the  stomach 
arise  from  pre-existing  peptic  ulcer  and  of  MacCarty 
at  the  Mayo  Clinic,2  who  felt  that  50-75  per  cent 
of  gastric  cancers  arise  in  ulcer,  to  those  who  feel 
that  grafting  of  cancer  on  ulcer  never  takes  place. 

An  explanation  for  the  discrepancies  in  the  re- 
ported incidence  may  be  due  in  part  to  the  lack  of 
uniform  criteria  of  diagnosis,  both  clinically  and 
histologically.  In  some  instances  a long  history  of 
dyspepsia  has  been  regarded  as  synonymous  with 
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SUMMARY 

Emphasis  is  placed  on  the  importance  of  considering 
gastric  ulcer  as  a separate  entity  and  not  as  a subdivi- 
sion of  peptic  ulcer,  in  spite  of  certain  similarities  in 
the  two  lesions.  Two  aspects  of  the  problem  of  gastric 
ulcer  are  discussed : viz.,  the  etiological  and  the  diag- 
nostic. 

A review  and  re-evaluation  is  presented  of  criteria 
appearing  in  the  medical  literature  for  use  in  the 
differential  diagnosis  of  benign  and  malignant  gastric 
ulcer.  The  arguments  both  pro  and  con  used  for 
immediate  surgical  intervention  in  all  cases  of  gastric 
ulcer  ate  outlined.  A conservative  approach  in  the 
treatment  of  gastric  ulcer  is  advocated  and  presented 
in  some  detail. 


a benign  ulcer  without  other  confirmation.  Even 
where  there  is  definite  proof  of  a pre-existing 
gastric  ulcer,  the  long  history-  is  no  more  indicative 
of  a benign  ulcer  than  a short  history-  is  conclusiy-e 
evidence  of  malignancy.  Pathologically,  the  smaller 
size  of  the  neoplasm  in  an  area  of  peptic  ulceration 
is  no  more  an  index  of  recent  origin  than  the  degree 
of  scar  formation  in  the  base  of  the  ulcer  is  a sign 
of  its  precedence.  By-  analogy  with  carcinoma  in 
situ  as  found  in  the  skin,  nipple,  and  cervix,  Mal- 
lory3 felt  that  cancer  may  exist  for  years  in  a pre- 
im-asive  state,  limited  to  the  mucosa.  In  the  presence 
of  HC1,  such  areas  may  undergo  peptic  ulceration 
with  resultant  destruction  of  some  of  the  neoplasm, 
at  times  leaving  only-  a fragment  of  the  original 
tumor.  The  ulceration  thus  produced  may  dominate 
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rhe  clinical  picture,  resembling,  in  all  ways,  the 
course  of  a benign  peptic  ulcer  until  the  original 
malignant  process  becomes  invasive.  Proof  of  the 
sequential  relationship  of  ulceration  and  neoplastic 
development  is  thus  extremely  difficult  in  the  indi- 
vidual case. 

Brown4  and  others5  have  attempted  to  establish 
definite  criteria  to  determine  such  a sequence. 

1.  There  should  be  present  all  the  histologic 
evidence  of  peptic  ulceration  such  as  the  zone  of 
necrosis,  granulation  tissue,  the  dense  fibrous  base 
and  loss  of  muscularis,  fusion  or  close  approxima- 
tion of  the  muscularis  mucosae  and  muscularis,  as 
well  as  thickening  of  the  blood  vessel  walls  and 
formation  of  vascular  thrombi. 

2.  There  must  be  definite  evidence  of  cancer. 
This  includes  changes  in  arrangement,  size  and 
shape  of  cells,  changes  in  the  polarity  of  nuclei,  as 
well  as  the  presence  of  multiple  mitotic  figures. 
Rapidly  regenerating  epithelium  may  simulate  many 
of  these  changes  and  is  undoubtedly  responsible  for 
some  of  the  high  figures  given  for  the  proportion 
of  cancer  arising  in  ulcer. 

The  use  of  these  criteria,  as  well  as  information 
derived  from  long  term  follow  up  of  patients  with 
benign  gastric  ulcer  have  revealed  an  incidence  of 
i to  2 per  cent  culminating  in  cancer  of  the  stom- 
ach.0 It  would  appear  that  while  such  an  eventuality 
does  occur,  it  is  infrequent,  and  in  itself  is  not  an 
indication  for  subjecting  all  gastric  ulcers  to  radical 
surgery. 

A much  more  important  aspect  of  the  ulcer- 
cancer  problem  is  not  the  potentiality  for  malig- 
nant degeneration,  but  the  diagnostic  one— whether 
or  not  one  can  recognize  cancer  in  an  ulcerating 
lesion,  utilizing  all  aids  short  of  histologic  examina- 
tion of  the  resected  specimen.  It  is  on  this  point  that 
the  major  divisions  in  therapy  are  focused. 

Before  discussing  the  arguments  favoring  the 
various  approaches  to  this  question,  it  may  be  well 
to  review  and  re-evaluate  some  of  the  criteria  ad- 
vanced in  the  past  and  repeated  so  often  in  the 
medical  literature  to  help  in  the  differential  diag- 
nosis of  benign  and  malignant  gastric  ulcer. 

i.  The  size  and  location  of  the  ulcer  have  been 
given  positions  of  prime  importance  in  the  differen- 
tial diagnosis.  Under  the  influence  of  Mac  Carty  at 
the  Mayo  Clinic  and  others7’8  subsequently,  it  was 
believed  that  ulcers  larger  than  4 cms.  were  virtually 


all  malignant.  1 his  can  no  longer  be  maintained  on 
the  basis  of  present  evidence.  While  most  benign 
ulcers  are  small  (less  than  2 cms.)  and  most  malig- 
nant ulcers  are  larger  than  2.0  cms.,  more  than  10 
per  cent  of  benign  ulcers  are  larger  than  4.0  cms. 
and  conversely  20  p;r  cent  of  malignant  ulcers  are 
less  than  2 cms. 11  Thus,  the  size  of  the  ulcer  in  any 
individual  case  is  of  little  value.  The  important 
thing,  therefore,  is  not  the  relative  incidence,  but  to 
recognize  the  fact  that  not  all  small  ulcers  are 
benign,  and  not  all  large  ulcers  are  malignant. 

2.  Two  sites  in  the  stomach  have  been  considered 
especially  vulnerable  as  to  the  incidence  of  malig- 
nancy, the  prepyloric  and  the  greater  curvature 
area.  Holmes  and  Hampton,  in  1933,  stated  that  the 
majority  of  ulcerating  lesions  in  the  prepyloric  area 
were  malignant,  requiring  radical  surgical  therapy. 
I his  high  incidence  has  not  been  borne  out  by 
subsequent  studies.  The  average  of  many  studies 
reveal  that  less  than  % of  all  ulcers  in  the  prepyloric 
area  are  malignant.1011 

There  had  been  universal  agreement  as  to  the 
malignant  nature  of  all  ulcers  along  the  greater 
curvature.  Recently,  there  have  been  increasing 
reports12’13  of  the  benign  nature  of  many  of  these 
lesions,  so  that  the  overall  percentage  of  malignant 
lesions  in  this  area  is  no  more  than  60  per  cent. 
Though  relatively  infrequent  in  the  total  incidence 
of  gastric  ulcers,  they  show  the  highest  proportion 
of  malignancy. 

3.  The  presence  of  a duodenal  ulcer  was  thought 
to  cast  an  aura  of  benignancy  on  a co-existing  gas- 
tric ulcer.  The  finding  of  duodenal  deformity  in 
patients  with  malignant  gastric  ulcers  in  a consider- 
able percentage  of  cases  (30  per  cent  in  some 
series)10  weakens  the  significance  of  this  association. 
However,  a duodenal  crater,14  indicative  of  ulcer 
activity,  probably  carries  with  it  more  weight  in  favor 
of  a benign  diagnosis  for  the  gastric  ulcer,  though 
not  enough  to  warrant  in  itself  conservative  medical 
therapy.  The  true  incidence  of  gastric  carcinoma 
in  association  w ith  duodenal  ulcer  is  probably  missed 
by  both  roentgenologists  and  surgeons  when  their 
interest  is  focused  on  a gastric  lesion.  The  import- 
ance of  this  frequent  association  should  warn  us 
against  the  tendency  to  attribute  all  digestive 
symptomatology,  even  when  it  has  undergone  some 
change,  to  the  previous  duodenal  ulcer,  rather  than 
consider  the  possibility  of  a new  lesion. 

4.  In  general,  it  may  be  said  that  in  patients  with 
a malignant  gastric  ulcer  we  are  dealing  with  an 
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older  age  group  (55)  than  in  the  benign  group  (45). 
Similarly,  the  longer  the  duration  of  history,  the 
less  likely  are  the  chances  of  malignancy.  Thus,  with 
a history  less  than  one  year,  38  per  cent  of  ulcers 
were  malignant,  and  only  8 per  cent  with  a history 
more  than  10  years.8  However,  this  still  means  that 
more  than  60  per  cent  of  patients  with  a history  less 
than  one  year  will  have  a benign  ulcer. 

5.  Gastric  acidity  has  proved  of  little  value  except 
with  the  repeated  finding  of  histamine  achlorhydria. 
While  patients  with  hypersecretion  are  less  likely  to 
have  carcinoma,  there  are  too  many  exceptions  to 
this  rule.  True  achlorhydria  on  repeated  examina- 
tions after  histamine  remains  the  most  important 
finding  in  a quantitative  gastric  analysis  and  should 
lead  to  operation  in  spite  of  occasional  reports 
of  such  findings  in  a benign  gastric  ulcer. 

We  come  back  then  to  the  overriding  problem. 
Is  it  possible  to  separate  the  benign  from  the  malig- 
nant ulcers  with  sufficient  accuracy  so  that  there  is 
room  for  the  exercise  of  clinical  judgment  in  the 
management  of  the  individual  case,  or  is  the  level 
of  diagnostic  accuracy  so  low  and  the  incidence  of 
missed  malignant  ulcers  so  high  in  spite  of  all  avail- 
able diagnostic  and  therapeutic  measures,  as  to  make 
it  advisable  to  urge  surgical  intervention  in  all  cases 
as  soon  as  the  diagnosis  of  a gastric  ulcer  is  made? 

The  case  for  operation  in  all  cases  of  gastric  ulcer 
or  only  after  very  slight  delay  has  been  presented 
most  forcefully  by  surgeons  like  Ravdin,15-16 
Lahey17  and  Ochsner18  and  reflects  their  concern 
w ith  the  poor  statistics  for  gastric  cancer.  In  brief, 
the  main  points  of  their  argument  are  as  follows: 

1.  There  has  been  relatively  little  improvement  in 
the  five  year  survival  rate  for  cancer  of  the  stomach, 
in  spite  of  improvements  in  diagnostic  measures, 
surgical  technic,  anesthesia,  and  postoperative  care. 
This  lag  in  statistical  progress  is  largely  attributable 
to  the  delay  in  operating  at  a time  when  the  malig- 
nancy is  still  limited  to  the  stomach  and  before  the 
perigastric  lymph  nodes  are  invaded.  Operation 
under  these  favorable  circumstances  may  offer  a 
five  year  survival  rate  of  40-50  per  cent.19  There  is 
a sharp  drop  in  this  optimal  figure  when  even  a single 
node  is  involved,  so  that  resection  may  offer  no 
more  than  palliation  with  the  five  year  survival  rate 
no  higher  than  10  per  cent.  By  advising  definitive 
and  radical  surgery  in  all  gastric  ulcers  before  the 
diagnosis  of  cancer  is  clinically  or  roentgenologic- 
ally  obvious,  it  will  be  possible  to  salvage  a signifi- 
cant number  of  these  early  cases,  even  though  the 
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majority  of  patients  thus  treated  will  be  proved  to 
have  a benign  ulcer. 

2.  One  cannot  make  an  accurate  distinction  be- 
tween benign  and  malignant  ulcers  with  sufficient 
accuracy  to  allow  any  room  for  continued  observa- 
tion and  conservative  treatment.  The  errors  in  diag- 
nosis utilizing  x-ray,  gastroscopy  and  clinical  his- 
tory are  such  that  at  least  10  per  cent  of  patients 
treated  for  gastric  ulcers  are  ultimately  found  to 
have  an  ulcerating  carcinoma.-0"24  While  there  are 
differences  in  clinical  data  obtained  from  series  of 
patients  w ith  ulcer  and  with  cancer  in  relation  to 
age,  sex,  gastric  acidity,  size  and  location  of  the  ulcer 
and  response  to  medical  therapy,  the  exceptions  to 
these  general  impressions  militate  against  their  use- 
fulness in  the  differential  diagnosis  of  any  one  case. 

1 he  true  nature  of  a carcinoma  that  is  localized  to 
the  immediate  wall  of  the  ulcer  may  be  as  difficult 
to  recognize  as  that  of  a large  benign  callous  ulcer 
whose  wall  is  thickened  and  indurated.  The  roent- 
gen diagnosis  of  prepyloric  ulcers  is  particularly 
difficult  and  prone  to  error.  The  same  holds  for 
ulcers  in  the  cardia  of  the  stomach.  1 hese  same  areas 
are  often  inadequately  seen  by  gastroscopy.  Only 
the  pathologist  with  the  resected  specimen  can 
definitely  determine  whether  a gastric  ulcer  is  be- 
nign or  malignant. 

3.  One  need  not  apologize  for  removing  a benign 
gastric  ulcer  as  part  of  the  general  program  to  treat 
all  gastric  ulcers  surgically.  The  incidence  of  recur- 
rences and  severe  complications  in  medically  treated 
gastric  ulcers  may  be  as  high  as  in  the  case  of  duo- 
denal ulcers.  1 he  mortality  of  the  surgical  proce- 
dure is  no  more  than  2 per  cent,  and  the  end  results 
uniformly  good.  The  likelihood  of  recurrent  ulcers, 
anastomotic,  gastric  or  jejunal,  is  extremely  remote 
after  adequate  surgery,  in  contrast  to  the  results  for 
duodenal  ulcer.17  Thus,  under  this  program  of 
resection  of  all  gastric  ulcers,  many  malignant 
ulcers  may  be  removed  in  time  to  effect  a cure,  and 
the  benign  ulcer  eradicated  by  a definitive  procedure 
which  has  proved  almost  uniformly  successful. 

Such  a formidable  array  of  argument  is  both 
cogent  and  persuasive,  especially  when  it  is  offered 
as  an  attempt  at  reducing  the  morbidity  of  a disease 
with  an  annual  incidence  of  almost  100,000.  There 
can  be  no  room  for  casual  disregard  of  any  program 
which  offers  to  improve  the  survival  rate  in  an 
affliction  claiming  more  than  30,000  lives  annually. 

And  yet,  before  accepting  a regimen  which  ad- 
vocates indiscriminate  operation  and  denies  anv  role 
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for  the  exercise  of  judgment  in  the  individual 
patient,  it  may  he  well  to  review  the  case  against 
immediate  surgical  intervention.  Is  the  situation  so 
desperate  that  one  must  establish  an  invariable  and 
arbitrary  dictum  of  surgical  intervention  or  is  there 
still  room  for  a more  conservative  approach  which 
will  effectively  combine  diligence  with  clinical 
judgment  and  limit  operation  to  certain  specific 
indications?  Can  one  throw  out  a net  larqe  enough 
to  catch  most  of  the  cancers  masquerading  as  benign 
lesions  without  including  a vast  number  of  ulcers 
which  would  have  responded  satisfactorily  to  a 
medical  regime? 

1.  '1  he  thesis  that  gastric  resection  will  significant- 
ly improve  the  salvage  rate  of  gastric  carcinoma 
must  be  examined  in  the  light  of  certain  facts. 
Approximately  10  per  cent  of  the  total  group  of 
cancer  of  the  stomach  appear  in  the  form  of  gastric 
ulcer.  Even  if  all  of  these  cases  were  to  be  missed 
by  any  form  of  therapy  short  of  surgery,  the  differ- 
ence in  survival  rate  between  cases  treated  exclu- 
sively by  either  medical  or  surgical  means  would 
be  no  more  than  2 per  cent.  These  figures  assume 
that  all  10  cases  of  gastric  malignancy  will  be  found 
only  at  exploration,  that  the  survival  rate  under 
such  optimum  conditions  will  be  as  high  as  40  per 
cent,  and  that  the  surgical  mortality  will  be  limited 
to  2 per  cent— all  assumptions  which  many  will  feel 
favors  the  surgical  side  of  the  picture  unduly.25 

2.  Admittedly  it  is  impossible  to  make  an  accurate 
distinction  between  benign  and  malignant  ulcers  in 
all  instances.  However,  the  figures  of  10-20  per  cent 
error  are  compounded  of  studies  undertaken  before 
present  refinements  in  diagnostic  technic  such  as 
mucosal  relief  x-ray  studies,  gastroscopy  and  cyto- 
logical  studies  on  gastric  aspirations.  Many  of  these 
earlier  reports  include  without  justification  as  errors 
in  diagnosis  patients  who  were  operated  on  because 
only  a suspicion  and  not  a definite  diagnosis  of 
cancer  was  made  preoperatively.  In  other  instances, 
those  cases  who  were  carefully  followed  during  a 
screening  period  of  4 to  6 weeks  according  to  a 
prearranged  plan,  before  being  subjected  to  opera- 
tion, were  also  labelled  erroneously  as  mistakes  in 
diagnosis,  if  a cancer  was  subsequently  found.26 

Recent  studies  have  shown  that  the  diagnosis  of  a 
malignant  ulcer  can  be  correctly  made  in  over  95 
per  cent  of  cases,  under  circumstances  to  be  de- 
scribed later.  I Inis,  it  is  possible  to  arrive  at  a figure 
which  compares  favorably  with  the  surgical  mortal- 
ity which  obtains  even  in  the  best  of  clinics. 


3.  As  to  the  argument  that  the  surgical  mortality 
and  postoperative  morbidity  arc  both  so  low,  that 
the  resection  of  so  many  stomachs  for  benign  gastric 
ulcer  need  not  concern  us  too  much,  there  is  this 
to  be  said.  1 he  excellent  mortality  figures  reported 
from  leading  surgical  clinics  are  not  truly  repre- 
sentative of  the  results  that  will  obtain  in  the  coun- 
try as  a whole,  where  the  mass  of  operating  w ill  be 
done.  While  one  could  not  argue  with  the  necessity 
of  doing  a radical  resection  for  carcinoma  or  a 
benign  gastric  ulcer  complicated  by  bleeding,  ob- 
struction, or  frequent  recurrences,  one  cannot 
casually  contemplate  the  relatively  large  number  of 
persons  with  benign  ulcers  which  would  have  healed 
with  medical  treatment,  whose  death  would  be 
attributable  to  the  operation  or  who  will  be  suffer- 
ing from  the  physiologic  abnormality  of  a partially 
resected  stomach,  with  anemia,  nutritional  deficien- 
cy, and  the  dumping  syndrome  in  10  to  15  per  cent 
of  such  patients. 

A program  can  be  established  in  which  it  will  be 
possible  to  ferret  out  the  vast  majority  of  malignant 
ulcers  masquerading  as  benign  lesions,  with  a degree 
of  error  no  higher  than  the  mortality  which  will 
result  from  universal  gastric  resections,  while  at  the 
same  time  reserving  operation  in  the  case  of  benign 
ulcers  for  specific  indications.  The  broad  features  of 
such  a program  include  an  awareness  on  the  part  of 
the  patient  of  the  implications  of  his  disease  and  a 
willingness  to  cooperate  fully  in  a continuing  prob- 
lem which  obligates  him  to  report  at  regular  inter- 
vals for  medical  supervision  even  in  the  absence  of 
any  untoward  symptoms.  The  physician  must  not 
only  educate  the  patient  as  to  the  potentialities  of 
his  condition,  so  that  there  be  no  misunderstanding, 
but  assumes  the  responsibility  of  ensuring  his  return 
for  interval  examination. 

More  specifically,  the  patient  who  is  found  to 
have  a gastric  ulcer  must  be  admitted  to  the  hos- 
pital for  evaluation  and  decision  considering  the 
method  of  therapy  indicated.  Treatment  on  an  am- 
bulatory basis  is  hazardous.  While  chief  reliance  is 
placed  on  the  roentgenographic  determination, 
there  is  no  single  diagnostic  measure  which  in  itself 
is  pathognomonic  of  benignancy.  The  significance 
attached  to  laboratory  measures  should  vary  directly 
with  the  level  of  proficiency  in  their  execution.  A 
report  from  an  expert  radiologist  that  a gastric 
lesion  is  definitely  malignant  or  suspiciously  so 
should  be  sufficient  indication  in  itself  for  immediate 
surgical  intervention. 
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The  specific  details  in  an  individual  ulcer  which 
suggest  the  diagnosis  of  malignancy  on  roentgeno- 
graphic  examination  are  a niche  superimposed  on  a 
subtraction  defect  within  the  normal  boundary  of 
the  gastric  lumen,  obliteration  of  the  mucosal  pat- 
tern in  the  region  of  the  ulcer,  or  an  irregularity  in 
the  border  or  base  of  the  ulcer,  which  is  flat, 
saucer-like,  and  wider  than  the  apex.  When  such  an 
ulcer  is  treated  it  may  diminish  in  depth,  but  not 
in  the  transverse  diameter.  In  contrast,  the  benign 
ulcer  projects  beyond  the  normal  contour  of  the 
wall,  with  mucosal  folds  intact  and  radiating  into  the 
crater,  with  a radiolucent  halo  around  its  base  which 
is  ofen  relatively  narrow  as  compared  to  its  depth. 
When  a benign  ulcer  responds  favorably  to  medi- 
cal treatment  it  is  diminished  in  depth  as  well  as  in 
its  transverse  diameter. 

There  are  two  locations  in  the  stomach  which 
require  special  attention.  Lesions  along  the  greater 
curvature  of  the  stomach  may  no  longer  be  con- 
sidered as  invariably  malignant.  However,  though 
relatively  infrequent,  approximately  60  per  cent  are 
malignant,  and  for  the  present  should  be  considered 
an  indication  for  operation.  The  incidence  of  malig- 
nancy in  prepyloric  ulcers  is  about  20  per  cent, 
considerably  lower  than  that  indicated  by  the 
earlier  studies  of  Holmes  and  Hampton.  However, 
in  some  instances  it  has  been  found  difficult  to 
evaluate  lesions  in  this  area.  Since  a large  percent- 
age of  all  malignant  ulcers  are  found  in  this  region, 
they  should  be  watched  with  especial  care,  unless 
the  roentgenographic  and  gastroscopic  reports  are 
unequivocably  favorable  and  all  other  criteria  point 
to  the  lesion  being  benign. 

While  there  have  been  in  all  large  series  a few 
patients  with  achlorhydria,  even  after  histamine, 
such  a finding  especially  if  repeatedly  confirmed 
with  single  and  double  doses  of  histamine  should 
lead  to  immediate  operation.  The  finding  of  low 
acidity  has  no  clinical  significance,  since  even  low 
levels  of  free  hydrochloric  acid  are  sufficient  to 
activate  pepsin,  and  is,  therefore,  compatible  with 
the  tentative  diagnosis  of  a benign  ulcer. 

Having  referred  for  immediate  operation  all  of 
these  patients  considered  on  the  basis  of  the  data 
mentioned  above,  as  definitely  malignant,  or  sus- 
piciously so,  all  others  are  eligible  for  a trial  of 
medical  treatment,  with  one  important  proviso. 
Even  if  all  the  factors  seem  favorable  for  a benign 
diagnosis,  if  the  patient  at  the  very  outset  or  at  any 
time  thereafter  is  unwilling  to  accept  the  obligations 


of  such  a medical  regimen,  or  if  the  physician  feels 
on  the  basis  of  his  knowledge  of  the  patient  that 
he  is  incapable  for  one  reason  or  another  of  sub- 
mitting to  such  supervision,  the  recomendation  for 
operation  should  also  be  made  in  this  case.  During 
this  trial  period  of  response  to  a medical  regimen  in 
the  hospital,  various  criteria  must  be  satisfied.27-31  1. 
There  must  be  free  hydrochloric  acid  in  the  gastric 
juice.  2.  The  patient  should  become  asymptomatic. 
3.  The  ulcer  by  x-ray  and  gastroscopic  examination 
should  show  at  least  50  per  cent  improvement  at 
the  end  of  three  weeks.  4.  All  evidence  of  occult 
blood  should  disappear  from  the  stool.  5.  Any 
weight  loss  should  be  arrested.  If  all  of  these  con- 
ditions are  satisfied,  it  is  permissable  to  continue 
the  patient  under  medical  supervision  for  another 
three  week  period.  While  there  is  no  group  of  diag- 
nostic measures  which  will  insure  the  permanent 
correctness  of  this  approach,  it  remains  tenable  if 
with  careful  attention  to  all  of  these  details  and 
vigilant  supervision,  all  evidence  of  ulceration  and 
rigidity  of  the  wall  disappear  completely  at  the 
end  of  six  weeks  at  the  latest. 

It  has  been  argued  above  that  to  postpone  opera- 
tion until  such  time  as  the  patient  has  been  sub- 
jected to  a course  of  medical  therapy  would  be 
hazardous  in  that  the  optimum  time  for  resectability 
may  be  passed.  This  is  not  an  argument  which  can 
be  answered  with  any  degree  of  certainty  or  posi- 
tiveness, but  it  does  not  seem  that  a delay  of  four  to 
six  v eeks  at  the  most,  under  careful  observation,  will 
appreciably  affect  the  ultimate  results  of  operation 
in  a disease  where  the  five  year  salvage  rate  is  no 
more  than  10  per  cent. 

The  problem  of  the  recurrent  ulcer  may  be 
viewed  from  several  aspects.  If  one  is  not  too  seri- 
ously concerned  with  the  concept  that  recurrent 
benign  ulcers  are  more  susceptible  to  malignant 
degeneration,  as  the  seat  of  chronic  irritation,  it 
would  seem  that  the  mere  fact  of  recurrence  should 
not  in  itself  be  an  indication  for  operation.  More- 
over, the  feature  of  recurrence  is  more  compatible 
with  a benign  peptic  ulcer  than  an  ulcerating  car- 
cinoma. However,  since  one  cannot  deny  the  pos- 
sibility of  such  degeneration,  even  though  infre- 
quent, and  there  is  some  evidence  that  the  incidence 
of  malignancy  is  higher  with  recurrent  ulcers,28 
such  patients  should  be  viewed  with  increasing  sus- 
picion. While  not  an  absolute  indication  for  opera- 
tion, by  virtue  of  their  recurrent  activity  they  have 
provided  evidence  for  the  failure  of  medical 
therapy. 
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It  is  obvious  that  this  method  of  treatment  repre- 
sents a compromise  between  two  extreme  views, 
one  in  which  it  is  felt  you  cannot  separate,  except 
by  operation,  patients  who  have  ulcerating  car- 
cinoma from  those  with  gastric  ulcers,  as  opposed  to 
the  contention  that  there  is  no  room  for  operation, 
except  for  the  usual  complications  of  peptic  ulcer. 
It  is  neither  reasonable  to  subject  every  gastric  ulcer 
patient  to  gastrectomy  for  fear  the  lesion  may  be  or 
may  become  cancerous,  nor  to  suggest  that  the 
treatment  for  gastric  ulcer  is  no  different  from  that 
of  peptic  ulcer  wherever  else  it  occurs  in  the 
gastrointestinal  tract. 

There  are  several  studies  which  testify  to  the 
efficacy  of  such  a conservative  approach.32*33  Where 
patients  are  observed  vigilantly,  and  under  close 
supervision  as  part  of  a definite  program  including 
careful  diagnostic  measures,  and  a period  of  observa- 
tion for  treatment  and  evaluation,  unless  the  diag- 
nosis is  definite  or  highly  suspicious  of  malignancy, 
the  incidence  of  error  was  only  i per  cent.  1 his  is 
in  contrast  with  previous  experiences  in  the  same 
institutions  where  the  patients  did  not  have  the 
benefit  of  a comprehensive  diagnostic  study  and 
management  and  the  error  in  diagnosis  was  io  per 
cent  or  more. 

In  advocating  such  a program,  one  cannot  be 
unmindful  of  the  difficulties  involved  in  having  the 
patient  and  physician  accept  its  implications  and 
continuing  responsibilities.  Too  often,  except  in  a 
clinic  where  a definite  policy  can  be  imposed  and 
followed  with  adequate  safeguards,  or  in  Y.A.  hos- 
pitals where  the  factor  of  expense  has  not  been  an 
important  deterrent  to  an  optimal  period  of  hos- 
pitalization, the  criteria  for  differentiating  the  be- 
nign and  malignant  ulcer  “are  honored  more  often 
in  the  lecture  room  rather  than  at  the  bedside.”34 

Our  own  experience  in  an  urban  hospital  where 
patients  with  gastric  ulcer  were  treated  without 
any  specific  program  by  their  individual  physicians 
or  as  ward  cases,  emphasizes  the  problems  involved. 
Out  of  48  patients  considered  suitable  for  medical 
therapy,  eight  were  eventually  found  to  have 
carcinoma  of  the  stomach,  not  necessarily  in  the 
same  location  as  the  previously  recognized  ulcer.34 
When  measured  by  the  criteria  set  forth  above.  40 
per  cent  of  this  group  did  not  receive  adequate 
therapy,  in  respect  to  length  of  hospital  stay,  dietary 
and  drug  control,  and  repeat  observation  by  serial 
G.I.  studies.  This  was  particularly  true  in  seven  out 
of  the  eight  cases  with  ultimately  proven  carcinoma 


in  whom  the  requirements  for  complete  healing  as 
determined  by  x-ray  examination  were  not  met. 
Such  a defect  in  management  emphasizes  the  dan- 
gers involved  in  a conservative  approach  for  gastric 
ulcer  in  the  absence  of  a program  whose  com- 
ponents are  carefully  supervised  and  rigidly  ob- 
served. “Unless  the  immediate  and  future  circum- 
stances appear  optimal  in  terms  of  patient  amen- 
ability and  physician  responsibility,  surgery  may  be 
preferable.”34  Where  these  safeguards  arc  con- 
tinually employed  and  carefully  adhered  to  by  both 
patient  and  physician,  the  diagnostic  error  of  treat- 
ing malignant  lesions  as  benign  gastric  ulcers  should 
be  no  higher  than  the  mortality  resulting  from  re- 
section for  all. 
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COMPLICATIONS  ASSOCIATED  WITH  ADRENAL  STEROID  THERAPY 

Stewart  P.  Seigle,  m.d.,  Hartford 


“There  hangs  a vaporous  drop  profound, 

I’ll  catch  it  ’ere  it  come  to  ground; 

And  that  distilled  by  magic  sleights 
Shall  raise  such  artificial  sprites 
As  by  the  strength  of  their  illusion 
Shall  draw  him  on  to  his  confusion.” 

Macbeth,  Act  III,  Scene  V 

' I 1 he  physician  who  uses  the  adrenal  corticoids  is 
prey  to  both  illusion  and  confusion.  He  faces 
problems  in  patients  who  are  receiving  these  drugs 
and  in  those  who  have  recently  stopped  taking  the 
medication. 

When  cortisone  is  given  in  therapeutic  dosage  it 
blocks  the  effect  of  endogenous  ACTH  and  leads 
to  atrophy  of  the  adrenal  cortex.1-2  Eventually 
changes  in  the  structure  of  the  pituitary  gland  also 
occur.1  When  cortisone  is  withdrawn  varying  de- 
grees of  adrenal  cortical  hypofunction  may  remain. 
How  much  cortisone  must  be  given  to  cause  adrenal 
atrophy  is  variable,  as  is  the  length  of  time  after 
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SUMMARY 

Three  cases  are  presented  to  illustrate  some  of  the 
complications  that  may  occur  in  association  with  oper- 
ation in  patients  who  have  received  ACTH  or  the 
adrenal  steroids.  A scheme  for  avoiding  trouble  is 
suggested. 

withdrawal  before  the  sluggish  gland  regains  normal 
function. 

When  ACTH  is  given  the  adrenal  cortex  hyper- 
trophies, but  the  pituitary  decreases  its  production 
of  ACTH  and  at  postmortem  may  show  atrophy  as 
manifested  by  hyalinization  of  the  basophilic  cells.1 
If  ACTH  is  stopped  there  may  be  lack  of  endogen- 
ous ACTH  and  a state  of  adrenal  insufficiency  in 
spite  of  hypertrophied  adrenal  glands.  The  presence 
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of  diminished  adrenal  function  may  not  be  discov- 
ered until  some  stress  is  applied  to  the  patient.3-4  The 
following  cases  show  some  of  the  pitfalls  that  await 
the  physician’s  wary  step. 

I.  ADRENAL  INSUFFICIENCY  AND  SHOCK 

T.  B.  is  a 56  year  old  woman  who  had  a fever  of  un- 
known origin.  Because  one  of  the  collagen  diseases  was 
suspected  she  had  been  given  100  mgms.  of  oral  cortisone 
daily.  This  was  eventually  reduced  to  50  mgms.  a day,  but 
she  had  received  a daily  dose  of  cortisone  for  two  months 
prior  to  her  hospital  admission  on  3/21/54.  Extensive 
investigation  failed  to  reveal  the  cause  of  her  fever,  but 
because  of  edema,  cortisone  was  stopped  on  3/29/54.  On 
4/23/54,  twenty-five  days  after  cortisone  had  been  stopped, 
an  exploratory  laparotomy  was  done.  Cortisone  25  mgm. 
was  given  by  mouth  at  noon  and  at  8 p.  m.  the  day  before 
operation.  Her  B.P.  was  sustained  at  a level  of  140/80 
during  the  operation,  gradually  decreasing  to  110/70  at 
the  end.  She  reacted  promptly  from  the  anesthesia  but 
tended  to  have  a labile  B.P.  and  very  cold  hands  and 

feet.  B.P.  readings  done  every  half  hour  from  3 p.  m.  on 

revealed  a gradual  drop  from  114/80  to  70/50  at  7 p.  m. 

At  this  point  the  intravenous  administration  of  100  mgm. 

of  hydrocortisone  in  500  cc.  of  5 per  cent  dextrose  in  water 
was  started.  This  was  allowed  to  run  rapidly  at  first,  and 
within  10  minutes  her  B P.  had  risen  to  110/70.  The  infu- 
sion was  then  regulated  at  12-16  drops  a minute  which 
maintained  the  systolic  level  between  100  and  no  mm. 
Hg.  At  8:30  p.  m.  she  was  given  25  mgm.  of  cortisone  intra- 
muscularly, and  a slow  drip  of  intravenous  hydrocortisone 
was  maintained  throughout  the  night.  At  2:40  a.  m„  on  the 
morning  of  4/24/54  she  was  given  50  mgm.  of  cortisone 
intramuscularly.  25  mgm.  of  cortisone  were  given  again 
at  9:30  a.  M.  and  4:30  p.  m.  of  this  day. 

By  4/25/54,  the  second  postoperative  day,  her  blood 
pressure  had  stabilized  and  she  was  given  25  mgm.  of  cor- 
tisone intramuscularly  morning  and  afternoon.  She  received 
one  more  dose  of  25  mgm.  on  the  next  morning  and  then 
cortisone  was  once  again  discontinued. 

The  exploratory  laparotomy  had  not  uncovered  a diag- 
nosis. Therefore  in  spite  of  repeated  negative  blood  cul- 
tures she  was  treated  intensively  for  the  next  month  with 
large  doses  of  erythromycin.  This  slowly  resulted  in  a 
return  to  normal  temperature,  gain  in  weight,  and  an  in- 
creased feeling  of  well  being.  She  was  finally  discharged  on 
5/31/54  with  the  diagnosis  of  subacute  bacterial  endocar- 
ditis— treated— unproven. 

This  feverish  lady  had  received  about  4250  mgm. 
of  cortisone  during  the  months  of  February  and 
March,  1954.  Then  25  days  after  cortisone  was 
stopped  she  was  subjected  to  stress  in  the  form  of 
exploratory  laparotomy.  There  are  several  lessons 
we  can  learn.  First,  oral  cortisone,  though  it  acts 
rapidly,  lasts  only  about  eight  hours.  Therefore 
the  preoperative  cortisone  which  this  patient  re- 
ceived the  day  before  operation  did  not  help  her  at 
all.  Secondly,  at  time  of  operation,  the  patient  needs 


more  than  50-75  mgm.  of  cortisone  and  he  needs  it 
intramuscularly  where  it  will  serve  as  a depot  of 
hormone  which  is  effective  for  about  24  hours. 
Finally,  intravenous  hydrocortisone  can  be  life 
saving  when  a postoperative  patient’s  shock  is  due 
to  adrenal  insufficiency. 

II.  MASKED  INFECTION,  POTASSIUM  DEFICIENCY 

S.  S.  was  a lady  in  her  6o’s  who  had  rather  severe  arthri- 
tis. In  February,  1954  her  uterus,  both  tubes  and  ovaries 
were  removed  because  of  the  presence  of  ovarian  carcinoma. 

In  July  and  August,  1954  she  was  given  40  units  of  ACI  H 
gel  daily  with  fairly  good  control  of  her  joint  symptoms. 
During  the  last  week  in  August  the  dose  was  gradually 
cut  to  20  units  a day.  On  September  1 she  was  admitted 
to  the  hospital  because  of  small  bowel  obstruction.  On 
9/2/54  an  operation  was  performed  and  the  obstruction, 
which  was  caused  by  adhesions,  was  relieved.  During  the 
operation  the  patient  was  given  40  mgm.  of  ACTH  and 
50  mgm.  of  hydrocortisone  in  300  cc.  of  5 per  cent  dextrose 
in  water.  After  the  operation  she  received  an  additional 
100  mgm.  of  hydrocortisone  in  500  cc.  of  5 per  cent  dextrose 
in  water.  During  the  ensuing  two  days  she  was  given  40 
units  ACTH  daily-,  and  25  mgm.  of  cortisone  intramuscu- 
larly twice  a day.  On  9/5/54  ACTH  was  decreased  to  20 
units  intramuscularly  daily  and  she  continued  to  have  a 
satisfactory  postoperative  course. 

At  7 a.  \i.  on  9/7/54,  the  5th  postoperative  day,  the 
patient  was  suddenly  found  to  have  a B.P.  of  90/60  and  a 
temperature  of  101.6  degrees.  Intravenous  hydrocortisone 
was  given  at  once  and  continued  throughout  the  day,  and 
though  her  blood  pressure  fluctuated,  most  of  the  time 
it  was  kept  between  90/60  and  110/60.  Her  temperature 
continued  to  rise,  finally  soaring  to  108  degrees  in  the 
evening  as  she  expired. 

Autopsy  showed  generalized  peritonitis,  bronchopneu- 
monia, osteoarthritis,  and  paired  adrenals  weighing  1 2 Gms. 

Flere  the  possibility  of  adrenal  or  pituitary-  in- 
sufficiency was  well  recognized  and  appropriate 
steps  were  taken.  However,  two  things  happened. 
Infection  occurred,  but  was  masked  and  untreated 
until  it  was  fulminant.  Secondly,  in  spite  of  paren- 
teral fluids  containing  potassium,  the  patient’s  serum 
potassium  fell  from  3.8  meq  on  admission  to  2.0  met] 
on  the  day  of  death. 

Corticoids  result  in  increased  potassium  excretion 
and  when  this  is  coupled  with  intestinal  intubation 
extremely  vigorous  replacement  is  necessary. 

III.  LARGE  BOWEL  PERFORATION  IN  ULCERATIVE  COLITIS 

.Mr.  R.  D.  was  a 63  year  old  man  with  a six  months’  story 
of  lower  abdominal  distress  and  ten  days  of  bloody  diar- 
rhea. Five  y-ears  before  he  had  had  a posterior  myocardial 
infarction,  and  since  then  had  been  plagued  by  recurrent 
angina  pectoris.  A diagnosis  of  ulcerative  colitis  yvas  made 
on  the  basis  of  sigmoidoscopic  findings  and  changes 
demonstrated  in  the  distal  colon  by  x-ray.  He  yvas  given 
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200  mgm.  of  cortisone  daily  with  decrease  of  diarrhea  and 
improvement  in  his  appetite.  However,  because  the  bene- 
ficial effects  were  not  well  maintained,  his  medication  was 
changed  four  days  later  to  Acthar  gel,  90  units  daily.  1 lus 
was  started  on  8/19/54  at  which  time  he  was  noted  to  be 
lethargic  and  depressed,  but  his  abdomen  was  soft  and 
flaccid,  peristalsis  moderately  increased.  On  8/24/54  because 
of  slight  pitting  edema  of  one  ankle  he  was  placed  on  a 
low  sodium  diet  and  given  an  extra  four  gms.  of  potassium 
chloride  daily.  Two  days  later  on  8/26/54  be  had  symptoms 
of  low  salt  syndrome  and  was  found  to  have  a serum 
sodium  of  116  M.Eq.  Three  per  cent  saline  solution  was 
given  with  some  benefit.  The  next  day,  8/27/54,  he  was  sit- 
ting up  in  bed  trying  to  force  down  food  and  complaining 
of  occasional  hiccough.  On  examination  his  abdomen  was 
tympanitic  above  the  navel  and  there  was  moderate  tender- 
ness along  the  descending  colon.  He  was  thought  to  have  a 
dilated  transverse  colon,  but  a flat  film  of  the  abdomen 
showed  a large  amount  of  free  air  in  the  peritoneal  cavity. 
Emergency  laparotomy  revealed  much  free  air  and  a small 
amount  of  intra-abdominal  fluid.  A divided  ileostomy  was 
done  and  Penrose  drains  were  placed  in  both  fewer  quadrants. 

Extra  cortisone  was  given  intramuscularly  during  the 
operation  and  in  a dosage  of  25  mgm.  daily  thereafter.  T he 
Acthar  gel  was  gradually  decreased  and  stopped  four  days 
after  the  operation. 

Prior  to  operation  the  patient  had  received  sulfathalidine 
and  then  azulfidine  by  mouth.  He  was  changed  to  penicillin 
300,000  units  intramuscularly  twice  daily  and  streptomycin 

0.5  gm.  every  six  hours.  A daily  dose  of  500  mgm.  of 
achromycin  was  given  with  his  intravenous  fluids. 

On  9/1/54,  five  days  after  operation,  a culture  of  ileal 
discharge  showed  four  plus  hemolytic  staphylococcus 
aureus,  which  was  coagulase  positive.  The  achromycin  was 
stopped  and  erythromycin  in  doses  of  400  mgm.  every  four 
hours  was  given.  During  and  after  operation  the  patient 
showed  no  signs  of  adrenal  insufficiency  but  on  9/4/54, 
eight  days  postoperatively,  he  developed  a su  tained  hypo- 
tension. An  EKG  showed  a fresh  posterior  myocardial 
infarction  and  the  patient  expired.  Postmortem  examination 
disclosed  acute  and  chronic  ulcerative  colitis;  generalized 
peritonitis,  subsiding;  subdiaphragmatic  abscess;  acute  and 
old  posterior  myocardial  infarction;  and  staphylococcal 
enteritis.  His  paired  adrenals  weighed  22  gms.  and  were 
microscopically  normal.  This  man  was  apparently  doing 
fairly  well  from  the  clinical  point  of  view  when  he  devel- 
oped a painless  perforation  of  the  colon  which  was  not 
manifest  until  enough  air  escaped  to  make  his  abdomen 
tympanitic.  The  chances  are  the  perforation  occurred  24 
to  48  hours  before  it  was  discovered.  The  only  clue  was 
an  unexplained  low  serum  sodium.  It  was  beginning  to  look 
as  though  he  might  have  survived  until  a second  coronary 
occlusion  added  the  final  straw. 

DISCUSSION 

Whenever  a patient  is  placed  on  cortisone,  meta- 
corten,  or  like  compounds  he  should  he  told  what 
it  is  and  warned  of  possible  dangers,  just  as  would 
be  done  if  he  were  given  insulin.  All  patients,  prior 
to  operation,  should  be  questioned  about  past  medi- 


cation. Even  when  they  do  not  know  the  drug  by 
name,  the  cost  of  the  pills  will  stick  in  their  memory. 

Because  we  have  no  adequate  way  of  predicting 
which  patient,  previously  treated  with  ACTH  or 
cortisone,  may  develop  adrenal  insufficiency  at  time 
of  surgery,  it  is  necessary  to  evolve  a plan  which 
will  cover  all  eventualities.  The  problem  patients  we 
face  can  be  divided  into  three  types: 

1.  The  patient  who  has  received  ACTH  or  adrenal 
cortical  hormone  up  to  the  day  of  operation. 

This  case  should  be  carried  through  operation  on 
increased  intramuscular  or  intravenous  medication 
and  then  gradually  returned  to  the  original  dose 
postoperatively. 

2.  I he  patient  who  has  received  adrenal  corticoids 
within  a month  of  operation  and  who  during  the 
month  prior  to  operation  has  had  a stressful  illness. 

Here  again  intramuscular  cortisone  is  indicated 
in  doses  of  about  200  mgm.  the  day  before  and  the 
day  of  operation  and  in  gradually  diminishing  doses 
during  the  first  six  or  seven  postoperative  days.  The 
exact  dose  and  the  speed  with  which  the  drug  is 
stopped  will  depend  on  the  clinical  course.  In  these 
first  two  categories  the  complications  of  steroid 
therapy  must  be  watched  for  with  great  care. 

3.  The  patient  who  has  received  ACTH  or 
adrenal  steroids  within  one  to  six  months  of  opera- 
tion. 

In  these  cases  the  possibility  of  adrenal  insuffi- 
ciency and  shock  should  be  suspected  during  the 
operation  and  for  10  to  12  hours  thereafter.  If  signs 
of  insufficiency  occur,  intravenous  hydrocortisone 
should  be  given  at  once  and  then  followed  with 
intramuscular  cortisone  if  necessary.  In  our  experi- 
ence most  of  the  patients  in  category  three  do  very 
well  on  no  medication.  An  occasional  patient  may 
require  100  mgm.  of  hydrocortisone  intravenously 
during  the  operation. 
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TRANSPLANTATION  OF  FEMUR 


TRANSPLANTATION  OF  THE  ENTIRE  FEMUR 

David  A.  Poverman,  m.d.,  New  Haven 


'T'  his  case  is  reported  because  it  describes  a proce- 
dure  which  it  is  felt  may  result  in  saving  ex- 
tremities. Admittedly  the  result  here  is  not  perfect, 
but  the  fact  that  two  years  have  now  passed  would 
indicate  more  than  the  possibility  of  obtaining  a 
better  result.  It  is  felt  that  this  operation  would  have 
its  greatest  application  in  cases  w here  amputation 
would  usuallv  be  considered  because  of  bone  disease, 
bone  tumor,  or  massive  loss  of  bone. 

It  should  be  stressed  at  the  outset  that  this  is  not 
a one  man  procedure.  Through  its  nature  it  becomes 
a hospital  function.  The  hospital  attorneys  must  first 
take  care  of  any  possible  legal  complications  and 
take  steps  to  obviate  them.  Next  the  entire  house 
staff  must  be  alerted  in  the  search  for  a suitable 
donor.  Tw  o competent  surgical  teams  must  be  con- 
stantly “on  the  ready.”  And  of  course  an  adequate 
amount  of  blood  must  be  ayailable. 

This  case  history  is  the  story  of  a courageous 
young  woman  who  made  the  decision  between  sur- 
gical experiment  and  amputation. 

This  patient,  age  28,  was  first  admitted  to  Grace  Hospital 
September  12,  1947.  She  had  suffered  hematogenous  osteo- 
myelitis as  a child  and  undergone  several  surgical  proce- 
dures. She  had  been  in  a hospital  for  three  years  during 
her  childhood  and  there  had  been  a recurrence  in  1939. 
Since  then  she  had  been  well,  she  had  married  and  finally 
had  a child.  It  was  following  the  birth  of  the  child  that 
the  first  distant  rumblings  began  with  an  occasional  ache 
in  the  left  femur.  This  became  more  constant  and  severe 
and  was  accompanied  by  fever. 

On  admission  the  patient's  temperature  w as  100.6  degrees. 
The  blood  count  and  urine  were  normal.  Extensive  scar- 
ring was  noted  at  the  left  thigh.  Full  motion  was  present 
at  the  left  hip  but  limited  motion  was  present  at  the  left 
knee.  Tenderness  was  present  at  the  distal  half  of  the  left 
thigh.  X-rays  showed  an  extensive  osteomyelitis  involving 
almost  the  entire  shaft  of  the  femur.  The  diagnosis  was 
“acute  exacerbation  of  chronic  osteomyelitis  of  the  left 
femur.”  The  patient  was  treated  by  complete  bed  rest,  hot 
packs  to  the  left  thigh,  and  penicillin.  With  these  measures 
the  process  subsided  and  the  patient  was  discharged  Sep- 
tember 19,  1947. 

The  patient  was  readmitted  to  Grace  Hospital,  Septem- 
ber 7,  1950.  She  stated  that  since  her  last  admission  she  had 
suffered  vague  pains  in  her  left  knee.  Five  days  prior  to 
admission  the  pain  had  become  severe  and  she  had  noted 


The  Author.  Attending  Orthopedic  Surgeon, 
Grace-New  Haven  Community  Hospital,  New 
Haven,  Connecticut 


SUMMARY 

This  is  an  interesting  case  presentation  describing 
a difficult  operative  procedure,  transplantation  of  an 
entire  femur  for  a persistent  osteomyelitis  in  a young 
woman  after  repeated  hospital  admissions.  The  result 
is  described  as  moderately  successful  in  spite  of  a 
draining  sinus  at  the  knee.  The  author  offers  it  as  an 
alternative  to  amputation  and  discusses  the  necessary 
requirements  before  embarking  on  the  procedure, 
pointing  out  where  improvements  in  technique  can 
be  effected. 


the  onset  of  fever.  Pain,  tenderness  and  fever  had  since 
increased. 

Examination  disclosed  a flushed  young  woman  complain- 
ing bitterlv  of  pain  in  the  left  thigh.  Her  temperature  was 
102  degrees.  An  extremely  tender  swelling  was  noted  at 
the  left  knee  and  distal  left  femur.  1 he  skin  and  subcutane- 
ous tissues  were  edematous.  However,  there  was  no  redness 
or  fluctuation.  X-rav  examination  disclosed  extreme  soft 
tissue  swelling  anterior  to  the  distal  one-half  of  the  femur. 
There  was  loss  of  marginal  sclerosis  at  the  lateral  aspect 
of  a translucent  area  in  the  distal  femur,  indicating  exacer- 
bation in  this  area.  The  white  count  was  20,800  with  91 
per  cent  polvs.  Sugar  and  acetone  were  two  plus.  The  knee 
was  tapped  and  25  cc.  of  pus  obtained,  but  the  culture 
was  negative.  The  patient  was  treated  by  penicillin,  one 
million  two  hundred  thousand  units  per  day  and  strepto- 
mvcin  2 gm.  per  day.  The  patient’s  temperature  subsided, 
but  severe  pain  continued,  with  the  patient  requiring 
codeine  and  demerol  for  relief  of  pain.  She  was  unable 
to  walk. 

On  September  22,  1950  an  extensive  saucerization  of  the 
distal  one-half  of  the  left  femur  was  carried  out.  A catheter 
was  sutured  into  the  femur  for  instillation  of  penicillin. 
On  pathological  examination  devitalized  bone  and  necrotic 
material  were  reported.  Bacteriological  examination  pro- 
duced gram  positive  and  gram  negative  rods.  Postopcra- 
tivelv  the  patient’s  temperature  was  flat.  She  was  constantly 
depressed.  However,  she  progressed  well  enough  so  that 
on  October  1 she  was  up  in  a wheel  chair  and  on  the  6th 
was  weight  bearing  with  crutches.  She  was  discharged 
October  12,  1950. 
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Figure  i 

Preoperative  radiographs  showing  extensive 
osteomyelitis  of  the  femur 


Figure  2 

Preoperative  radiographs  showing  extensive 
osteomyelitis  of  the  femur 


The  patient’s  third  hospital  admission  occurred  October 
1,  1951  when  she  again  entered  Grace  Hospital.  She  stated 
that  since  June  of  1951  she  had  had  a low  grade  tempera- 
ture. Administration  of  penicillin,  terramycin,  and  aureo- 
mycin  by  her  family  physician  had  been  without  effect. 
The  usual  findings  were  present  and  operation  was  carried 
out  October  2,  1951.  This  time  a long  gutter  was  cut  by  a 
motor  saw  in  the  anterior  femur,  the  gutter  extending  prox- 
imally  from  the  condyles  of  the  femur.  One  fragment  of 
bone  removed  measured  twelve  centimeters  in  length.  Ad- 
ditional bone  fragments  were  also  removed  and  the  femur 
curetted.  A catheter  was  inserted  in  the  medullary  cavity, 
the  wound  closed  and  the  leg  placed  in  traction.  The 
patient  was  transfused  and  penicillin  administered  by  instil- 
lation and  intramuscularly.  The  wound  culture  was  nega- 
tive. The  catheter  was  removed  October  12,  1951.  On  Octo- 
ber 22  aureomycin  grams  two  per  day  were  begun.  The 
patient  continued  to  run  a temperature  intermittently  to 
100  degrees.  On  October  29,  1951  weight  bearing  with 
crutches  was  begun  and  she  was  discharged  November 
3'  '95'- 

Because  of  a recurrence  of  symptoms  the  patient  was 
readmitted  to  the  Memorial  Unit  of  the  Grace-New  Haven 
Hospital  February'  25,  1953.  In  addition  to  the  usual  symp- 
toms she  had  lost  ten  pounds  in  the  preceding  six  weeks. 
Another  saucerization  of  the  femur  was  carried  out  Febru- 
ary 26.  The  wound  was  sutured,  and  the  patient  placed 
on  penicillin.  The  blood  count  was  not  remarkable,  but 
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Figure  4 

Following  operation  of  October  2,  1951 


Figure  6 

Reduction  of  luxation  with  transverse  traction 


Figure  5 

Luxated  head  of  femur  following  transplant  from 
cadaver 


Figure  7 

Immobilization  of  transplanted  femur  in  spica 
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the  temperature  ranged  intermittently  to  101  degrees.  On 
March  10  a revision  of  the  saucerization  was  carried  out 
with  an  Orr  dressing.  Drainage  was  copious.  The  patient 
remained  on  demerol  to  the  end  of  her  hospital  stay. 
Drainage  continued  and  she  was  again  quite  depressed.  She 
was  discharged  by  ambulance  April  10,  1953. 

The  patient’s  final  admission  occurred  July  29,  1953.  Fol- 
lowing her  discharge  in  April  she  had  continued  to  suffer  a 
great  deal  of  pain,  the  use  of  narcotics  being  constantly 
required.  Her  temperature  spiked  daily  to  101  degrees, 
occasionally  to  102  degrees.  She  was  unable  to  bear  any 
weight  on  her  left  leg,  walking  only  with  crutches.  1 here 
was  intermittent  drainage  at  the  left  thigh. 

The  febrile  course  continued  in  the  hospital.  Extreme 
atrophy  of  the  left  thigh  was  present  and  there  was  only 
ten  degrees  of  motion  at  the  left  knee.  There  was  tender- 
ness of  the  left  femur.  Laboratory  work  was  not  remark- 
able. On  August  13  the  patient  was  giv  en  500  cc.  of  blood. 
For  relief  of  pain  she  required  demerol  100  mgs.  every  three 
to  four  hours.  Morphine  grains  1/6  and  pantapon  grains 
1/3  were  also  employed.  From  August  20  to  September 
5 the  patient  vomited  repeatedly  and  during  this  time  was 
on  intravenous  therapy  almost  continuously.  A high  femoral 
amputation  was  advised  but  refused.  Transplantation  of  the 
entire  femur  was  then  discussed.  She  was  advised  that  this 
was  strictly  an  expermiental  procedure  but  she  elected  to 
attempt  this. 

The  search  for  the  donor  was  then  begun.  It  was  specified 
that  the  donor  must  be  of  suitable  age  group,  of  the  same 
height  as  the  patient,  and  dying  of  nonmalignant  and  non- 
infectious  disease.  On  the  evening  of  September  25,  1953 
such  a donor  was  secured,  being  the  same  height  as  the 
patient.  The  donor  was  approximately  the  same  age  and 
dying  of  chronic  nephritis.  The  consent  of  the  donor’s 
family  was  readily  secured.  The  donor  expired  about  11:00 
p.  m.  The  patient  and  the  donor  were  moved  to  adjoining 
operating  rooms.  Anesthesia  was  begun  at  12:15  a.  m.  and 
the  operation  at  12:30  a.  m.  The  operation  was  concluded 
at  3:35  a.  m.  This  length  of  time  would  indicate  that  the 
operation  is  not  formidable.  The  donor’s  entire  left  femur  was 
removed  under  the  most  aseptic  precautions  by  Dr.  Court- 
ney Bishop.  The  operation  on  the  recipient  consisted  of  an 
anterolateral  incision  extending  from  the  anterior  superior 
spine  of  the  ilium  to  a point  just  lateral  and  distal  to  the 
tibial  tubercle.  The  entire  osteomyelitic  femur  was  ex- 
cised. Multiple  drill  holes  were  placed  through  the  donor 
femur.  The  head  of  the  donor  femur  fitted  very  well  into 
the  acetabulum,  although  we  were  prepared  to  ream  the 
acetabulum  or  remodel  the  head  of  the  femur.  However 
the  donor  femur  proved  to  be  about  one-half  inch  too  long 
and  it  was  found  necessary  to  remodel  the  femoral  con- 
diles.  The  wound  was  then  closed  in  layers.  The  question 
then  arose  as  to  immobilization.  If  this  had  been  a clean 
case  immobilization  in  a spica  would  have  been  definitely 
indicated.  However,  in  this  situation  fear  ruled,  and  a Stein- 
man  pin  was  inserted  through  the  femoral  condyles  in  order 
to  control  rotation,  a long  posterior  plaster  splint  was  ap- 
plied, and  the  extremity  placed  in  traction  in  wide  abduc- 
tion. It  should  be  noted  rhat  during  operation  the  patient’s 
blood  pressure  was  consistently  130/70  or  130/80  and  never 
less  than  120/70.  The  pulse  rate  was  never  over  100  and 
respirations  were  20  to  30.  The  patient  received  2500  cc. 


Figure  8 

Progressive  absorption  of  head  and  neck  of  femur. 
Shaft  remains  apparently  intact 


Figure  9 

Progressive  absorption  of  head  and  neck  of  femur. 
Shaft  remains  apparently  intact 
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Figure  io 

Progressive  absorption  of  head  and  neck  of  femur 
Shaft  remains  apparently  intact 


of  AB  plus  blood  during  operation  (incidentally  the  donor  I 
was  type  B plus). 

The  following  day  the  patient  suffered  considerable  mus- 
cle spasm  in  the  left  lower  extremity  but  these  were  easily 
controlled  by  Tolserol. 

On  September  30  the  patient  appeared  jaundiced,  her  lips 
were  pale  and  a rash  was  present  on  her  arms  and  legs. 
Hemoglobin  on  this  date  was  11.5,  WBC  13,700,  eosino- 
philes  251  per  cubic  mill.  Bilirubin  direct  was  2.76.  The 
patient  was  given  1000  cc.  of  blood.  On  this  same  day  her 
blood  was  tested  by  Hr.  Magyar  by  his  method  and  he  I 
reported  then  that  the  graft  would  take. 

On  October  1 the  temperature  reached  102  degrees  and 
the  patient  was  given  250  cc.  of  blood.  On  the  3rd  a port-  I 
able  x-ray  showed  that  the  head  of  the  femur  had  dislocated  ' 
laterally,  and  transvere  traction  to  return  it  to  the  aceta-  ' 
bulum  was  begin.  On  the  5th  the  leg  was  dressed.  The  I 
incision  at  this  time  was  found  healed  and  sutures  were  }' 
removed.  During  this  time  the  patient  was  on  penicillin 
and  streptomycin  with  the  temperature  running  to  102  I 
degrees.  On  October  6 the  temperature  reached  104  degrees,  f! 
Streptomycin  was  discontinued  and  sulfadiazene  begun.  On 
October  12  drainage  was  noted  at  the  Steinman  pin.  The 
following  day  the  pin  was  removed  and  the  knee  at  this 
point  incised  and  a penrose  drain  inserted.  A culture  here 
yielded  B.  coli  which  was  reported  as  sensitive  to  terramvein. 
The  patient  was  transfused  with  500  cc.  of  blood.  On  Octo- 
ber 15  the  drain  was  removed  and  the  following  day  patient 
again  given  500  cc.  of  blood.  The  penicillin  and  sulfadia- 
zene were  discontinued.  The  patient’s  temperature  was 
flat,  and  on  October  22  the  wound  at  the  knee  was  found 
closed.  Hemoglobin  at  this  time  was  15.8  and  R.B  C five 
million.  W.B.C.  ranged  from  8900  to  14,000.  On  October 
27  with  the  patient  again  running  a temperature  to  100 
degrees  or  slightly  above  the  knee  was  reopened  and 
drained.  On  November  7 traction  was  discontinued  and 
the  patient  immobilized  in  a spica  cast.  The  temperature 
then  remained  fairly  well  at  normal  levels  and  she  began 
walking  in  her  spica  November  20.  On  November  28  there 
was  drainage  from  the  proximal  thigh,  but  this  closed  with- 
out difficulty  and  has  never  reopened.  The  patient  there- 
after continued  afebrile.  On  March  3,  1954  she  was  fitted 
with  a long-leg  brace  and  was  discharged  walking  with 
crutches  on  March  30,  1954. 

At  this  date,  two  years  postoperatively,  the  patient  is 
still  walking  with  her  brace.  She  has  been  able  to  visit 
relatives  in  other  cities.  She  has  helped  with  her  housework. 
She  has  never  taken  any  narcotic  since  she  was  discharged 
from  the  hospital.  The  sinus  at  the  knee  is  still  draining  in 
spite  of  various  antibiotics,  but  I have  not  dared  to  enter 
this  surgically.  The  head  and  neck  of  the  femur  have  ab- 
sorbed, but  the  patient  likes  it  better  since  she  feels  “freer 
at  the  hip.”  The  shaft  of  the  femur  is  apparently  stabilized. 

In  attempting  to  assess  this  result  it  is  felt  that  it  is 
moderately  successful.  It  is  felt  that  several  errors 
were  made.  It  would  seem  that  if  a long  gutter  were 
cut  from  the  head  of  the  femur  down  the  neck  and 
shaft  to  the  condyles,  by  a double  bladed  motor 
saw,  and  muscles  implanted  directly  into  the  niedul- 
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larv  cavity  (rather  than  multiple  drill  holes)  that 
the  chances  for  vascularization  of  the  femur  would 
he  better.  Secondly,  the  Steinman  pin  at  the  knee 
should  have  been  omitted.  And  finally  the  patient 
should  at  once  have  been  immobilized  in  a spica. 

This  was  the  worst  of  all  possible  cases  upon 
which  to  attempt  this  procedure.  Extensive  and 
avascular  scarring  were  present  throughout  the 
thigh.  And  the  area  was  grossly  infected.  It  would 
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seem  that  the  same  procedure  carried  out  in  a clean 
case  with  little  or  no  scarring,  with  the  changes  in 
operative  technique  above  suggested,  would  stand  a 
much  better  chance  of  complete  success. 

One  other  case  of  transplantation  of  the  femur  has 
been  found  in  the  literature— Capurro  and  Pede- 
monte— Hydatid  cysts  of  the  Femur —Journal  of 
Bone  and  Joint  Surgery,  Vol.  35  B,  No.  1,  February 
'953,  Page  84- 


EXPERIENCE  WITH  CERVICAL  SMEARS  IN  BRIDGEPORT:  1950-1954 

A.  Emerson  Dunphy,  m.d.,  and  William  H.  Curley,  Jr.,  m.d.,  Bridgeport 


T \T  the  field  of  cancer  detection  exfoliative  cytology 
has  received  increasing  recognition.  Since  Papa- 
nicolaou first  pointed  out  the  possibilities  of  the 
early  diagnosis  of  malignant  disease  by  careful  study 
of  the  individual  cells  exfoliated  from  the  surface  of 
malignant  neoplasms,  gynecologists  and  surgeons 
have  been  interested  in  its  use,  particularly  in  the 
early  diagnosis  of  cancer  of  the  cervix.  No  organ 
in  the  body  lends  itself  more  satisfactorily  to  this 
cytological  method  of  diagnosis  than  does  the  cervix 
uteri  since  it  is  a surface  organ  and  the  cells  which 
shed  off  lie  within  the  easily  accessible  vagina.  Every 
office  where  general  physical  examinations  are  done 
can  become  a “cancer  detection  center”  by  use  of 
the  Papanicolaou  smear  in  the  routine  examination 
of  all  adult  female  patients.  The  Papanicolaou  smear 
should  be  an  integral  part  of  every  pelvic  examina- 
tion. 

The  reading  and  interpretation  of  cytological 
smears  must  be  in  the  hands  of  capable,  specially 
trained  cytologists.  During  the  four  year  period 
covered  in  this  survey  the  technicians  used  were 
specially  trained.  Their  results  were  checked  by 
competent  pathologists. 

The  method  of  taking  the  smear  is  of  utmost 
importance  in  the  prevention  of  false  negative  re- 
ports. The  site  from  which  the  smear  is  taken  must 
be  visualized.  T his  is  best  accomplished  by  the 
lithotomy  position  and  the  use  of  a bivalve  vaginal 
speculum. 

Whether  or  not  a smear  spatula,  a wooden  tongue 
depressor  split  diagonally,  or  a cotton  swab  is  used 
becomes  a matter  of  choice.  The  smear  is  made  by 
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SUMMARY 

A total  of  5,390  Papanicolaou  smears  in  the  city  of 
Bridgeport  from  1950  to  1954  is  reviewed.  A method 
of  obtaining,  fixing,  and  shipping  the  slide  with  the 
smear  is  outlined.  The  authors  emphasize  the  fact  that 
every  general  physical  examination  on  adult  females 
and  especially  every  pelvic  examination  should  include 
a Papanicolaou  smear.  They  also  stress  the  fact  that 
the  importance  of  the  smear  as  a screening  test  in 
asymptomatic  women  cannot  be  overemphasized. 


gently  rubbing  the  external  surface  of  the  cervix 
and  then  twisting  the  spatula  or  swab  in  the  cervical 
canal.  To  make  the  technique  more  complete  a 
specimen  should  also  be  taken  by  suction  with  a 
pipette  from  the  puddle  in  the  posterior  vaginal 
vault.  The  material  obtained  is  then  rapidly  trans- 
ferred to  clean  glass  slides  by  smearing  it  gently, 
uniformly  and  rapidly  to  prevent  drying,  injury  to 
cell  clusters,  and  excessive  thickness  of  smears.  The 
slides  are  immediately  immersed  in  a solution  of 
equal  parts  ether  and  95  per  cent  alcohol  (USP). 
Following  fixation  in  this  solution  for  at  least  30 
minutes  the  slides  are  ready  for  staining  by  the 
Papanicoalaou  method.  If  fixation  is  not  carried  out, 
there  is  a loss  of  cell  definition  and  the  reaction  to 
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staining  is  altered.  Once  the  smears  have  been  fixed 
by  this  method  they  can  either  be  stained  immedi- 
ately or  stored  for  future  staining  and  shipping. 

For  shipping,  the  slides  may  he  prepared  as  fol- 
lows: 

I.  Fix  smears  in  equal  parts  of  ether  and  95  per 
cent  alcohol  for  thirty  minutes  to  one  hour. 

II.  Before  fixing  solution  has  dried,  place  two 
drops  of  glycerin  on  the  slide  and  immediately 
cover  with  another  clean  glass  slide.  Two  ordinary 
paper  clips  will  hold  the  slides  firmly  together  so 
that  they  can  he  mailed  wherever  necessary  for 
staining  and  reading. 

It  is  important  to  send  a note  with  the  smears 
designating  the  methods  of  obtaining  the  smears 
and  whether  or  not  pregnancy  is  present  for  cellular 
changes  during  pregnancy  can  easily  simulate  car- 
cinoma-in-situ  of  the  cervix.  The  date  of  the  last 
menstrual  period  and  the  age  of  the  patient  should 
also  be  included. 

The  importance  of  cytological  smear  of  the  cer- 
vix rests  in  its  abililty  to  detect  cancer  not  evident 
grossly:  for  example,  carcinoma-in-situ  and  micro- 
scopically invasive  squamous  cell  carcinoma  of  the 
cervix.  Grossly  suspicious  lesions  can  be  easily 
detected  by  careful  bimanual  examination  and 
biopsy  of  the  gross  lesion.  The  importance  also  lies 
in  the  use  of  the  smear  as  an  economically  feasible 
but  highly  accurate  screening  test  with  all  positives 
subjected  to  a cone  biopsy  of  the  cervix  and  curet- 
tage of  the  fundus  in  order  to  prove  the  presence 
or  absence  of  carcinoma.  No  case  reported  positive 
should  be  treated  on  the  basis  of  the  smear  alone. 

Papanicolaou  in  his  original  classification  divided 
the  smears  into  five  groups: 

1.  A group  in  which  the  cells  are  essentially  nor- 
mal epithelial  cells. 

2.  A group  in  which  the  cells  appear  atypical  in 
cytoplasmic  or  nuclear  details  (or  both),  but  no 
cancer  cells  are  present. 

3.  One  in  which  the  cells  are  strongly  suggestive 
of  malignancy  but  upon  which  a definite  diagnosis 
of  cancer  cannot  be  made. 

4.  A group  where  malignant  cells  are  present  but 
few  in  number  and  kinds. 

5.  One  in  which  many  cancer  cells  are  present, 
often  of  many  kinds. 

During  the  series  being  presented  Class  \ has 
been  discontinued.  I he  several  cases  falling  into 


Class  V at  the  start  of  the  series  are  herein  placed  in 
Class  IV.  " 

V 

From  1950  to  1954,  inclusive,  a total  of  3,390 
Papanicolaou  smears  were  submitted  for  reading.  J 
This  material  came  from  the  offices  of  private  prac- 
titioners and  from  the  cancer  diagnostic  clinc.  The 
patients  fell  into  the  asymptomatic  and  symptomatic 
grouping.  Cervical  and  vaginal  slides  were  used. 

In  the  interpretation  of  Papanicolaou  smears,  1 
false  positives  are  relatively  common  but  are  not  1 
detrimental  for  no  case  should  be  acted  upon  until 
proved  positive  by  biopsy  or  curettage.  F'alse  nega- 
tives are  extremely  rare. 

Table  I 

Number  of  Smears  by  Classes 


Class  IV7  96 

Class  III  34 

Class  II  175 

Class  1 5,085 

Totals  5.39° 

\ 

i_ 


Table  II 
Class  IV 


Total  96  cases 

Proven  positives  70  cases 

Negative  pathological  reports 17  cases 

Lost  to  follow  up 9 cases 


Proven  positive  and  negative  cases  are  those  fol- 
lowed by  some  form  of  surgical  procedure  (with 
subsequent  pathological  sections)  and  in  which 
malignancy  was  ruled  in  or  out. 

When  the  cases  lost  to  follow-up  are  subtracted 
from  the  total  in  Class  IV,  the  percentage  of  proven 
positives  is  80.4  per  cent.  False  positives  accounted 
for  12  per  cent  of  the  total. 

Table  III 
Class  III 


Total  34  cases 

Proven  positives  10  cases 

Negative  pathological  reports 1 1 cases 

Lost  to  follow  up 1 3 cases 


Excluding  the  cases  lost  to  follow-up,  unfortu- 
nately over  one-third  of  the  cases  in  the  class,  the 
oercentage  of  proven  positives  was  47.6  per  cent. 
False  positives  constituted  40  per  cent  of  this  group. 

Table  IV 
Class  II 


Total  *75  cases 

Proven  positives  2 cases 
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Class  II  with  a total  of  175  cases  diclosed  two  cases 
which  were  later  proven  to  he  positive.  One  case 
was  an  adenocarcinoma  of  the  uterus  which  was 
grossly  symptomatic.  The  other  was  proven  car- 
cinoma-in-situ  and  could  he  considered  a false  nega- 
tive Papanicolaou  smear  in  this  group— a percentage 
of  approximately  0.5  of  1 per  cent. 

Class  I,  as  shown  in  the  table,  contained  5,085 
cases,  all  negative. 

CONCLUSIONS 

The  procedure  of  vaginal  and  cervical  smears 
has  its  greatest  value  as  a means  of  screening  large 
numbers  of  asymptomatic  women  to  rule  out  cer- 
vical or  uterine  carcinoma.  It  is  inexpensive  and 
consumes  little  time.  The  test  as  a screening  test  is 
extremely  accurate  and  saves  a considerable  number 
of  unnecessary  curettages. 

A report  of  a positive  smear  must  never  be  taken 
as  the  final  word  but  must  be  followed  by  adequate 
biopsy  to  confirm  or  deny  the  diagnosis.  If  the 
biopsy  is  negative,  following  a positive  smear,  re- 
peated smears  and  biopsies  should  be  performed 
over  a period  several  months. 

In  cases  that  have  been  treated  by  irradiation  the 
procedure  of  Papanicolaou  smears  is  of  no  value  as 
a guide  to  further  therapy  for  too  many  bizarre 
cellular  forms  are  present  and  accurate  interpreta- 
tion is  not  possible.  In  such  a case  biopsies  should 
be  done. 
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HEMATURIA:  ITS  CLINICAL  SIGNILICANCE 
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/,~\ne  of  the  outstanding  symptoms  of  urologic 
disease  is  blood  in  the  urine;  whether  this  is 
gross  or  microscopic  makes  little  difference,  al- 
though grossly  bloody  urine  may  be  very  alarming. 
It  must  be  stressed  that  the  finding  of  a few  red 
blood  cells  on  microscopic  examination  of  the  urine 
may  be  just  as  serious  to  the  patient  as  massive 
hematuria.  A casual  urine  specimen  should  contain 
no  red  blood  cells;  red  cells  in  the  urine  are  abnor- 
mal in  contradistinction  to  the  normal  presence  of 
a few  white  blood  cells  in  a voided  urine  specimen. 

Unfortunately,  however,  hematuria  is  disregarded 
or  underestimated  by  the  patient  and  also,  all  too 
frequently,  by  his  physician.  When  hematuria  ap- 
pears grossly,  the  patient  is  generally  sufficiently 
alarmed  to  seek  medical  care.  When,  however,  the 
hematuria  is  of  intermittent  character,  the  patient 
may  be  lulled  into  a false  sense  of  security  and  he 
may  assume  he  is  well.  The  physician,  on  the  other 
hand,  must  recognize  that  this  temporary  disappear- 
ance of  bleeding  is  no  indication  of  the  disappear- 
ance of  its  causative  lesion,  and  that  complete  in- 
vestigation of  the  urinary  tract  may  be  necessary 
to  disclose  that  lesion.  It  is,  perhaps,  unnecessary  to 
emphasize  that  the  presence  of  blood  in  the  urine 
is,  in  itself,  not  a clinical  entity  or  a disease;  it  serves 
only  as  a sign  of  existing  pathologic  change  which 
may  require  exhaustive  investigation  before  its  cause 
is  determined. 

Whether  hematuria  is  the  outstanding  and  pre- 
senting symptom,  whether  it  is  associated  with  other 
symptoms,  or  whether  it  is  an  asymptomatic  finding 
of  the  laboratory  examination  does  not  alter  its  im- 
portance. The  presence  of  other  complaints  such  as 


pain,  urinary  frequency  and  burning  may  cause  the 
patient  to  seek  medical  advice  earlier  than  does  the 
recognition  of  blood  in  the  urine,  although  from 
the  urologic  point  of  view  the  latter  may  be  more 
serious.  Concomitant  symptoms  may  be  chills  and 
fever,  sweats,  loss  of  weight;  indeed,  symptoms 
referable  to  other  body  systems  may  be  prominent, 
yet  the  problem  may  lie  in  the  urinary  tract  and 
may  be  manifested  solely  by  microscopic  hematuria. 
A statistical  study  of  2,240  cases  of  hematuria,  made 
by  MacKenzie  of  the  Royal  Victoria  Hospital  of 
Montreal,  disclosed  some  interesting  findings: 

(a)  Approximately  one-fifth  (20.24  Per  cent)  of 
all  patients  admitted  to  the  urologic  service  of  that 
hospital  voided  urine  containing  blood. 

(b)  In  96  per  cent  of  the  cases  in  which  hematuria 
was  present,  a causative  lesion  was  found  in  the 
urinary  tract;  in  4 per  cent  of  the  cases  there  was  an 
extraurinary  lesion  which  accounted  for  the  blood 
in  the  urine. 

(c)  In  40  per  cent  of  the  cases  of  hematuria,  the 
urologic  lesion  was  found  to  be  neoplastic.  Other 
major  causes  were  infection  and  lithiasis. 

A similar  study  by  Kretschmer  of  Chicago  of  a 
large  series  of  cases  of  hematuria  (935)  gave  similar 
findings.  Reports  by  many  authors  have  shown  con- 
vincingly that  blood  in  the  urine  is  a serious  symp- 
tom or  finding,  and  that  its  cause  or  source  must 
be  discovered  even  though  the  search  may  necessi- 
tate extensive  investigation,  both  clinical  and 
laboratory. 

Frequently,  the  anatomic  site  of  the  bleeding 
may  be  suggested  by  the  character  of  the  bleeding; 
that  is,  initial  and  bright  bleeding  may  be  due  to 
anterior  urethral  disease;  terminal  hematuria  may  be 
due  to  a lesion  of  the  posterior  or  prostatic  urethra; 
total  hematuria  is  more  often  from  the  bladder, 
ureter  or  kidney.  Such  evidences,  however,  are  not 
sufficiently  diagnostic,  and  only  complete  urologic 
survey  will  ascertain  the  location  of  the  pathologic 
lesion. 
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Classification  or  grouping  of  the  causes  of  hema- 
turia is  often  useful  in  orderly  thinking  and  discov- 
ery of  the  etiology  of  blood  in  the  urine.  I here  are 
four  broad  classes  of  bleeding  from  the  urinary 
tract: 

Table  i — Classification  of  Hematuria 


I.  Hematuria  due  to  systemic  disease 
II.  Hematuria  due  to  intrinsic  diseases  of  the  urinary 


tract 

A. 

Renal 

B. 

Ureteral 

C. 

Vesical 

D. 

Bladder  neck  and 

posterior  urethra 

E. 

Urethral 

HI. 

Hematuria  associated 

with  extraurinary  or  para- 

urinary  pathology 

IV. 

Essential  hematuria 

This  classification  is  to  be  considered  illustrative, 
not  exhaustive,  inasmuch  as  any  and  every  disorder 
of  the  urinary  tract,  no  matter  what  its  anatomic 
location  in  that  body  system,  may  be  productive  of 
hematuria.  This  outline,  however,  does  serve  to 
point  out  the  variety'  of  causes  of  bleeding  of  the 
urinary  organs,  and  the  intensive  and  extensive 
survey  which  may  be  necessary  to  discover  the 
etiologic  factor  of  the  hematuria.  In  addition  to 
general  medical  investigation  including  hematologic 
studies,  blood  cultures  and  such,  complete  urologic 
survey  comprising  cystoscopy,  retrograde  pye- 
lography, determination  of  separate  renal  function, 
bacteriologic  smears  and  cultures  of  these  separated 
urine  specimens,  and  additional  special  tests  may 
have  to  be  done.  With  such  a program  of  detection, 
the  diagnosis  will  be  established,  and  appropriate 
treatment  can  be  instituted. 

The  broad  classifications  must  be  broken  down 
further,  and  individual  problems  will  be  discussed 
under  each  heading.  First  there  is  the  important 
situation  of  systemic  diseases  which  may  be  produc- 
tive of  blood  in  the  urine: 

Table  2 — First  Division  of  Classification 

I.  Hematuria  in  general  disease 

A.  Acute  fevers 

1.  Tonsillitis 

2.  Scarlet  fever 

3.  Rheumatic  fever 

B.  Chronic  fevers 

1.  Endocarditis  (subacute  bacterial  endocarditis  re- 
sulting in  renal  emboli) 

2.  Malaria 

3.  Brucellosis 
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C.  Blood  dyscrasias 

1.  Leukemia 

2.  Hemophilia 

3.  The  various  purpuras 

4.  Polycythemia 

D.  Deficiency  and  dietary  disease 

1.  Liver  deficiency  (hepatorenal  syndrome) 

2.  Scurvy 

E.  Circulatory  stasis 

1.  Cardiac  decompensation 

F.  Diseases  of  unknown  etiology 

1.  Hodgkin’s  disease 

2.  Hypertensive  cardiovascular  disease  or  arterio- 
sclerosis with  renal  involvement 

3.  Periarteritis  nodosa 

4.  Glomerulonephritis 

G.  Hematuria  following  administration  of  medication 

1.  Sulfonamides 

2.  Salicylates 

3.  Barbiturates 

4.  Anticoagulants  (heparin,  dicumarol) 

It  may  be  of  interest  to  cite  some  cases  in  which 
bleeding  of  the  urinary  tract  was  of  prominence 
in  general  systemic  ailments: 

CASE  I 

Hematuria  Due  to  Bacterial  Endocarditis.  A 22  year  old 
white  woman  was  admitted  to  the  New  York  Post-Graduate 
Hospital  because  of  sudden,  total,  gross  hematuria  without 
accompanying  urinary  symptoms.  There  was  a history  of  low 
grade  fever  during  the  preceding  three  weeks  with  chills 
and  sweats. 

Physical  examination  revealed  palor  and  a soft-systolic, 
apical  cardiac  murmur  with  no  other  pertinent  findings. 
Temperature  was  101°  F. 

Cystoscopy  and  retrograde  pyelographic  studies  showed 
no  abnormalities  of  the  urinary  tract;  bacteriologic  urinary 
studies  gave  negative  results. 

Two  weeks  following  hospital  admission,  the  character 
of  the  cardiac  murmur  changed,  and  at  this  time,  too, 
arterial  blood  cultures  were  positive  for  Streptococcus 
viridans.  Massive  doses  of  penicillin  were  given,  and  the 
patient  recovered  fully. 

In  this  case,  a cardiac  ailment  was  brought  to 
treatment  because  of  the  renal  manifestation  of 
bleeding.  Final  diagnosis  was,  of  course,  subacute 
bacterial  endocarditis  with  emboli  to  the  kidneys 
producing  hematuria. 

CASE  2 

Hematuria  Due  to  Blood  Dyscrasia.  A 17  year  old  boy 
had  been  having  various  joint  pains  for  several  months. 
Subsequentlv,  blood  appeared  in  the  urine  in  association 
with  small  hemorrhages  into  the  skin. 

Physical  examination  disclosed  purpuric  skin  manifestations 
and  a palpable  spleen. 

Blood  studies  showed  an  anemia  with  normal  white  and 
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differential  blood  counts.  The  platelet  count  was  low. 
Urinalysis  showed  innumerable  red  cells. 

Diagnosis  of  idiopathic  thrombocytopenic  purpura  was 
made.  Nevertheless,  because  of  the  hematuria,  urologic 
investigation,  which  resulted  in  negative  findings,  was  per- 
formed to  eliminate  the  possibility  of  a coexisting  lesion 
of  the  urinary  tract,  though  laboratory  studies  of  the 
peripheral  blood  readily  disclosed  the  cause  of  the  bleed- 
ing from  the  urinary  tract. 

Splenectomy  was  performed  with  complete  remission  of 
the  hemorrhagic  manifestation  including  the  hematuria. 

If  has  long  been  realized  that  many  medicaments 
which  the  physician  prescribes  are  capable  of  pro- 
ducing hematuria.  This  fact  has  been  brought  into 
particular  prominence  by  the  use  of  sulfonamides 
within  recent  years,  and,  most  recently,  the  intro- 
duction of  anticoagulants  as  therapeutic  aids  has 
added  other  agents  capable  of  causing  hematuria. 
The  following  case  is  illustrative. 

case  3 

Hematuria  Due  to  Drug  Administration.  A 68  year  old 
man  was  hospitalized  because  of  an  acute  coronary  arterial 
occlusion;  myocardial  infarction  had  occurred  two  years 
previously.  Because  of  the  fear  of  formation  of  a mural 
thrombus  and  possible  embolism,  anticoagulant  therapy  was 
immediately  begun  with  dicumarol.  Daily  prothrombin 
levels  were  taken,  but  despite  this  close  observation,  there 
suddenly  developed  gross  and  massive  hematuria,  without 
clot  formation,  on  the  fifth  dav  after  starting  dicumarol; 
the  prothrombin  time  (undiluted)  was  56  seconds.  Vitamin 
K was  immediately  given  parenterally,  together  with  a 
transfusion  of  250  cc.  of  whole  fresh  blood.  The  dicumarol 
was  stopped,  and  the  hematuria  ceased. 

After  recovery  from  the  coronary  thrombosis,  intravenous 
urography  and  cystoscopy  were  done  to  rule  out  the  pres- 
ence of  disease  of  the  urinary  tract.  Fortunately  no  lesion 
was  found. 

This  case  illustrates  a danger  which  the  physician 
may  encounter  in  the  course  of  therapy  with  anv 
drug  but,  of  course,  more  prominently  with  some. 
Hematuria  may  be  due  to  the  drug  which  is  admin- 
istered, but,  nevertheless,  investigation  of  the  urinary 
tract  should  be  made  to  rule  out  co-existing  patho- 
logic changes  in  the  urinary  tract. 

Comprising  the  next  group  for  review  are  those 
diseases  of  the  urinary  tract  which  per  se  can  pro- 
duce hematuria. 

Table  3 — Second  Division  of  Classification 
II.  Hematuria  due  to  intrinsic  diseases  of  the  urinary  tract 

A.  Renal 

1.  Calculi  or  crystals 

2.  Tumor,  benign  or  malignant,  capsular,  parenchym- 
al or  pelvic. 

3.  Infection,  acute  or  chronic,  including  tuberculosis 

4.  Anomalies,  polycystic  disease,  horseshoe  kidney 

5.  Trauma 


B.  Ureteral 

1.  Calculi 

2.  Infection 

3.  Stricture 

4.  Tumor,  benign  or  malignant 

5.  Trauma 

C.  Vesical 

1.  Tumor 

2.  Calculus  or  foreign  body 

3.  Infection  including  ulcer 

4.  Trauma 

I).  Bladder  neck  and  urethral 

1.  Disease  of  prostate  (hypertrophy,  infection,  can- 
cer) 

2.  Infection  of  seminal  vesicles 

3.  Stricture 

4.  Infection  of  urethra 

5.  Tumor 

6.  Instrumentation 

This  grouping  includes  the  ailments  which  are 
the  particular  province  of  the  urologist;  the  table 
reveals  how  varied  in  type  and  location  the  lesions 
may  be  which  can  produce  hematuria  and  that 
urologic  study  must  be  complete  in  order  to  local- 
ize and  identify  a pathologic  lesion.  In  fact,  it  be- 
hooves the  urologist  to  be  aware  of  more  than  a 
single  pathologic  entity  in  the  urinary  tract  as 
witness  the  following  case: 

case  4 

Hematuria  Due  to  Two  Simultaneously  Co-existing  Le- 
sions of  the  Urinary  Tract.  A 42  year  old  man  who  had 
been  having  intermittent  gross  painless  hematuria  of  several 
months’  duration  suddenly  experienced  severe  left  renal 
colic.  Intravenous  urographv  disclosed  a pea-sized  calculus 
in  the  lower  portion  of  the  left  ureter  close  to  the  bladder. 
Manipulation  of  the  calculus  was  performed  in  the  hos- 
pital and,  at  the  time  of  cystoscopy,  a quarter  dollar-sized 
papilloma  of  the  bladder  was  seen  and  destroyed  by  ful- 
guration.  The  calculus  was  removed  also. 

The  tumor,  of  course,  was  the  lesion  which  had  caused 
the  long  standing  hematuria.  It  should  be  pointed  out  that 
one  might  expect  passage  of  blood  clots  in  the  presence 
of  a tumor  of  the  bladder,  but  there  is  no  characteristic 
pattern  for  hematuria  in  urologic  lesions. 

case  5 

Hematuria  Due  to  Renal  Neoplasm.  Gross  hematuria 
was  noted  by  a 56  year  old  woman.  There  were  no  associ- 
ated urinary  or  systemic  symptoms.  A mass,  presumably 
the  right  kidney,  was  palpable  in  the  right  upper  quadrant 
of  the  abdomen.  Retrograde  pyelographic  study  showed  a 
deformed,  distorted  right  renal  pelvis  with  a mass  pushing 
the  kidney  down.  A diagnosis  of  renal  neoplasm  was  made, 
and  right  nephrectomy  was  performed.  The  pathologic 
diagnosis  was  hvpernephroid  carcinoma  of  the  kidney  with 
no  invasion  of  the  renal  vein.  The  patient  made  an  unevent- 
ful recovery. 

In  this  case,  as  mentioned,  bleeding  was  the  first 
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sign  of  a renal  tumor  which  obviously  had  been 
present  for  a great  length  of  time  before  producing 
this  single  symptom.  Had  such  a symptom  been 
ignored,  metastasis  might  have  occurred  shortly, 
and  the  patient  might  have  been  “inoperable.” 

CASE  6 

Hematuria  from  Prostatic  Varices  and  Recurrent  Pro- 
static Hypertrophy.  A 68  year  old  man  had  had  trans- 
urethral resection  of  the  prostate  in  1942.  Subsequently, 
he  had  been  asymptomatic  for  six  years  when  there  sud- 
denly developed  grossly  bloody  urine  with  the  passage 
of  many  clots.  Cystoscopy  was  performed  under  spinal 
anesthesia  and,  after  evacuation  of  clots,  visualization  of  the 
bladder  showed  no  abnormalities  of  that  organ.  Over  the 
surface  of  an  obviously  intruding  prostate  gland  there  were, 
however,  numerous  dilated  veins,  rupture  of  which  had  ac- 
counted for  the  vesical  hemorrhage.  Transurethral  resection 
of  the  obstructing  prostatic  tissue  was  performed,  and  the 
bleeding  ceased. 

The  final  diagnosis  was  bleeding  from  prostatic  varices 
and  recurrent  prostatic  hypertrophy. 

It  should  be  noted  that  gross  hematuria  is  not  at 
ail  infrequent  with  enlargement  of  the  prostate; 
however,  the  possibility  of  an  associated  lesion,  such 
as  a tumor  of  the  bladder,  must  be  considered  and 
ruled  out  by  urologic  investigation. 

CASE  7 

Hematuria  Due  to  a Congenital  Developmental  Abnor- 
mality. An  attorney,  30  years  of  age,  who  had  been  in 
good  health  all  of  his  life,  experienced  a sudden,  painless 
hematuria  unaccompanied  by  any  other  symptoms.  Physical 
examination  was  nonrevealing.  Cystoscopy  and  pyelographic 
studies  showed  the  presence  of  multiple  cysts  of  both  kid- 
neys, with  blood  coming  from  the  left  kidney.  A diagnosis 
of  bilateral  polycystic  kidneys  was  made.  The  bleeding 
ceased  spontaneously.  Three  years  later,  gross  bleeding  re- 
curred, and  the  same  findings  were  noted.  On  this  occa- 
sion, because  bleeding  was  prominent  and  profuse,  a Rovs- 
ing  operation  was  performed  on  the  left  kidney;  many 
cysts  were  opened,  the  contents  were  evacuated,  and  pres- 
sure on  the  functioning  renal  tissue  was  reduced.  There 
was  no  subsquent  recurrence  of  hematuria,  and  the  patient 
has  remained  in  good  health. 

Final  diagnosis  was  urinary  bleeding  due  to  polycystic 
renal  disease.  It  is  of  interest  to  note  that  the  father  of  this 
patient  died  of  “polycystic  kidneys,”  no  doubt  because  of 
hemorrhage.  Some  few  years  later,  this  patient’s  sister  was 
nephrectomized  by  me  for  a grossly  infected  and  destroyed 
polycystic  kidney. 

There  is  another  category  of  diseases  which  may 
be  productive  of  hematuria;  these  are  diseases  out- 
side of  the  urinary  organs  themselves,  and  due  to 
the  involvement  of  organs  in  close  anatomic  prox- 
imity to  the  urinary  tract,  urinary  bleeding  may  be 
present. 


Table  4 — Third  Division  of  Classification 
III.  Hematuria  associated  with  extraurinary  pathology 

A.  Acute  appendicitis 

B.  Diverticulitis  of  the  colon 

C.  Neoplasm  of  the  colon,  rectum  or  pelvic  structures 

D.  Acute  or  chronic  salpingitis 

1 hese  are  essentially  self  explanatory.  It  is  easy 
to  imagine  an  adenocarcinoma  of  the  colon  involv- 
ing the  bladder  and  causing  bloody  urine;  in  fact, 
it  is  my  belief  that  in  every  case  of  malignant  disease 
of  the  sigmoid  colon  or  rectum  there  should  be 
urologic  investigation  to  rule  out  invasion  of  the 
bladder. 

Another  case  in  point  is  the  following: 

CASE  8 

Hematuria  Due  to  Appendicitis.  A 33  year  old  man  had 
pain  in  the  right  flank  associated  with  low  grade  fever; 
tenderness  was  present  in  the  flank,  and  many  red  blood 
cells  were  found  in  a centrifuged  urine  specimen.  Because 
of  the  latter,  cystoscopic  and  retrograde  pyelographic  stud- 
ies were  made  with  negative  findings.  Later,  a moderately 
inflamed  appendix  was  removed  from  its  retrocecal  location 
where  its  tip  had  impinged  against  the  ureter,  thus  pro- 
ducing the  urinary  symptoms  and  the  microscopic  hema- 
turia. 

By  the  same  token,  it  must  be  pointed  out  that 
the  appendix  of  numerous  patients  has  been  need- 
lessly removed  whereas  the  pathology  rested  in  the 
urinary  tract.  1 hus,  symptoms  and  signs  referable 
to  the  urinary  tract  must  not  be  ignored,  and  uro- 
logic survey  must  perforce  be  performed  in  many 
cases  when  abdominal  symptoms  do  not  give  a clear- 
cut  diagnosis. 

In  a fourth  category  called  essential  hematuria 
are  placed  those  unusual  and  infrequent  cases  in 
which  the  cause  of  the  bleeding  defies  detection 
even  after  exhaustive  investigation.  Eventually,  after 
persistent  and  intensive  search,  final  diagnosis  is 
made  and  therapy  carried  out,  but  it  is  only  the 
urologist’s  own  limitations  which  fail  at  the  earliest 
instances  to  discover  the  cause  of  the  bleeding. 
Among  these  lesions  are:  varix  of  the  renal  papilla, 
a minute  tuberculous  renal  ulceration,  and  papillary 
carcinoma  of  the  renal  pelvis.  In  the  main,  however, 
diagnoses  can  be  readily  made,  and  those  cases 
which  are  disposed  of  with  a diagnosis  of  essential 
hematuria  are,  fortunately,  few  and  far  between. 

It  is  obvious  from  the  discussion  that  has  been 
presented  here  and  from  the  cases  cited  that  from 
history  and  general  physical  examination  the  source 
of  hematuria  cannot  be  ascertained  in  the  majority 
of  cases.  Only  by  a comprehensive  urologic  survey 
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aided  by  laboratory  procedures  can  an  accurate 
diagnosis  be  established  and  the  proper  therapeutic 
program  instituted. 

The  clinical  significance  of  urinary  bleeding  can- 
not be  overemphasized.  When  accurate  diagnosis  is 
delayed,  the  patient  may  often  be  deprived  of 
opportunity  for  cure  by  either  surgical  or  medical 
treatment,  depending  upon  the  nature  of  the  lesion 
which  is  discovered. 

CONCLUSION 

Hematuria  is  per  se  neither  a disease  nor  a clinical 
entity;  it  is  merely  a manifestation  of  an  existing 
disease  which  demands  complete  investigation  for 
the  discovery  of  its  etiology. 

Hematuria  may  be  accounted  for  by  systemic 


disease,  specific  intrinsic  diseases  of  the  urinary 
tract,  or  diseases  of  organs  in  proximity  to  the 
urinary  tract  components. 

1 he  vast  majority  of  cases  of  hematuria  are  due 
to  purely  urologic  lesions;  a high  percentage  of  such 
cases  is  due  to  neoplastic  disease  of  the  urinary  tract. 
Two  or  even  more  urologic  lesions  may  coexist  to 
produce  hematuria,  and  so  complete  urologic  study 
is  essential. 

A thoroughgoing  medical  and  exhaustive  urologic 
survey  may  be  required  to  ferret  out  the  etiologic 
agent  of  hematuria.  Hematuria  as  a symptom  must 
not  be  ignored,  nor  should  investigation  be  delayed, 
for  early  diagnosis  of  the  causative  lesion  is  required 
to  institute  proper  therapy  and  thereby  secure  a 
favorable  prognosis. 
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SITUATIONS  CALLING  FOR  PSYCHIATRIC  CONSULTATIONS 

Psychiatric  practice  in  a medical  center  poses 
problems  quite  unlike  those  of  a psychiatric  hos- 
pital. The  psychiatrist  is  frequently  consulted  and 
often  gives  the  final  word  in  the  treatment  of  many 
puzzling  cases.  His  opinion  may  decide  whether 
surgery  is  to  be  done,  medical  treatment  is  to  be 
pursued,  or  some  psychiatric  therapy  is  in  order. 
Under  such  circumstances,  he  is  obliged  to  learn 
something  of  the  therapeutic  capacities  of  and 
limitations  of  the  techniques  used  by  his  fellows  in 
the  other  specialties  as  well  as  something  of  their 
personalities.  There  is  no  question  that  in  the  great 
majority  of  patients  with  acute  painful  symptoms 
the  medical  and  surgical  services  quickly  offer 
relief.  Patients  with  acute  pain  problems  are  usually, 
but  not  always,  suffering  from  pain  arising  directly 
through  irritation  of  the  peripheral  end  organs  or 
referred  to  dermatomes  through  disease  processes  of 
internal  organs.  Psychiatric  consultation  is  seldom 
necessary  in  such  instances  and  is  requested  only 
when  the  behavior  of  the  patient  in  reaction  to  his 
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SUMMARY 

From  an  extensive  experience  in  consultation  and 
treatment  of  patients  with  the  symptom  of  intractable 
pain  it  is  shown  that  pain  must  be  understood  in  more 
than  the  neurophysiological  sense.  The  family  and 
cultural  influences  that  determine  individual  reaction 
to  pain  are  detailed  and  the  value  of  such  knowledge 
is  made  evident  for  facilitating  the  patient-physician 
relationship.  A specific  account  is  provided  of  the 
psychogenic  determinants  and  their  therapeutic  man- 
agement in  certain  instances  of  the  painful  phantom 
limb. 


pain  is  so  disturbing  to  his  attendants  that  manage- 
ment is  difficult. 

Much  more  commonly  the  psychiatrist  is  now 
called  upon  for  consultation  when  a chronic  or 
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intractable  pain  problem  presents.  When  one  first 
works  in  a general  hospital,  the  patients  seen  with 
such  conditions  are  usually  those  who  have  been 
subjected  to  a fantastic  number  of  procedures.  The 
consultation  is  often  sought  as  a means  of  relieving 
the  various  services  of  an  obvious  burden,  if  not  an 
indelicate  reminder  of  repeated  failure  in  diagnosis 
and  therapy.  Later,  with  increasing  respect,  the 
psychiatrist  is  called  upon  before  the  eventual  de- 
cisions concerning  diagnosis  and  treatment  are 
made.  My  discussion  is  concerned  with  an  experi- 
ence largely  derived  from  work  with  patients 
suffering  chronic  pain,  with  the  exception  of  a few 
remarkably  illuminating  acute  cases,  and  particular- 
ly with  patients  with  painful  phantom  limb  syn- 
drome. Later  this  interest  was  spread  to  a wide 
variety  of  conditions,  the  most  cohesive  other 
group  being  those  with  atypical  facial  pain. 

DEFINITION  OF  PAIN 

While  each  of  us  is  individually  aware  of  what 
we  mean  by  pain,  a truly  satisfactory  definition  has 
not  been  established.  Since  pain  is  a subjective 
phenomenon,  it  is  peculiarly  human  and  in  the  last 
analysis  must  be  studied  in  man  who  may  com- 
municate his  feelings  to  others.  Studies  of  pain  in 
animals  only  provide  information  in  regard  to 
various  responses  to  noxious  stimuli. 

Although  we  may  agree  with  Sir  Thomas  Lewis 
that  one  cannot  define  pain,  and  that  such  a defini- 
tion serves  no  useful  purpose,  there  is  some  reason 
in  referring  back  to  the  various  meanings  of  the 
term  as  they  provide  hints  of  its  significance  to  the 
man  in  the  street  and  indicate  what  a patient  who 
presents  a difficult  pain  problem  may  wish  to  com- 
municate. The  word  pain  comes  from  the  Latin 
word  “poena”  meaning  punishment.  The  earlier 
Greek  philosophers,  Aristotle  and  Plato,  speak  of 
pain  as  a feeling  state,  a passion  of  the  soul.  These 
definitions  of  pain  which  come  from  the  ancients 
are  recognized  in  the  New  English  dictionary. 
There  pain  is  defined  as  ( i ) suffering  a loss  indicted 
for  a crime  or  offense;  (2)  a primary  condition  of 
consciousness,  the  opposite  of  pleasure;  the  sensa- 
tion one  feels  when  hurt  in  body  or  mind,  suffering 
or  distress;  (3)  in  a specifically  physical  sense,  bodily 
suffering  and  the  throes  of  childbirth  labor,  and  in 
a specifically  physical  sense,  mental  suffering,  grief, 
sorrow. 

It  is  only  the  medical  man  and  scientist  with  his 
intensive  education  in  physiology  who  defines  pain 
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in  a narrow  and  limited  manner.  Johannes  Muller, 
in  advancing  his  theory  of  the  specific  energy  of 
nerve  fibres,  initiated  a long  and  widely  held  belief 
that  pain  was  a sensation  mediated  by  a particular 
nerve  ending  and  nerve  fibre.  This  view  has  never 
been  entirely  accepted.  Erb,  for  instance,  stated 
that  every  sensory"  stimulus  if  intense  enough  would 
arouse  a painful  sensation.  Most  physicians  of  our 
era,  educated  in  the  modern  medical  tradition,  are 
inclined  to  think  of  pain  in  the  physiological  terms 
just  mentioned.  I his  view  is  probably  most  clearly 
epitomized  in  a definition  of  pain  as  a specific  sen- 
sory experience  transmitted  through  nerve  struc- 
tures which  are  separate  from  those  that  mediate 
other  sensations  such  as  touch,  pressure,  heat,  and 
cold. 

PHYSIOLOGY  OF  PAIN 

I he  physiologic  attack  on  pain  has  yielded  many 
important  facts.  We  are  now  cognizant  that  nerve 
impulses,  eventually  interpreted  as  painful,  are  con- 
ducted in  peripheral  nerves  at  different  rates  of 
speed.  Fast  conducting  A fibres  give  rise  to  the 
immediate  prick  response  to  a pin  while  slow  con- 
ducting C fibres  produce  the  enduring  burning 
season  after  a prick.  We  know  that  lesions  in  the 
lateral  thalamic  nucleus  raise  the  pain  threshold  but 
also  are  associated  with  an  abnormal  painful 
response  or  dysesthesia. 

In  recent  years  it  has  been  shown  that  an  intract- 
able painful  symptom  may  be  modified  by  pre- 
frontal lobotomy.  Many  patients  no  longer  com- 
plain, even  though  they"  are  capable  of  perceiving 
pain  and  may  even  withdraw  more  quickly  from  a 
noxious  stimulation.  It  is  of  interest  that  some 
patients  who  have  been  subjected  to  a prefrontal 
lobotomy  for  pain  will  again  respond  by  complain- 
ing of  pain  if  one  interjects  into  an  interview  some 
subject  known  to  be  emotionally  disturbing  to 
them. 

Numerous  physiologic  explanations  have  been 
offered  to  explain  the  puzzling  chronic  painful 
conditions  encountered.  These  explanations  have 
required  modification  repeatedly  as  they  are  for 
the  most  part  based  on  extrapolations  of  current 
information  often  taken  from  study  of  animal 
preparations. 

The  dichotomy  represented  by  the  older  defini- 
tions of  pain  provided  by  the  layman  and  those 
of  the  physiologists  and  neurologists  have  led  to  a 
defect  in  communication  between  patient  and  physi- 
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cian.  This  defective  communication  has  caused 
many  of  the  unfortunate  therapeutic  paradoxes 
w hich  plague  those  who  treat  pain  on  the  basis  of 
the  current  physiological  theories. 

Such  a therapeutic  paradox  stimulated  a particular 
aspect  of  the  clinical  investigations  and  studies 
which  underlie  this  current  presentation.  The  case 
in  point  was  a man  in  his  fifties  who  complained 
of  pain  in  the  phantom  limb  over  a thirty  year 
period.  During  this  period  of  time  he  had  been 
exposed  to  twenty-seven  surgical  and  anesthetic 
procedures  which  had  in  turn  severed  peripheral, 
radicular,  and  spinal  pathways  purported  as  pain 
pathways  subserving  his  painful  leg.  His  final  opera- 
tion was  a resection  of  the  somatosensory  cerebral 
cortex  which  again  failed  to  modify  his  complaint. 
This  patient’s  enduring  painful  symptom  epitomizes 
the  difficulty  of  reducing  the  problem  of  pain  to 
simple  physiological  terms. 

RACIAL  DIFFERENCES  IN  RESPONSE  TO  PAIN 

The  cultural  components  determining  the  indi- 
vidual’s response  to  pain  have  been  studied  recently 
by  a sociologist,  Zborowski,  who  examined  the 
attitudes  of  Italian,  Jewish  and  old  American 
patients.  Members  of  both  the  Italian  and  Jewish 
groups  were  described  by  the  doctors  as  being 
emotional  in  their  responses  to  pain.  However,  the 
underlying  attitudes  toward  pain  are  different  in 
the  several  groups.  The  Italian  patients  seemed  to 
be  mainly  concerned  with  the  immediate  fear  of  the 
pain  experience  and  were  disturbed  by  the  actual 
pain  sensations  which  they  felt  in  a given  situation. 
On  the  other  hand,  the  Jewish  patients  were  inter- 
ested primarily  in  the  symptomatic  meaning  of  the 
pain  and  the  significance  of  the  pain  to  their  health 
and  to  the  welfare  of  their  families.  In  other  words, 
the  Italian  patient  expressed  his  behavior  and  com- 
plaints in  discomfort  caused  by  pain  as  such,  while 
the  Jewish  patient  expressed  primarily  his  worries 
and  anxieties  as  to  the  extent  to  which  the  pain 
indicated  a threat  to  himself.  Zborowski  observed 
that  once  the  pain  was  relieved,  the  Italian  patient 
easily  forgot  his  suffering  and  manifested  a happy 
disposition.  The  Jewish  patient  was  reluctant  to 
accept  drug  therapy,  was  worried  over  the  effect 
of  the  drug  upon  his  health,  concerned  that  the  drug 
would  not  cure  him  of  the  disease,  and  sometimes 
hid  the  drug  intended  for  relief  of  pain.  Finally,  if 
the  pain  was  relieved,  the  Jewish  patients  were  often 
depressed  and  worried,  fearful  that  their  disease 
was  not  cured. 


These  observations  are  of  importance  and  it  seems 
that  if  one  deals  with  an  Italian  patient  in  pain  it  is 
most  important  to  relieve  the  actual  pain  imme- 
diately, while  with  a Jewish  patient  the  significant 
problem  is  to  relieve  the  anxiety  in  regard  to  the 
source  of  the  pain.  Neither  group  is  fearful  of  ex- 
pressing its  emotions,  complains  a great  deal,  calls 
for  help,  and  expects  sympathy  and  assistance  from 
the  members  of  its  families.  While  this  behavior  is 
approved  and  accepted  in  their  cultures,  it  is  not  in 
that  of  the  old  American.  The  old  American  tends 
to  minimize  his  pain,  avoids  complaining  and  pro- 
voking pity.  He  is  anxious  to  cooperate  with  those 
who  are  expected  to  take  care  of  him. 

1 hese  different  attitudes  in  response  to  pain  and 
behavior  do  play  an  important  part  in  terms  of  the 
medical  care  the  various  groups  receive.  The  Ameri- 
can physician  may  well  be  provoked  to  distrust  and 
dislike  towards  the  Jewish  or  Italian  patient  because 
he  does  not  conform  with  his  ideas  and  patterns  of 
behavior.  The  second  generation  Americans  tend  to 
adopt  the  early  American  form  of  behavior  and  the 
American  attitudes  toward  the  role  of  the  medical 
expert  and  institutions  in  controlling  pain.  Yet  the 
underlying  attitudes  may  be  similar  to  those  of 
their  own  parents. 

QUANTITATIVE  RESPONSES  TO  PAIN 

The  various  efforts  that  have  been  made  to  study 
pain  in  man  quantitatively  are  best  exemplified  by 
the  work  of  Wolff  and  his  associates.  As  you  may 
recall,  Hardy,  Wolff  and  Goodall  attempted  to 
study  the  response  of  various  individuals  to  meas- 
ured amounts  of  energy  required  to  induce  a 
threshold  pain.  They  did  this  by  exposing  a small 
area  of  the  skin  to  radiant  heat  and  asking  the  sub- 
ject to  indicate  when  he  felt  pain.  It  is  of  interest 
that  only  by  using  trained  subjects  was  it  possible 
for  them  to  obtain  a relatively  fixed  pain  threshold. 
Other  workers  have  failed  to  find  that  the  pain 
threshold  described  by  Wolff,  Hardy  and  Goodall 
is  as  consistent  as  they  have  indicated.  Even  there 
they  discovered  that  the  pain  threshold  might  be 
increased  as  much  as  40  per  cent  by  hypnosis  and 
was  altered  by  analgesics  as  well  as  by  suggestion. 
Furthermore,  their  studies  made  it  apparent  that  in 
addition  to  the  pain  threshold  there  was  a highly 
variable  threshold  for  reaction  to  pain.  The  reaction 
to  pain  appeared  to  be  an  entirely  individual  matter. 

Perhaps  what  we  have  learned  most  definitely 
from  these  careful  studies  has  been  the  fact  that  the 
responses  to  a painful  stimulus  may  be  greatly 
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changed  in  relation  to  a modification  of  the  emo- 
tional state  of  the  particular  individual,  and  also 
that  the  reactions  to  pain  vary  tremendously  be- 
tween different  individuals. 

FACTORS  AFFECTING  RESPONSES  TO  PAIN 

It  is  of  interest  to  note  that  the  techniques  em- 
ployed by  the  neurophysiological  investigators 
eventually  require  him  to  study  the  individual  and 
his  particular  responses  to  pain  in  the  light  of  his 
past  experiences.  The  sociologist  also  is  forced  to 
the  same  conclusion.  Zborowski  states:  “Here  the 
role  of  the  family  seems  to  be  of  primary  import- 
ance. Directly  and  indirectly  the  family  environ- 
ment affects  the  individual’s  ultimate  response  to 
pain.  In  each  culture  the  parents  teach  the  children 
how  to  react  to  pain  and  by  approval  or  disapproval 
will  promote  specific  forms  of  behavior.” 

The  psychiatric  and  psychoanalytic  studies  of 
painful  phenomenon  and  their  origin  in  the  indi- 
vidual and  emotional  psychological  development 
have  been  regarded  by  the  medical  profession  at 
large  with  a considerable  amount  of  incredulity. 
Freud’s  clinical  study  of  his  patient,  FJizabeth  R, 
reported  in  the  “Studies  of  Hysteria,”  still  remains 
one  of  the  clearest  and  most  significant  bits  of 
data  that  we  have  available,  and  initiated  the  study 
of  those  early  processes  contributing  to  under- 
standing of  individual  reactions  to  pain.  This 
patient,  who  suffered  from  pains  in  her  legs,  formed 
associations  between  her  psychically  painful  im- 
pressions and  certain  bodily  pains  which  she  per- 
ceived simultaneously.  Later,  she  associated  in  her 
memory  of  the  physical  sensation  as  a symbol  for 
the  painful  psychic  impressions.  During  therapeutic 
work  she  was  as  a rule  free  from  pain  when  the 
work  commenced  but  as  soon  as  some  recollection 
of  importance  was  invoked  she  reported  pain, 
winced,  and  placed  her  hand  on  the  painful  area. 
This  pain  remained  constant  as  long  as  she  was  con- 
trolled by  the  recollection  and  reached  its  height 
when  she  was  about  to  divulge  some  essential  por- 
tion of  her  communication.  It  was  recognized  that 
when  the  patient  was  moody  or  complained  of  pain 
she  had  not  completed  her  pertinent  associations. 
Freud  concluded  from  this  case  and  others  that  most 
patients  who  have  hysterical  pains  initially  suffer 
an  organically  determined  sensation  which  is  associ- 
ated with  some  emotional  distress  that  becomes  a 
symbol  for  the  associated  painful  emotional  state. 
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PAINFUL  EXPERIENCES  IN  EARLY  LIFE 

It  is  advisable  to  consider  the  various  ways  and 
settings  in  which  pain  may  be  experienced  in  early 
life.  We  have  no  subjective  account  of  pain  as  suf- 
fered by  the  infant.  All  that  is  known  is  the  objec- 
tive data  of  withdrawal,  expressions  of  displeasure 
as  shown  in  gestures  and  crying,  and  perhaps 
somatic  responses  following  a noxious  external 
stimulus  or  a presumed  painful  internal  disorder. 

We  have  available  the  repeated  accounts  of  chil- 
dren and  adults  who  have  undergone  some  severe 
painful  experience,  a spinal  puncture  for  instance, 
and  thereafter  flinch  and  complain  of  pain  even 
before  the  event.  Here  one  observes  a “conditioned” 
prehension  of  pain  that  may  be  expressed  verbally 
and  through  behavior  as  pain.  There  is  evidence 
that  prefrontal  lobotomy  and  morphine  interrupt 
the  anxiety  associated  with  anticipation  of  pain.  In 
this  instance  the  individual  apparently  is  complain- 
ing of  the  suffering  related  to  anxious  anticipation 
but  may  speak  of  this  suffering  as  pain.  One  may  add 
to  this,  conditioning  through  secondary  gratification 
by  avoidance  of  the  actual  painful  stimulus. 

It  seems  likely  that  anxious  anticipation  of  pain 
also  may  be  aroused  by  the  intrapsychic  process  of 
fantasied  identification  with  mutilated  individuals. 

Painful  symptoms  in  any  portion  of  the  body  may 
symbolize  regressive  phenomena  in  the  face  of  a 
neurotic  conflict.  If  these  events  and  thought  pro- 
cesses in  the  lives  of  children  are  considered  which 
give  emotional  significance  to  painful  experience, 
we  can  understand  the  pain  serves  as  a source  of 
gratification,  particularly  of  dependency  needs. 

Probably  the  commonest  painful  experiences  of 
the  child  are  the  suffering  of  simple  injuries  such 
as  bumps  or  falls  about  his  home.  He  soon  learns, 
in  most  families,  that  his  cries  of  pain  are  rewarded 
by  some  display  of  tenderness  on  the  part  of  his 
mother  or  those  about  him.  In  other  families  the 
reverse  is  occasionally  true.  In  time  the  child  runs 
to  his  parents  when  he  is  hurt  or  injured  for  the 
comforting  he  may  receive.  In  some  families  in 
which  the  mother  is  over-conscientious  and  protec- 
tive, the  child’s  slightest  complaint  is  attended  by 
extreme  solicitude.  Such  experiencing  to  pain  may 
determine  that  later  in  life  this  child  will  regress 
when  frustrated  and  obtain  by  complaining  of  pain 
the  solicitude  he  desires  from  others,  including  his 
physicians,  in  order  to  allay  his  anxiety. 
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Another  tvpc  of  infantile  and  childhood  experi- 
encing of  pain  and  illness  occurs  w hen  the  child 
observes  the  solicitude  of  his  parents  in  the  care  of 
a severely  or  chronically  ill  brother  or  sister.  In  this 
instance,  in  envy  of  the  sibling,  the  child  may 
fantasy  suffering  in  a similar  manner  in  order  to 
obtain  the  longed  for  affection  that  is  bestowed  on 
the  sibling.  In  adult  life,  following  some  pain- 
inducing  lesion,  his  symptoms  may  be  protracted  for 
prolonged  periods  with  the  unconscious  wish  to 
obtain  the  gratification  for  which  he  envied  his 
sibling. 

Masochistic  self  punishment  is  a well  known 
psychiatric  clinical  phenomenon  which  underlies 
many  chronic  painful  conditions.  In  one  instance 
parents  may  punish  the  child  for  a misdeed.  But 
then  the  parent  feels  guilty  for  the  punishment  and 
lavishes  affection  upon  the  child.  This  may  be  the 
only  overt  evidence  of  affection  the  child  receives. 
Later  on,  to  obtain  affection  the  person  uncon- 
sciously has  to  first  suffer  pain.  Another  way  in 
which  a child  may  come  to  use  pain  as  a masochistic 
punishing  symptoms  has  been  stated  to  take  place  in 
the  follow  ing  manner.  The  child  w ho  is  envious  of 
his  brother  or  sister  may  have  the  opportunity  of 
observing  one  of  his  parents  punish  his  sibling.  He 
secretly  takes  pleasure  in  the  punishment  of  his 
rival  for  the  parents’  affection.  However,  because  of 
the  guilt  that  he  feels  for  his  enjoyment,  in  fantasy 
he  punishes  himself  by  substituting  himself  for  the 
other  child  and  imagining  the  pain  that  his  sibling 
feels.  Yet  even  here  the  basic  problem  is  not  self 
punishment  but  the  w ish  for  the  affection  of  the 
parent.  Only  by  suffering  for  the  hostile  thought 
which  would  be  anathema  to  the  parent  may  the 
child  have  the  parents’  loving  care. 

THREE  GROUPS  OF  PAINFUL  EXPERIENCES 

As  we  review  these  experiences  they  may  be 
broken  up  into  three  groups,  each  again  subdivisible 
into  an  actual  or  fantasied  pain  experience.  1 he  first 
group  includes  those  experiences  in  which  the  child 
either  directly  suffers  or  fantasies  an  injury  to  him- 
self; the  second,  w here  the  child  obtains  an  exces- 
sive but  gratifying  emotional  response  secondary 
to  a hurt;  and  in  the  third  instance  this  gratification 
is  only  available  in  association  with  the  suffering  of 
pain.  In  the  latter  group  the  pain  may  be  suffered 
either  before  gratification  or  gratification  may 
precede  the  complaint. 

In  the  first  group,  potentially  painful  experiences 


are  apprehended  fearfully  and  to  them  may  be 
associated  anxiety  related  to  mutilation  or  castration 
which  may  carry  an  undue  threat  to  the  individual 
and  his  personal  relations.  In  the  second  and  third 
instances,  painful  complaining  becomes  a symbol 
for  a dependent  demand,  the  latter  complicated  by 
the  need  to  assuage  guilt  consequent  to  some  un- 
acceptable hostile  or  sexual  impulse  directed  to  some 
other. 

Finally,  no  consideration  of  psychogenic  pain  is 
complete  without  mention  of  the  complication  of 
drug  dependency  or  addiction.  In  addition  to  the 
psychologic  needs  of  the  patient  expressed  in  his 
pain  symptoms,  the  long  continued  use  of  a nar- 
cotic adds  a physiologic  dependency  through  the 
development  of  addiction.  With  the  occurrence  of 
addiction  the  patient  complains  of  pain  in  order  to 
obtain  the  gratification  provided  by  the  drug  and 
prevent  the  development  of  the  unpleasant  absti- 
nence symptoms  which  occur  w ith  any  abstinence 
from  its  use. 

Although  the  life  experiences  mentioned  before 
will  be  found  to  underlie  the  development  of  a 
psychogenically  determined  pain  complaint  if  one 
studies  the  patient  over  a sufficient  length  of  time, 
it  is  seldom  that  these  experiences  are  revealed  in 
their  full  detail  or  significance  during  initial  diag- 
nostic examinations. 

In  the  case  of  the  patient’s  description  of  his 
painful  illness,  the  know  ledge  that  some  emotional 
disturbance  is  associated  in  time  with  the  onset  or 
recurrence  of  his  painful  complaint  is  suggestive 
that  psychic  processes  are  operative  in  its  mainten- 
ance. .Most  frequently  such  events  w ill  be  found  to 
be  the  death  or  separation  from  a parent,  spouse,  or 
lover,  difficulties  in  relations  with  an  employer  or 
some  parental  figure,  or  threat  of  illness. 

Some  patients  w ith  psychically  maintained  pain 
have  intermittent  attacks  which  may  be  induced 
through  discussing  the  appropriate  anxiety-laden 
topics.  Others,  notably  those  in  whom  the  pain 
represents  one  of  the  symptoms  of  an  obsessive 
neurosis,  a hypochondriacal  state  or  a depression, 
complain  of  a more  or  less  persistent  symptom.  In 
such  instances  the  psychic  conflict  is  less  easily 
identified. 

In  the  course  of  psychiatric  examination  the 
hysterical  patient  with  psychogenic  pain  not  infre- 
quently w ill  voice  his  complaint  loudly  when  the 
examiner  questions  him  on  the  emotionally  disturb- 
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ing  relationship.  This  behavior  is  in  real  contrast  to 
his  customary  seeming  indifference  to  his  symptom, 
although  he  describes  it  with  much  vividness. 

It  has  been  my  experience  to  examine  patients 
who  complain  of  suffering  from  intractable  head- 
ache, backache,  atvpical  facial  pains,  pain  in  phan- 
tom extremities,  and  other  parts,  who  seemed 
entirely  undisturbed  by  their  symptoms,  but  who 
suddenly  complain  and  grasp  at  the  affected  part 
when  the  interview  is  finally  focused  on  their 
important  conflicting  personal  relationship.  At  such 
a time  if  the  examiner  is  not  distracted  by  the 
symptom  and  pushes  on  w ith  further  inquiries,  it  is 
common  to  obtain  a clear  description  of  the  con- 
flict occurring  between  the  patient  and  the  person 
of  importance  to  him  who  has  come  under  discus- 
sion. Also,  in  psychoanalytic  therapy  patients  have 
actively  hallucinated  pain  in  localized  bodily  areas 
prior  to  revealing  the  distressing  associated  inter- 
personal events  underlying  the  painful  experience. 

THE  PAINFUL  PHANTOM  LIMB 

At  this  point  I propose  to  discuss  specifically  the 
painful  phantom  limb.  In  an  attempt  to  identify  the 
psychologic  processes  and  emotional  states  which 
might  contribute  to  the  painful  phantom  phenome- 
non, twenty-seven  amputees  were  studied  exten- 
sively by  psychiatric  interviews.  1 his  group  of 
patients  included  twenty-two  who  complained  of 
pain  in  the  phantom  but  presented  no  evidence  of 
physical  disease  aside  from  the  loss  of  a limb.  1 he 
psychiatric  studies  of  this  group  did  not  disclose 
any  consistent  personality  structure  or  defect.  I he 
conclusion  that  physical  disorder  did  not  contribute 
to  their  symptoms  was  made  only  after  intensive 
medical,  neurologic  and  neurosurgical  studies.  In 
some  instances  orthopedic  consultation  was  obtained 
as  well.  In  four  of  this  group  a painful  phantom 
developed  immediately  following  an  elective  surgi- 
cal amputation  in  a hospital  associated  with  the 
clinic.  The  remainder  gave  a history  of  pain  in  the 
phantom  ranging  in  duration  from  eighteen  months 
to  sixteen  years.  Many  of  the  group  had  difficulty 
in  using  a prosthesis  or  refused  to  use  one. 

The  remaining  five  patients  also  complained  of 
pain  but  presented  signs  indicative  of  vascular, 
neurologic  or  arthritic  processes  involving  the 
stump,  its  nerves  or  joints.  Their  histories  differed 
significantly  from  those  of  the  preceding  group  in 
that  three  patients  had  initially  a painless  phantom 
and  two  denied  the  existence  of  a phantom  entirely 


but  had  pain  in  the  stump.  They  adjusted  well  to 
the  use  of  prostheses  and  had  all  returned  success- 
fully to  their  homes  and  employment  after  amputa- 
tion. The  onset  of  pain  took  place  from  a few 
months  to  25  years  after  the  amputation  and  was 
associated  with  an  observed  physical  defect.  1 he 
duration  of  pain  was  from  two  weeks  to  intermit- 
tent attacks  over  a nine  year  period.  The  site  and 
character  of  the  pain  in  the  phantom  in  those  who 
had  this  symptom  indicated  that  it  was  of  the  re- 
ferred type,  localized  to  the  area  of  distribution  of 
a spinal  nerve  root  or  had  the  characteristics  of  pain 
observed  with  vascular  or  arthritic  disease.  I he  five 
patients  suffered  from  the  following  specific  physi- 
cal ailments:  herniated  intervertebral  disk,  arthritis 
of  spinal  column  and  probable  herniated  interverte- 
bral disk,  arthritis  of  knee  joints  of  amputated  limb 
and  osteoporosis,  Buerger’s  disease,  and  traumatic- 
injury  with  laceration  of  the  amputation  stump. 

In  the  group  of  patients  without  physical  disease 
but  with  a painful  phantom  the  complaint  of  pain 
appeared  to  represent  an  emotional  response  to  the 
loss  of  an  important  part  of  the  body  which  had 
significance  in  terms  of  the  patient  s relationships 
with  others.  The  painful  symptom  was  induced  in 
nine  of  the  twenty-two  patients  by  referring  to 
some  cause  of  anxiety  in  the  patients  interpersonal 
life. 

It  also  was  observed  that  this  symptom  occurred 
intermittently  among  other  patients  who  had  suf- 
fered for  years  with  painful  phantoms.  Exacerba- 
tions of  pain  frequently  were  precipitated  by  events 
in  which  the  patient  identified  with  another  person 
who  had  suffered  a similar  traumatic  injury.  In  such 
instances  of  exposure  to  a traumatic  event,  the 
patient  relives  emotionally  his  own  experience. 

It  is  probable  that  a close  association  with  an 
amputee  arouses  fantasies  of  personal  mutilation. 
Such  fantasies  are  mastered  by  repression.  Indeed, 
two-thirds  of  the  patients  with  the  syndrome  of 
painful  phantom  limb  gave  information  indicating 
a close  and  significant  emotional  attachment  to  an- 
other amputee  in  the  past.  While  the  majority  of 
our  patients  with  pain  seemed  to  identify  with 
another  amputee,  only  two  presented  the  symptom 
in  association  with  feelings  of  guilt  and  depression. 

The  role  of  identification  with  another  amputee 
in  the  maintenance  of  the  painful  symptom  led  to  a 
consideration  of  the  possible  fantasy  life  of  out- 
patients in  regard  to  their  own  body  and  body 
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parts.  In  a number  of  instances  patients  have  dis- 
closed to  us  superstitious,  yet  terrifying,  rationali- 
zations to  explain  the  existence  of  the  phantom 
limb.  Such  rationalizations  usually  are  concerned 
with  the  loss  and  the  fantasied  disposal  of  the 
amputated  part.  For  instance,  in  one  case  a fright- 
ened boy  overreacted  emotionally  to  the  existence 
of  the  phantom  illusion  by  the  superstitious  ration- 
alization that  the  sensations  perceived  by  him  were 
due  to  fantasied  burning  of  the  amputated  leg.  In 
association  with  such  fantasies  the  patient  attempts 
to  master  his  grief  and  mourning  over  the  loss  of 
the  amputated  part. 

The  attitudes  and  fantasies  of  patients  about  to 
undergo  an  amputation  are  worth  discovering  in  the 
preoperative  period.  The  patients  manifest  a desire 
to  have  the  part  disposed  of  as  tenderly  and  respect- 
fully as  their  whole  body  or  as  that  of  a member 
of  their  own  family  would  be  disposed  of.  One 
patient  with  a painful  phantom  limb  described  her 
thought  and  care  in  arranging  with  an  undertaker 
for  the  proper  burial  of  the  part,  only  to  have  the 
surgeon  inform  her  that  she  was  not  to  have  the 
amputated  limb  for  burial.  His  response  led  to  in- 
tense resentment,  which  she  had  difficulty  in  sup- 
pressing. 

The  remainder  of  our  patients,  in  whom  a signifi- 
cant relationship  with  another  amputee  was  not 
apparent,  gave  evidence  of  a pathological  depend- 
ency on  one  or  the  other  parent.  Studies  of  these 
patients  have  not  been  sufficiently  detailed  to  pro- 
vide information  on  the  early  painful  experiences  of 
the  patients  and  the  care  given  them  bv  their  parents 
at  such  times,  or  their  response  to  the  painful  ill- 
ness or  injuries  of  siblings  or  others  important  to 
them. 

In  both  groups  the  painful  symptoms  often  are 
alleviated  by  gratification  of  the  dependent  need  of 
the  patient  through  consistent  warm  nursing  or 
supportive  psychotherapy,  and  particularly  in  deal- 
ing successfully  with  their  fears  of  dependency.  It 
has  been  noted  frequently  that  the  management  of 
patients  with  chronic  pain  seen  in  our  general  hos- 
pitals is  made  easier  bv  the  establishment  of  a regular 
regimen  of  psychotherapeutic  interviews.  This  is 
true  even  though  the  treatment  has  been  of  short 
duration  and  with  little  penetration  of  the  psycho- 
logic  structures.  The  demand  for  narcotic  and  anal- 
gesic agents  often  is  reduced  by  such  interviews, 
provided  the  patient  docs  not  have  a physiologic 
dependency  on  these  drugs. 


I his  clinical  experience  suggests  that  the  post- 
operative phenomenon  of  an  acutely  painful  phan- 
tom limb,  with  the  conspicuous  behavior  disturb- 
ance so  frequently  associated  with  it,  is  often  a 
psychiatric  emergency.  Brief  psychotherapy  may 
be  applied  effectively  to  relieve  the  painful  svmp- 
tom,  associated  panic  and  hazardous  dependence 
on  narcotics. 

TREATMENT  OF  ACUTE  PAINFUL  PHANTOM 

In  the  brief  psychotherapy  utilized  in  successful 
treatment  of  the  acute  painful  phantom,  the  follow  - 
ing significant  topics  have  been  penetrated  in  suc- 
cessive order  from  the  initial  interview:  (i)  the 
patient’s  concept  of  the  phantom-limb  phenomenon 
and  any  attendant  rationalization  that  he  may  have 
in  regard  to  the  occurrence  of  this  phenomenon, 
(2)  his  wishes  and  fears  in  regard  to  the  care  and 
disposal  of  the  amputated  part,  and  (3)  the  signifi- 
cance of  his  present  and  past  attitudes  toward  his 
body  in  relation  to  his  real  and  fantasied  experiences 
with  persons  (parents,  family  and  associates)  signifi- 
cant to  him.  A similar  therapeutic  penetration  has 
been  used  in  the  treatment  of  a few  patients  with 
the  chronic  painful  phantom  phenomenon.  It  is 
believed  that  patients  treated  by  this  technic  end 
their  therapy  with  strengthened  self  concept  and 
personal  insight  in  contrast  to  those  who  are  treated 
by  suggestion,  hypnosis,  narcosynthesis,  or  electro- 
shock. 

In  some  instances  proper  preparation  of  the 
patient  who  is  about  to  undergo  an  amputation  may 
prevent  the  development  of  the  painful  phantom- 
limb  hallucination.  Such  preparation  might  include 
a discussion  of  the  occurrence  of  the  phantom-limb 
phenomenon  and  a considerate  inquiry  as  to  the 
patient’s  desires  and  fears  in  regard  to  disposal  of 
the  part  to  be  amputated.  This  could  well  be  carried 
out  by  a sensitive  member  of  the  surgical  team,  in 
order  to  prepare  the  patient  for  an  easier  postopera- 
tive period. 

There  is  other  empiric  knowledge  available  to  us 
in  regard  to  the  management  and  treatment  of  the 
patient  with  a painful  condition.  We  know  that  we 
may  use  psychotherapy,  various  drugs,  electric 
shock  therapy  or  lobotomy  as  a means  of  relieving 
many  chronic  painful  conditions.  The  indication 
for  the  particular  form  of  therapy  should  be  deter- 
mined on  the  basis  of  the  underlying  psychopath- 
ology. It  is  evident  also  that  some  physicians  and 
surgeons  have  remarkable  success  in  managing  the 
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patient  with  chronic  painful  condition.  Their  suc- 
cess does  not  depend  on  the  procedure  used  and 
often  is  not  reproducable  by  their  colleagues.  It  is 
essentially  an  expression  of  the  personal  relationship 
that  exists  between  them  and  their  patients  and  is 
indicative  of  their  intuitive  understanding  and 
sympathy  for  their  patients.  Just  as  some  physicians 
are  highly  successful  in  the  management  of  such 
patients,  observations  of  a group  of  surgeons  work- 
ing together  makes  it  equally  apparent  that  others 
live  in  an  unsuccessful  symbiotic  relationship  with 
some  patients  suffering  with  chronic  pain  and  repe- 
titively carry  out  procedures  justified  in  their  con- 
scious minds  on  the  basis  of  the  current  neuro- 
physiologic theory. 

FACTORS  PRESENT  IN  REACTIONS  TO  PAIN 

If  we  consider  pain  as  a sensation  alone  as  has 
been  a custom  by  much  of  the  medical  profession 
for  many  years  past,  it  is  impossible  to  establish  a 
theoretical  position  capable  of  explaining  the  em- 
piric clinical  facts  mentioned  previously.  Pain  must 
be  regarded  as  more  than  a single  perception.  In 
examining  perceptual  processes  one  must  study  the 
total  situation  which  will  include  not  only  the 
stimulus,  its  figure  and  background,  but  also  an 
intensively  organized  pattern  of  reaction  on  the  part 
of  the  organism.  The  latter,  in  the  case  of  man, 
requires  that  intimate  knowledge  of  the  early  life 
experiences  that  may  condition  one  emotionally  to 
abnormal  anticipation  and  reaction  to  pain  as  well 
as  to  arouse  the  need  for  pain-dependent  gratifica- 


tion. This  requires  the  conceptualization  of  pain 
in  a broad  sense  as  a bisocial  phenomenon.  In  the 
individual  who  is  complaining  of  pain,  it  is  import- 
ant to  decide  whether  the  person  is  apprehending 
pain  as  a means  of  avoiding  its  occurrence,  whether 
there  is  anticipatory  anxiety  related  to  the  assumed 
cause  of  pain  and  its  meaning  or  its  significance  for 
the  individual’s  future  welfare,  or  whether  pain 
represents  symbolically  an  infantile  need  for  love  or 
is  a repetitive  expression  of  absolution  consequent 
to  unacceptable  hostile  or  sexual  impulses. 

The  identification  of  the  initiating  early  experi- 
ences for  the  individual’s  reaction  to  pain  deter- 
mines for  psychotherapists  the  rational  treatment 
of  the  patient.  The  identification  of  such  processes 
in  patients  with  acute  pain  in  a phantom  limb  pro- 
vided a hypothetical  background  for  the  psychic 
origin  of  the  complaint  that  led  to  an  economic  and 
highly  reproducable  psychotherapeutic  effort,  re- 
producable in  the  sense  that  it  was  possible  to 
convey  the  hypothesis  and  technic  to  other  persons, 
who  in  turn  obtain  a similar  therapeutic  result  in  a 
number  of  acute  patients. 

From  this  experience  with  many  patients  suffering 
pain  it  seems  necessary  to  reiterate  again  that  one 
may  not  successfully  be  of  aid  unless  the  problem 
is  faced  in  its  totality.  With  Plato  it  must  be  said, 
“This  is  the  reason  why  the  cure  of  so  many  diseases 
is  unknown  to  the  physicians  of  Helas,  because  they 
are  ignorant  of  the  whole,  which  ought  to  be  studied 
also.” 
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EDITORIALS 


Protecting  the  Pregnant  Patient  Against 
Polio 

According  to  the  report  entitled  “Vaccination 
Against  Paralytic  Poliomyelitis,  Performance  and 
Prospects”  issued  by  Dr.  Jonas  E.  Salk  for  the 
staff  of  the  Virus  Research  Laboratory  and  pub- 
lished in  American  Journal  of  Public  Health,  45:5, 
May  1955,  it  is  believed  that,  on  the  basis  of  evi- 
dence gathered  thus  far,  an  antibody  in  the  cir- 
culating blood  could  intercept  virus  invasion  of  the 
central  nervous  system.  The  level  of  antibody  neces- 
sary for  such  an  effect  has  not  vet  been  determined 
but  will  probably  be  forthcoming  soon  when  the 
field  evaluation  of  vaccine  effectiveness  for  1955 
has  been  analyzed. 

A technical  committee  on  the  Salk  poliomyelitis 
vaccine  has  advised  that  two  doses  of  vaccine  be 
given  four  to  six  weeks  apart  and  a third  dose  be 
given  not  earlier  than  seven  months  after  the  second 
injection.  This  last  dose  should  be  administered 
before  the  poliomyelitis  season  begins.  The  question 
of  how  long  the  immunity  will  last  cannot  be 
answered  until  sufficient  time  has  elapsed  to  deter- 
mine the  reactivity  of  the  immunologic  mechanism 
to  the  poliomyelitis  viruses. 

Experience  has  shown  that  the  pregnant  woman 
is  more  prone  to  develop  polio  than  the  nonpreg- 
nant and  as  in  other  adults  is  more  likely  to  develop 
the  paralytic  form.  Weinstein  and  Meade  in  Boston 
in  a study  of  60  patients  who  had  poliomyelitis 
during  pregnancy  found  that  this  disease  appears 


most  often  in  the  second  trimester,  especially  in 
young  individuals,  and  that  the  paralytic  type  de- 
velops most  often  in  the  fifth  and  seventh  month 
of  gestation.  These  authors  found  that  multigravid 
women  appear  to  be  more  susceptible  to  poliomye- 
litis than  primigravidas  and  that  older  age  seems  to 
accentuate  the  increased  susceptibility  to  poliomye- 
litis associated  w ith  multigraviditv.  Since  the  height 
of  the  polio  season  usually  occurs  early  in  Septem- 
ber it  is  advisable  that  a pregnant  woman  due  to  be 
delivered  during  July,  August  or  September  be 
given  the  first  dose  of  the  vaccine  as  soon  as  she 
is  known  to  be  pregnant.  The  second  dose  should 
follow  in  four  weeks.  These  two  doses  should  pro- 
vide a high  percentage  of  immunity.  If  the  woman 
is  still  pregnant  seven  months  after  the  second 
inoculation,  a third  or  booster  dose  should  then  be 
given. 

It  will  be  apparent  from  the  above  schedule  that 
not  all  pregnant  women  w ill  report  to  their  obste- 
tricians sufficiently  early  to  receive  all  three  inocu- 
lations. As  the  public  becomes  educated  to  the 
benefits  of  the  Salk  vaccine,  this  difficulty  should 
be  minimized. 

Hematuria 

An  article  on  hematuria  is  always  timely.  The 
one  in  this  issue  of  the  Journal  bv  Dr.  Clarence 
G.  Chandler  serves  to  emphasize  the  importance  of 
this  symptom  and  the  fact  that  the  causes  of  hema- 
turia are  very  numerous.  While  a very  large  number 
of  cases  of  hematuria  are  due  to  neoplastic  disease 
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of  the  urinary  tract,  a large  number  are  due  to 
systemic  disease  and  to  extra-urinary  or  para- 
urinary  pathology.  The  fact  that  hematuria  may  be 
microscopic  or  intermittent  makes  it  no  less  import- 
ant as  in  both  instances  serious  disease  of  the  urinary 
tract  may  exist.  While  the  patient  and  the  doctor 
usually  pay  attention  to  gross  hematuria,  at  times 
both  are  lulled  into  a false  sense  of  security  when 
the  hematuria  is  small  in  amount  or  intermittent. 
Hematuria  is  not  a disease  entity  but  it  is  an  import- 
ant objective  sign  of  trouble,  the  seat  of  which  is 
often  in  the  urinary  tract  itself.  One  cannot  mention 
hematuria  without  making  reference  to  so-called 
essential  hematuria.  Such  hematuria  is  often  due  to 
pathology  in  the  papilla  of  the  kidney  or  in  the 
pelvis  where  small  varicosities  or  early  malignant 
lesions  may  be  found.  What  is  classed  as  essential 
hematuria  on  one  examination  may  be  pin  pointed 
accurately  on  another  but  many  times  the  most 
exhaustive  urological  examination  fails  to  find  the 
cause. 

While  glomerulonephritis  is  one  of  the  important 
systemic  causes  of  hematuria,  mention  should  be 
made  of  hematuria  caused  by  drugs  such  as  sulfona- 
mides and  that  caused  bv  anticoagulants  such  as 
heparin  and  dicumarol. 

Translation  by  Electronics 

The  days  of  the  trot  would  appear  to  be  num- 
bered for  now  bv  means  of  an  I.B.M.  data-process- 
ing  machine,  popularly  known  as  the  mechanical 
brain,  translation  can  be  carried  out  from  one  lan- 
guage into  another.  The  first  successful  experiment 
in  performing  mechanical  translation  was  the  result 
of  a joint  project  undertaken  in  Georgetown  Uni- 
versity’s Institute  of  Languages  and  Liguistics  and 
the  International  Business  Machines  Corporation. 
The  demonstration  took  place  at  I.B.M.  headquarters 
in  New  York  in  January,  19^4  when  more  than 
sixty  sentences  were  translated  from  Russian  into 
English.  The  sentences  were  from  the  workaday 
fields  of  science,  technology,  communications,  and 
international  affairs. 

The  Russian  language  was  chosen  bv  the  design- 
ers, but  any  of  the  2,000  or  more  languages  of  the 
world  might  have  been  selected.  One  reason  for  the 
selection  of  Russian  was  its  strategic  importance; 
another  w as  the  fact  that  there  is  a relatively  small 
number  of  persons  competent  to  handle  Russian, 
while  the  accumulation  of  untranslated  works  in 


that  tongue  continues  to  increase  at  an  alarming  rate. 
The  Georgetow  n linguists  also  felt  that  in  view  of 
the  highly  inflected  nature  of  the  language,  w7hich 
is  similar  to'  Greek  and  Latin  in  its  multiplicity 
of  endings,  a mechanical  translator  capable  of 
handling  Russian  would  yield  significant  experience 
for  dealing  with  other  complicated  languages. 

This  is  one  of  the  most  amazing  developments  in 
the  field  of  electronics  today  and  should  have  far 
reaching  effects  on  medical  science.  The  time  is 
still  distant,  however,  when  it  will  be  possible  to 
insert  a Russian  scientific  book  into  a translating 
machine  and  to  receive  from  it  an  acceptable  trans- 
lation. It  would  appear  that  a new  discipline  is  in  the 
making  in  which  science  and  linguistics  will  com- 
bine to  solve  international  problems  of  human  com- 
munication. By  the  use  of  such  a mechanical  trans- 
lator one  can  visualize  that  in  the  not  too  far 
distant  future  underdeveloped  areas  of  the  globe 
may  receive  the  benefits  of  advanced  science,  tech- 
nology, and  knowledge  at  a rate  impossible  today. 
This  may  have  an  important  impact  on  the  progress 
of  medical  research  and  medical  care. 

Tuberculosis  and  the  Human  Factor 

‘‘The  only  thing  one  can  predict  about  human  nature 
is  that  it  is  unpredictable.” 

The  Whispering  Gallery 

One  may  legitimately  wonder  why  tuberculosis, 
once  “the  Captain  of  the  men  of  death,”  still  is  an 
important  cause  of  morbidity  and  mortality  in  a 
certain  age  group,  teen  agers  and  young  adults.  If 
we  hark  back  50  or  60  years  we  can  recall  curious 
ways  in  which  the  disease  was  transmitted:  skin 
tuberculosis  in  washerwomen  who  laundered  infect- 
ed clothes,  preputial  tuberculosis  after  ritual  circum- 
cision in  which  the  rabbi  sucked  the  wound, 
so-called  “corpse  warts”  in  pathologists  and  their 
assistants  before  the  days  of  rubber  gloves.  The 
w riter  recalls  a patient  w ith  an  indolent  ulcer  of  the 
scalp,  a woman  who  struck  her  head  on  the  tap  of  a 
gas  fixture  while  cleaning  a house  which,  after 
pathological  examination  of  the  ulcer,  showed 
typical  tuberculosis,  proved  to  have  been  the  former 
residence  of  a patient  w ith  advanced  phthisis. 

Great  advances  have  been  made  in  recent  years  in 
the  prevention  of  the  disease  bv  w idespread  chest 
x-ravs  of  the  presumably  healthy  and  similar  tests 
in  all  patients  admitted  to  many  general  hospitals. 
But  the  human  factor  still  remains.  Some  individuals 
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from  perversity,  inertia,  ignorance,  or  desire  not  to 
lose  their  jobs,  do  not  avail  themselves  of  the  oppor- 
tunity for  x-rays  of  their  chests  even  though  these 
are  free.  Not  long  ago  a report  appeared  showing 
that  active  tuberculosis  was  common  in  convicts, 
especially  paroled  alcoholics,  and  now  one  on  the 
frequency  of  open  tuberculosis  in  homeless  men  has 
been  issued  b'-  Jones,  Roberts  and  Branther.*  1 hese 
investigators  point  out  that  many  such  men  live  in 
“skid  rows”  and  are  apt  to  be  engaged  in  work 
which  brings  them  into  contact  with  the  public  as 
cooks,  cook’s  helpers,  or  dishwashers.  It  would  seem 
wise  that  food  handlers  should  be  required  to  present 
x-ray  evidence  of  lack  of  pulmonary  tuberculosis  as 
well  as  proof  that  they  are  not  typhoid  carriers.  One 
wonders  whether  there  arc  any  other  groups  who 
are  potential  sources  of  tuberculosis  and  have  not 
been  investigated:  inmates  of  hospitals  for  the  insane 
who  may  be  discharged  or  paroled,  denizens  of  rest 
homes  for  the  aged  or  retired,  for  there  is  no  age 
limit  where  active  tuberculosis  is  concerned.  Some 
of  the  older  group  are  likely  to  have  children,  or 
more  likely  grandchildren,  who  have  not  been  im- 
munized against  tuberculosis. 

Why  the  group  from  ages  to  15  to  25  should  be 
especially  susceptible  has  not  been  sharply  defined 
and  involves  consideration  of  the  knotty  problem 
of  natural  and  acquired  immunity  to  tuberculosis. 
There  seems  little  question  that  racial  immunity 
plays  a role,  and  it  has  been  claimed  that  northern 
blondes  are  more  susceptible  to  the  disease  than 
southern  brunettes.  In  the  adolescent  and  young 
adult  group  infected  by  elderly  or  old  people  it  may 
be  that  they  lack  quiescence  after  an  early  primary 
infection.  One  thing  is  certain,  that  we  have  still 
many  things  to  learn  about  the  natural  history  of 
tuberculosis. 

G.B. 

’Jour.  Amer.  Med.  Assn.,  1954,  155,  1252. 

Great  Britain’s  Industry  Stimulates  Scientific 
Education 

While  we  in  the  United  States  are  looking  a bit 
askance  at  the  inroads  of  science  into  the  processes 
of  college  education  at  the  expense  of  the  humanities 
and  while  Soviet  Russia  is  giving  its  youth  what 
Senator  Purtell  of  Connecticut  calls  “not  an  educa- 
tion but  a training,”  the  announcement  is  made  that 


seventeen  of  Great  Britain’s  largest  firms  have 
established  a fund  of  more  than  $4  million  to  stimu- 
late scientific  education  in  secondary  schools.  It  is 
apparent  that  the  rapid  growth  of  the  electronics 
and  nuclear  industries  have  brought  the  British  to 
the  conclusion  that  they  must  be  assured  an  ade- 
quate flow  of  scientists  and  technologists  for  the 
future.  Just  how  much  Soviet  Russia’s  emphasis  on 
technical  training  has  influenced  this  move  on  the 
part  of  Rolls  Royce,  English  Electric,  Shell  Oil  and 
others  is  a pertinent  question. 

This  aid  by  industry  will  take  the  form  of  capital 
grants  for  the  building  expansion,  modernization, 
and  equipment  of  science  buildings  in  independent 
schools  and  other  schools  that  lack  public  funds. 
The  fund  will  assist  the  teaching  of  pure  and  applied 
science  and  mathematics  in  secondary  schools  of  this 
type. 

It  is  worthwhile  in  this  mad  rush  of  world  empires 
to  maintain  the  balance  of  power  to  bear  in  mind 
the  words  of  LT.  S.  High  Commissioner  for  West 
Germany,  James  B.  Conant,  to  the  effect  that  “ad- 
vances in  technology  are  not  a measure  of  learning.” 


Nurses  Urging  Federal  Aid 

American  Nurses  Association  is  urging  Congress 
to  provide  substantial  scholarship  aid  for  graduate 
nurses  preparing  for  teaching,  administration  and 
supervision.  It  also  is  urging  that  Congress  defeat 
the  bill  introduced  by  Representative  Frances  Bol- 
ton calling  for  the  creation  of  a commission  on 
nursing  services.  A.N.A.  is  continuing  to  advocate 
extension  of  Social  Security  as  well  as  an  amend- 
ment to  the  Labor-Management  Relations  Act  to 
extend  its  benefits  to  nurses. 

Organized  nursing  believes  that  scholarship  aid 
for  graduate  nurses  is  one  of  the  greatest  needs  in 
nursing  today.  It  also  believes  that  the  proposed 
commission  on  nursing  services  is  not  in  the  best 
interest  of  the  public  nor  the  nursing  profession.  It 
would  appear  that  the  duties  proposed  for  this  com- 
mission would  duplicate  the  work  now  underway 
in  the  nursing  organizations  and  would  thus  be  a 
waste  of  time  and  money.  The  findings  of  such  a 
Congressional  study  would  merelv  repeat  what  is 
already  known  and  add  more  volumes  to  the  stacks 
now  gathering  dust  in  Washington. 
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PERIPHERAL  ARTERY  DISEASES 

Their  Management 

F.  A.  Simeoxe,  m.d.,  Cleveland,  Ohio 


"T\  iskases  of  the  arteries  are  becoming  more  and 
more  common  as  the  average  age  of  the  popu- 
lation increases.  This  fact,  coupled  with  the  remark- 
able advances  made  in  the  field  of  vascular  surgery 
during  the  past  decade,  warrants  a review  of  the 
management  of  patients  with  these  diseases  and  of 
what  the  patient  can  expect  from  the  recent  ad- 
vances in  therapy. 

I he  diagnosis  of  arterial  disease  presents  little 
j difficulty.  There  are  three  main  pathologic  groups 
i into  which  most  patients  can  be  placed.  Raynaud’s 
disease,  or  phasic  vasospasm,  affects  young  women 
in  their  earlv  twenties  or  thirties.  The  hands  are 
almost  always  involved.  The  feet  are  less  commonly 
affected.  Older  individuals  in  their  late  twenties, 
thirties,  or  forties  at  the  time  of  onset,  and  particu- 
larly men,  are  likely  to  have  Buerger’s  disease,  or 
thromboangiitis  obliterans.  Older  patients  are  likely 
to  have  arteriosclerosis  obliterans  with  intimal 
atheromas  and  thrombosis.  A variant  of  this  condi- 
tion is  Monckeberg’s  sclerosis  which  consists  of 
medial  degeneration  with  calcification  and  actual 
ossification.  The  presence  or  absence  of  diabetes 
mellitus  must  always  be  ascertained  in  the  presence 
of  arteriosclerosis.  Among  nondiabetic  patients, 
arteriosclerosis  obliterans  is  more  common  in  men 
than  in  women.  When  diabetic  patients  are  in- 
cluded, the  distribution  is  equal  between  the  two 
sexes. 

The  most  common  complaint  among  patients 
with  peripheral  arterial  disease  is  pain.  The  pain  is 
usually  the  result  of  ischemia  of  tissues  in  the  peri- 
phery, but  it  is  sometimes  due  to  an  ischemic 
neuritis  resulting  from  arterial  insufficiency  of  the 
major  nerve  trunks  themselves.  In  this  instance  the 
pain  may  be  burning  in  character  and  may  have 
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SUMMARY 

Most  diseases  of  the  arterial  circulation  can  be  classi- 
fied into  three  major  groups:  Phasic  Vasospasm  (Ray- 
naud’s disease),  Thromboangiitis  Obliterans  (Buer- 
ger’s disease),  and  Arteriosclerosis  Obliterans  (hard- 
ening of  the  arteries).  The  last  of  these  three  is 
becoming  more  and  more  common  as  the  average  age 
of  our  population  increases.  Physical  examinations  and 
careful  history  of  the  patient’s  illness  usually  suffice 
for  the  diagnosis.  The  clinician  must  be  aware  of  the 
fact  that  pain  in  the  extremities  and  disturbances  of 
gait  are  often  due  to  other  than  vascular  conditions. 

The  patient  with  peripheral  vascular  disease  re- 
quires meticulous  attention  to  the  details  of  simple 
measures  in  the  care  of  the  extremities.  They  often 
need  sympathetic  reassurance.  Surgical  operation  is 
reserved  for  patients  who  do  not,  or  are  not  likely  to, 
respond  to  conservative  measures. 

Physical  examination  and  history  are  of  first  import- 
ance for  the  overall  evaluation  of  the  patient  with 
peripheral  arterial  disease.  Examination  of  the  effi- 
ciency and  responsiveness  of  the  circulation  in  the 
vascular  laboratory  is  important  for  assessing  prog- 
nosis and  the  likelihood  of  improvement  with  sympa- 
thectomy. Arteriography  is  essential  if  grafts  or  other 
methods  of  restoring  continuity  in  the  main  arteries 
are  contemplated.  What  may  be  expected  from  these 
methods  is  briefly  described. 


definite  nerve-trunk  distribution.  It  may  lack  the 
unpleasant,  protopathic  quality  characteristically 
the  result  of  tissue  ischemia.  The  ischemia  which 
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leads  to  musclar  pain  may  not  become  apparent  until 
the  emulation  is  put  to  test,  such  as  by  exercise.  In 
the  presence  of  totally  or  partially  occluded  arteries, 
the  muscles  which  at  rest  have  adequate  circulation 
become  relatively  ischemic  during  exercise.  Pain 
results,  which  is  promptly  relieved  by  rest  when 
the  requirement  for  additional  circulation  is  qone. 
1'his,  characteristically,  is  intermittent  claudication. 
It  results  from  relative  muscular  ischemia  evoked  by 
exercise.  It  may  occur  when  the  arterial  circulation 
of  the  foot  may  be  within  normal  limits  as  evidenced 
by  the  presence  of  essentially  normal  arterial  pulses 
in  the  foot  and  normal  skin  in  the  toes. 

I hese  features  of  the  major  groups  of  arterial 
diseases  are  mentioned  because  so  many  complaints 
are  attributed  to  arterial  disease  which  in  fact  are 
not  due  to  arterial  disease  at  all.  Among  the  condi- 
tions which  have  masqueraded  as  arterial  disease 
may  be  mentioned:  arthritis,  neuroma,  multiple 
myeloma,  peripheral  neuritis,  multiple  sclerosis, 
arachnoiditis,  and  pyoderma.  An  understanding  of 
the  basic  abnormalities  of  the  arterial  circulation 
which  are  necessary  to  cause  signs  and  symptoms 
will  avoid  serious  diagnostic  errors. 

Gangrene,  necrosis,  and  ulceration  are  common 
manifestations  of  each  of  the  above  three  diseases 
in  varying  degree.  The  physician  must  bear  in  mind 
that  the  causes  of  ulceration  are  many  indeed  and 
certainly  not  all  attributable  to  arterial  insufficiency. 
Especially  to  be  recognized  is  the  “trophic”  ulcer 
so  commonly  seen  in  the  man  or  woman  with 
diabetic  neuropathy  with  or  without  abnormality 
of  the  circulation.  It  is  important  to  recognize  this 
condition  because  the  treatment  of  such  ulceration 
requires  attention  to  much  more  than  details  of  the 
circulation  alone.  The  middle-aged  or  older  man 
or  woman  with  a painless  ulceration  of  the  foot  over 
the  usual  pressure  points  almost  certainly  has  diabetic 
neuropathy. 

1 he  treatment  of  the  patient  with  arterial  disease 
involves  the  many  facets  that  must  be  considered  in 
the  treatment  of  a patient  with  a chronic  illness.  He 
needs  the  reassurance  that  all  is  not  lost.  He  needs  to 
develop  enough  confidence  to  believe  that  even 
very  simple  measures  can  be  helpful  to  him.  Many 
patients  with  arterial  disease  need  no  more  than 
instruction  in  the  care  of  the  feet,  such  as  the  avoid- 
ance of  trauma  and  correction  of  improperly  fitting 
shoes.  1 he  treatment  and  prevention  of  funqus  in- 
fection are  helpful  to  many,  and  some  are  certainly 
helped  by  the  performance  of  individualized  pos- 


tural exercises  (Buerger  exercises).  However,  it 
must  be  emphasized  that  if  anything  at  all  is  to  be 
accomplished  by  these  exercises  they  must  be  indi- 
vidualized on  the  basis  of  the  evaluation  of  the 
patient’s  circulation. 

From  time  to  time  the  physicians’  and  the  patients’ 
hopes  have  been  raised  by  the  announcement  of  the 
near-miraculous  performance  of  one  or  another 
vasodilator  drug.  When  evaluated  with  real  objec- 
tivity these  drugs  have  had  little  or  no  effect  upon 
the  circulation  of  patients  where  this  was  seriously 
impaired.  I hey  are  helpful  in  patients  with  mild 
phasic  vasospasm  who  would  probably  do  equally 
well  by  dressing  warmly.  Even  in  patients  with 
moderately  advanced  Raynaud’s  disease,  the  vaso- 
dilator drugs  have  not  been  useful. 

As  in  so  many  other  diseases,  surgical  measures 
for  peripheral  arterial  disease  are  invoked  when 
complications  arise  or  when  the  symptoms  have  be- 
come intractable.  At  the  present  time  the  surgeon 
has  a varied  armamentarium  of  techniques  for  im- 
proving the  arterial  circulation.  Two  merit  special 
consideration,  namely,  sympathectomy  and  proce- 
dures for  re-establishing  the  continuity  of  complete- 
ly obstructed  or  partially  obstructed  arteries. 

Sympathectomy  has  now  been  used  for  nearly 
three  decades  as  a means  of  improving  the  arterial 
circulation.  It  does  so  by  virtue  of  the  fact  that  the 
resistance  offered  by  the  arterioles  and  small  arteries 
is  decreased  when  these  are  released  from  the  con- 
strictor effects  of  the  sympathetic  nerves.  The  pro- 
cedure was  long  in  becoming  accepted,  but  then 
followed  the  usual  history  of  new  therapeutic  pro- 
cedures in  that  it  was  abused,  or  performed  in 
situations  where  logically  it  should  not  have  been 
used. 

In  recommending  sympathectomy  for  a patient 
with  peripheral  arterial  disease  who  does  not  have 
general  contraindications  to  surgery,  two  questions 
should  be  answered  in  the  affirmative.  First,  does 
the  patient  really  need  the  improvement  in  circula- 
tion even  if  sympathectomy  could  provide  it?  The 
patient  with  Raynaud’s  phenomenon  whose  signs 
and  symptoms  during  a particular  phase  of  life  can 
be  easily  controlled  by  merely  dressing  warmly  does 
not  need  sympathectomy.  At  the  other  end  of  the 
scale,  the  elderly  patient  whose  gangrene  of  the  toes, 
foot,  or  leg  demands  an  amputation  above  the  knee 
likewise  does  not  need  sympathectomy.  Second, 
can  we  be  reasonably  sure  that  the  patient  does 
in  fact  have  blood  vessels  in  the  foot  and  leg 
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which  will  dilate  and  thereby  offer  less  resistance  to 
the  flow  of  blood  through  them?  This  question  can 
be  answered  first  on  the  basis  of  the  physical  exam- 
ination, and  second  on  the  basis  of  tests  which  are 
readily  performed  in  the  laboratory.  For  clinical 
purposes  the  rate  at  which  blood  flows  through  the 
skin  can  indirectly  be  estimated  by  measuring  the 
temperature  of  the  skin.  The  baseline  is  established 
by  making  the  measurement  under  conditions  of  high 
vasconstrictor  activity,  as  in  a room  with  a constant 
temperature  of  68°  Fahrenheit.  The  test  is  continued 
while  vasoconstrictor  activity  is  being  abolished  by 
immersing  the  nontested  extremities  in  water  at 
1 1 3-1 140  Fahrenheit,  or  by  paravertebral  or  periph- 
eral nerve  block.  The  rise  in  temperature  of  the  skin 
of  the  tested  extremities  is  a measure  of  the  avail- 
ability of  blood  vessels  and  of  their  capacity  to 
dilate  when  released  from  vasomotor  control.  When 
no  response  is  obtained  after  this  degree  of  warming 
of  the  nontested  extremities  for  sixty  to  ninety 
minutes,  procaine  nerve  block  is  done  before  con- 
cluding that  the  test  indicates  a very  bad  circula- 
tion. More  precise  estimates  of  the  circulation  are 
possible  from  measurements  of  changes  of  pulse 
volume  or  of  blood  flow,  but  for  ordinary  purposes 
of  clinical  evaluation  the  more  complicated  tech- 
niques are  not  necessary. 

There  are  those  who  maintain  that  clinical  exam- 
ination alone  can  provide  information  to  determine 
whether  or  not  improvement  can  be  expected  from 
sympathectomy.  To  be  sure,  the  limb  which  by 
postural  tests  shows  evidence  of  little  effective  col- 
lateral circulation,  is  hairless,  does  not  sweat,  and 
presents  atrophic  parchment-like  skin,  has  little  or 
no  chance  of  benefit  from  sympathectomy.  It  is 
accepted,  on  clinical  grounds,  that  sympathectomy 
is  helpful  only  exceptionally  when  gangrene  has 
already  supervened.  Nevertheless,  when  it  is  neces- 
sary to  be  reasonably  certain  whether  sympa- 
thectomy will  be  indicated  or  not,  and  in  order  to 
obtain  some  information  as  to  the  extent  of  benefit 
that  may  be  expected,  laboratory  tests  are  essential. 
The  examinations  of  patients  after  sympathectomy 
have  demonstrated  remarkable  agreement  between 
the  findings  before  and  after  operation.  The  opera- 
tion is  seldom  advised  when  no  response  to  the 
tests  is  obtained  and  is  contraindicated  when  the 
response  is  “paradoxical,”  i.e.,  when  a fall  in  skin 
temperature  is  obtained  instead  of  a rise. 

Improvement  in  the  circulation  of  the  skin  of  the 
foot  and  toes,  or  of  the  hand  and  fingers,  can  be 


expected  almost  invariably  immediately  after  sym- 
pathectomy when  the  cases  are  properly  selected 
as  described.  On  a long  term  basis,  improvement  is 
maintained  after  sympathectomy  in  two-thirds  to 
three-fourths  of  patients  after  denervation  of  the 
upper  extremities  (Raynaud’s  or  Buerger’s  disease) 
and  in  four-fifths  or  nine-tenths  or  more  of  patients 
who  have  had  lumbar  sympathectomy.  Improve- 
ment of  intermittent  claudication,  however,  has  not 
been  obtained  as  frequently  in  our  experience  as  it 
has  in  published  reports  from  other  clinics.  Esti- 
mates of  improvement  in  20  per  cent  of  cases  are 
optimistic  in  our  opinion. 

Causes  of  failure  of  sympathectomy  can  be  attrib- 
uted to  the  following: 

1.  Improper  selection  of  cases. 

2.  Incomplete  or  inadequate  extent  of  sympa- 
thectomy. 

3.  Failure  to  remove  the  sympathic  nerves. 

4.  Return  of  vasomotor  control  as  result  of: 

a.  Assumption  of  function  by  anomalous  autono- 
mic fibers  or  extraganglionic  neurones. 

b.  “Reorganization”  of  neuronal  associations  and 
function  within  ganglia. 

c.  Regeneration  of  autonomic  nerve  fibers. 

Of  these  three  possible  explanations  for  the  return 
of  nervous  vasomotor  control,  the  last  is  the  most 
likely.  Supersensitivity  of  denervated  structures  does 
not  play  an  important  role. 

So-called  paradoxical  gangrene  does  not  occur  as 
a specific  untoward  effect  of  sympathectomy.  How- 
ever, gangrene  can  occur  in  patients  with  faulty 
peripheral  arterial  circulation  following  an  opera- 
tion, and  not  necessarily  a sympathectomy.  This 
unfortunate  complication  most  likely  results  from  a 
period  of  hypotension  followed  by  arterial  throm- 
bosis or  extension  of  already  present  thrombosis 
during  or  directly  after  an  operation  of  any  kind. 

In  recent  years,  techniques  have  been  developed 
to  restore  large-channel  vascular  continuity  in 
arteries  obstructed  by  atheromatous  lesions  and  by 
thrombosis.  Restoration  of  such  continuity  depends 
first  upon  the  demonstration  that  the  arterial  ob- 
struction is  localized  or  segmental,  rather  than  gen- 
eralized, and  second  upon  an  accurate  localization 
of  the  area  of  obstruction.  For  these  purposes 
arteriography  is  essential,  and  the  following  is  a 
description  of  the  procedure  as  employed  for  the 
femoral  arterial  system  at  City  Hospital  of  Cleve- 
land. 
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flic  radio-opaque  material  used  is  either  Urokon 
(sodium  salt  of  3-acetylamino-2,  4,  6-triiodobenzoic 
acid)  or  Diodrast  (3,  5-diiodo-4-pyriodone-N-acetic 
acid  diethanolamine)  in  35  per  cent  concentration. 
To  prevent  the  discomfort  commonly  experienced 
when  these  substances  are  injected  alone,  one  cc. 
of  2 per  cent  procaine  is  added  to  30  cc.  of  the 
contrast  medium.  On  the  day  before  the  examina- 
tion the  patient  is  tested  for  sensitivity  to  the  solu- 
tion to  be  used,  as  is  done  for  intravenous  pyelo- 
graphy. Those  who  show  reactions,  however  slight, 
or  who  have  strong  histories  of  allergy  are  excluded 
from  the  examination. 

Standard  x-ray  equipment  is  used  with  a Bucky 
diaphragm.  No  cone  is  attached  to  the  tube,  w hich 
is  set  68  inches  above  the  cassette  holder.  1 lie  latter 
is  constructed  of  plywood,  is  provided  with  lead 
shields  to  permit  exposure  of  only  half  the  film  at 
one  time,  and  holds  two  14  x 17  inch  cassettes.  I he 
plywood  holder  is  positioned  in  such  a manner  that 
the  two  cassettes  cover  the  field  from  above  the 
groin  to  the  toes  and  so  that  the  knee  will  not  lie  at 
the  break  between  the  two  films.  The  exposure  is 
1/20  second  using  300  milliamperes  and  68  K\  for 
the  average  person. 

The  patient  lies  supine.  One-half  to  one  hour 
before  the  examination  a sedative  dose  of  a barbitu- 
rate is  administered  orally.  I he  skin  of  the  lower 
abdomen,  groin,  and  thigh  is  prepared  and  draped 
as  for  a surgical  procedure.  The  femoral  arterial 
pulse  is  located  and  the  overlying  skin  is  infiltrated 
with  5 or  6 cc.  of  1 per  cent  procaine.  An  18  gauge 
Cournand  needle  about  two  inches  long  is  usually 
employed,  but  other  needles  of  similar  caliber  and 
provided  with  a stilette  can  be  used.  The  point  of 
the  needle  must  be  checked  for  sharpness  each  time 
it  is  to  be  used.  The  needle,  with  its  bevel  toward 
the  patient’s  feet,  is  introduced  through  the  skin  at 
right  angles  to  the  artery  and  is  advanced  until  the 
arterial  pulse  can  be  felt  through  the  tip  of  the 
needle.  The  needle  is  then  passed  about  five  more 
millimeters.  A sudden  change  in  resistance  is  felt 
as  the  point  enters  the  lumen  of  the  artery.  The 
obturator  is  temporarily  removed  and  the  intra- 
luminal position  of  the  instrument  is  confirmed  by 
the  pulsatile  arterial  blood  flow.  Faltering  or  ex- 
ploration with  the  needle  once  it  has  entered  the 
arterial  wall  must  be  avoided. 

A 30  cc.  syringe  is  used  containing  the  contrast 
medium  with  one  cc.  of  2 per  cent  procaine.  It  is 
attached  to  the  intra-arterial  needle  either  directly 


or  preferably  through  a 25  cm.  length  of  plastic  | 
tubing  after  removing  the  obturator.  One  cc.  of 
the  solution  is  injected  and  the  patient  is  observed 
for  about  three  minutes.  The  procedure  is  discon- 
tinued if  any  untoward  reaction  is  noticed.  Twenty- 
five  cc.  of  the  contrast  medium  are  then  injected  as  I 
rapidly  as  possible,  usually  taking  five  seconds,  and 
the  signal  is  given  for  the  x-ray  exposure.  This  is  I 
done  while  the  remaining  5 cc.  of  radio-opaque  - 
solution  is  being  injected  at  the  same  rapid  rate.  Six 
seconds  later,  after  the  cassettes  have  been  moved,  a 1 
second  exposure  is  made.  I bis  timing  has  proved 
adequate  for  most  of  the  patients  studied.  In  some, 
however,  with  particularly  poor  circulation,  the  in- 
terval between  exposures  has  had  to  be  lengthened 
to  10  or  12  seconds.  The  developed  films  are  exam-  ! 
ined  before  the  needle  is  removed  from  the  artery  ; 
and  the  procedure  is  repeated  once  if  necessary. 
Abdominal  roentgenograms  can  then  be  made  for 
visualization  of  the  kidneys  and  their  excretory 
passages  as  a routine  procedure. 

Some  extravasation  of  the  radio-opaque  solution 
is  frequently  observed  but  no  complications  have 
resulted  from  it.  Nor  have  untoward  reactions  been 
encountered. 

By  virtue  of  the  clear  line  of  separation  between 
the  media  and  the  thickened  atheromatous  endo- 
thelial layer  with  contained  thrombus,  Dos  Santos 
recommended  endarterectomy,  thus  leaving  the  ad- 
ventitial and  medial  walls  with  an  adequate  lumen 
which  gradually  becomes  lined  with  normal  endo- 
thelium or  modified  fibroblasts.  This  original  tech- 
nique has  had  several  modifications  during  the  past 
few  years  and  excellent  results  have  been  ascribed 
to  it.  Our  own  experience  has  been  limited  in  this 
regard,  and  possibly  for  this  reason  our  results  have 
not  been  good. 

For  many  years  the  concept  of  resecting  diseased 
obstructed  segments  of  arteries  has  been  attractive 
to  vascular  surgeons.  Autogenous  veins  were  used 
successfully  as  grafts  both  in  this  country  and 
abroad.  Following  this  came  the  extraordinary  de- 
velopments in  several  clinics  and  laboratories  which 
made  possible,  first  in  animals  and  then  in  man,  the 
preservation  and  use  of  homologous  arteries  and 
even  of  heterologous  arteries.  Even  more  dramatic 
have  been  the  developments  in  the  use  of  tubes  con- 
structed of  a variety  of  fabrics.  Indeed,  these  hold 
the  greatest  promise  with  regard  to  availability  and 
ease  of  storage  and  sterilization.  The  perfect  fabric, 
however,  has  not  yet  been  discovered,  and  much 
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needs  to  be  learned  with  regard  to  the  qualities  of 
j available  natural  and  synthetic  materials. 

In  our  own  clinic  we  have  continued  to  depend 
upon  autogenous  vein  grafts  for  re-establishing  the 
arterial  circulation  in  the  extremities.  We  have  as 
yet  not  used  tubes  fashioned  from  fabrics  in  man. 
Patients  have  been  selected  for  autogenous  vein 
grafts  when  they  presented  the  following  criteria: 

1.  A demonstrable  segment  of  occluded  artery 
with  patent  outflow  distal  to  the  occlusion. 

2.  Lack  of  evidence  that  sympathectomy  would 
provide  adequate  improvement  in  the  circulation  of 
the  skin. 

3.  Intermittent  claudication  as  the  presenting  com- 
| plaint  in  the  presence  of  a short  segmental  block 

with  adequate  outflow. 

4.  Gangrene  with  or  without  infection  which 
would  require  major  amputation,  but  for  which 
minor  amputation  might  be  adequate  if  the  circula- 
tion could  be  improved.  To  be  suitable,  such  cases 
must  have  segmental  obstruction,  and  good  outflow 
channels  must  be  demonstrable  beyond  the  seg- 
mental block. 

The  number  of  patients  and  the  length  of  follow- 
| up  have  not  been  sufficient  to  permit  definitive 
evaluation  of  this  procedure.  In  some,  the  occluded 
segment  has  been  excised  and  direct  end-to-end 
I vein-to-artery  anastomosis  has  been  done.  In  others, 
the  relatively  simpler  bypass  end-to-side,  vein-to- 
artery  anastomosis  has  been  employed.  Difficulties 
have  been  encountered  with  thrombosis  early  after 
anastomosis,  the  failures  being  attributed  to  techni- 
cal matters  which  will  undoubtedly  be  corrected  as 
experience  increases.  Thrombosis  of  the  graft  has 
occurred  within  three  weeks  after  operation  and 
especially  in  patients  where  the  graft  had  to  cross 
the  groin.  In  two  patients  segmental  autogenous 
veins  were  used  to  bridge  the  gap  left  after  excision 
of  traumatic  arterial  aneurysms  four  and  a half  and 
three  and  a half  years  ago,  respectively.  These  grafts 
are  still  patent  and  without  evidence  of  aneurysmal 
dilatation.  I he  older  of  the  two  was  placed  between 
the  ends  of  a very  arteriosclerotic  femoral  artery. 

1 he  physician  now  has  available  to  him  a number 
of  techniques  that  can  be  used  for  improving  the 
circulation  in  his  patient  with  arterial  disease  when 
conservative  methods  fail.  Sympathectomy  has  had 
adequate  trial,  and  its  potentialities  are  reasonably 
well  known.  Methods  for  restoring  the  continuity 
of  the  main  arterial  channel  through  grafts  of  auto- 
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genous  or  homologous  vessels  have  proved  very 
useful.  1 he  employment  of  tubes  constructed  from 
artificial  fabrics  is  rapidly  passing  beyond  the  expe- 
rimental stage  and  offers  promise  of  great  usefulness 
in  the  future. 


Connecticut  Regional  Blood  Program 

During  the  month  of  December,  blood  collections 
were  lower  than  in  November,  but  maintained  a 
good  average.  Fortunately,  blood  usage  in  Decem- 
ber, particularly  in  the  last  two  weeks,  is  usually 
less  than  at  other  times  since  elective  surgery  is  often 
delayed  until  after  January  1. 

Payment  of  our  debts  to  out  of  State  hospitals  for 
Connecticut  patients  hospitalized  therein  was  higher 
this  month  as  collections  for  the  first  two  weeks  of 
December  were  extremely  satisfactory.  We  are, 
however,  a chronic  debtor  State  situated  as  we  are 
between  the  two  medical  centers  of  Boston  and 
New  \ ork.  Approximately  2,000  pints  annually  are 
sent  to  those  centers. 

july  1, 1955 

THROUGH 

DECEMBER  DECEMBER 


DONORS  1955  31,  1955 

Donors  accepted  7,230  42,915 

Donors  rejected  686  5,771 


7,916  48,686 

BLOOD  ISSUED  TO  HOSPITALS  PINTS 

To  Connecticut  hospitals  from  center  6,576  34,759 

Blood  collected  by  hospitals 733  5,438 

To  out  of  state  hospitals 237  885 


7,546  41,082 


PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma....  63  355 

Processed  into  packed  cells 7 29 

Processed  into  liquid  plasma 1 ,3 29  5,737 


1,399  d,i  2 1 

Discarded — unfit  and  broken 46  21 1 

Grand  Total — distribution  of  blood....  8,991  47,414 


Blood  returned  to  center  for  process- 
ing into  plasma  and  fractions 1,090  4,538 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 17  227 

Fresh  frozen  plasma  (125  cc.) 142  602 

Serum  albumin  (100  cc.) 154  762 

Serum  albumin  (20  cc.) o 47 

Immune  serum  globulin  (2  cc.) 20  85 

Packed  red  cells 7 29 
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During  my  childhood  days  it  was  our  custom,  after  supper  and  the 
dishes  were  washed  and  put  away,  so  sit  around  the  fireplace  and  read 
aloud  before  retiring  for  the  night.  One  of  our  favorites  was  Aesop’s 
Fables.  I recall  especially  the  one  of  the  “bundle  of  sticks,”  which  exem- 
plifies the  truism  “In  Unity  There  is  Strength.” 

Life  Magazine,  in  its  December  12,  1955  issue,  shows  the  “New 
Affluence,  Unity  in  Labor.”  It  pictures  plush,  well  appointed  offices 
and  expensive,  union-owned  real  estate  as  tangible  evidence  of  the 
strength  of  organized  labor. 

The  people  of  this  country  have  the  organization  of  The  American 
Medical  Association  which  for  over  a hundred  years  has  been  the  watch 
dog  for  their  health.  It  has  driven  out  charlatanism  and  quacks;  standard- 
ized our  medical  schools  and  hospitals;  protected  the  rights  of  physicians 
and  the  recipients  of  medical  care  and,  above  all,  has  maintained  medical 
practice  at  a high  level.  Its  strength  lies  in  the  fact  it  stems  from  the 
ground  roots  of  medicine.  County  medical  associations  work  for  the  local 
needs.  When  combined  with  other  county  medical  associations,  our 
State  Medical  Society’  is  formed,  which  functions  statewise.  The  AMA 
is  a combination  of  our  State  societies  and  operates  on  a national  basis. 

Each  delegate  to  the  AMA  House  of  Delegates  represents  one  thou- 
sand or  less  members  of  the  State  Society.  To  get  full  representation 
many  societies  make  AMA  membership  obligatory.  In  Connecticut  its 
membership  is  on  a voluntary  basis.  At  the  present  time  we  have  over 
three  thousand  members,  which  theoretically  gives  us  four  delegates. 
Yet,  since  about  four  hundred  do  not  belong  to  the  AMA,  we  have  only 
three  delegates. 

Wouldn’t  it  be  wonderful  if  Connecticut  medicine  could  put  on  a 
solid  front,  on  a voluntary  basis,  and  all  our  members  have  an  AMA 
membership?  We  who  give  our  time  and  energy  to  keep  medicine  on 
its  present  high  plane,  need  the  support,  help  and  constructive  criticism 
of  all  physicians  through  the  agency  of  organized  medicine. 

Let’s  take  stock.  The  AMA  works  for  all  of  us,  whether  we  are 
members  or  not.  The  cost  is  negligible,  as  the  dues  of  $25  cover  the 
cost  of  the  Journal.  Above  all,  you  receive  the  benefit  of  experts  who 
are  working  full  time  to  preserve  our  medical  heritage  of  freedom  to 
practice  medicine  for  the  benefit  of  all,  with  no  other  agencies  or  gov- 
ernmental strings  attached. 


Oliver  L.  String-field,  m.d. 
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INSURANCE  AND  THE  PHYSICIAN 


HOW  CHANGING  MEDICAL  CARE  AFFECTS  THE  PUBLIC’S  NEED  FOR 
ACCIDENT  AND  HEALTH  INSURANCE 

James  Andrews,  Jr.,  New  York,  N.  Y . 


The  Author.  Director  of  Health  Insurance , Life 
Insurance  Association  of  America 


TVyT  edical  and  hospital  expense  insurance  has  made 
■**  rapid  strides  in  the  last  decade,  both  in  the 
number  of  persons  covered  and  in  the  quality  of 
benefits  offered  the  buying  public.  From  a triad  of 
coverages  designed  to  take  care  of  specific  types  of 
services— those  of  the  hospital,  the  surgeon,  and  the 
general  practitioner— the  companies  have  embarked 
on  a broad  type  of  insurance,  known  as  major  medi- 
cal expense  insurance,  which  includes  as  eligible 
expenses  all  of  the  services  for  which  the  basic 
coverages  were  designed,  and  much  more. 

While  this  progress  was  being  made,  advances  in 
medical  science  and  changes  in  medical  practice 
have  proceeded  at  an  even  more  rapid  rate.  Medical 
care  has  been  further  fragmentized  so  that  today  the 
patient  is  concerned  not  only  with  the  hospital,  the 
surgeon  and  the  general  practitioner  but  also  with 
the  consultant  or  specialist,  such  as  the  cardiologist 
and  the  psychiatrist.  An  example  of  importance  to 
the  public  is  the  substitution  of  radium  therapy  for 
surgery  in  many  cases  of  cancer.  Even  bills  for 
diagnostic  x-rays,  which  formerly  were  integrated 
with  hospital  charges,  are  showing  up  as  separate 
fees  payable  to  an  independent  radiologist.  Many 
patients,  w hen  confronted  with  these  multiple  bills, 
will  be  looking  for  broader  insurance  coverages 
than  those  confined  to  reimbursement  for  surgical 
and  hospital  expenses. 

This  article  seeks  to  provide  some  background  on 
this  public  need  by  tracing  some  of  the  relevant 
trends  being  talked  about  in  medical  and  insurance 
circles  today. 


WHY  THE  CLOSE  RELATIONSHIP  BETWEEN  INSURANCE 
AND  MEDICINE? 

What  is  the  proper  role  of  medical  expense  insur- 
ance in  the  progress  of  medicine?  Should  insurance 
be  limited  to  reimbursement  of  expenses  for  medi- 
cal care  methods  of  long  standing  and  extended  to 
new  methods  only  as  they  become  available  univer- 
sally, or  should  insurance  coverages  be  designed  in 
such  a way  as  to  make  them  usable  bv  the  public  as 
soon  as  new  methods  of  care  make  their  appearance? 
Should  insurance  companies,  in  designing  their 
coverages,  make  further  departures  from  the  older 
lines  of  coverage— hospital  and  surgical  expense 
insurance?  Is  it  possible  that  less  surgery  would  be 
performed  if  the  patient  and  the  general  practitioner 
knew  that  the  services  of  a medical  specialist  would 
be  reimbursed  as  readily  as  the  services  of  a sur- 
geon? Would  hospitalization  insurance  costs  be  cut 
by  the  further  elimination  of  surgery?  Finally, 
would  the  availability  of  insurance  for  outpatient 
costs  and  for  clinic-patient  costs  effect  an  overall 
reduction  in  the  patient’s  medical  bill? 

The  very  fact  that  these  questions  are  being  asked 
might  suggest  that  the  availability  of  insurance 
against  the  costs  of  nonsurgical,  out-of-hospital 
treatment  will  reduce  the  patient’s  bill.  However, 
there  are  those  who  feel  that,  the  hospital  plant 
having  been  built,  the  community  can  only  support 
the  hospitals  if  beds  are  reasonably  fully  occupied 
throughout  the  year.  If  fewer  patients  were  to  be 
hospitalized,  the  hospital  cost  to  be  borne  by  each 
patient  would  be  higher,  while  idle  facilities  would 
create  an  economic  loss. 

The  merits  of  the  opposing  points  of  viewr  in  this 
field  are  difficult  to  assess.  One  thing  is  certain. 
There  will  be  changes  and  there  will  be  differences 
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of  opinions  among  the  providers  of  the  sendees— the 
doctors,  the  hospitals  and  the  nurses— about  the 
validity,  both  medical  and  economic,  of  the  changes. 

While  the  insurance  companies  would  seem  to  be 
merely  a payment  mechanism,  insurers  have  a 
function  of  interpreting  the  financial  needs  of  the 
public  to  the  providers  of  the  services  and  in  turn 
carrying  back  to  the  public  carefully  designed 
coverages  which  reflect  the  well  considered  opinions 
of  doctors  and  hospital  administrators  as  to  how  new 
developments  in  medical  and  hospital  care  affect  the 
public  in  their  financial  programming. 

Certainly,  as  the  insurance  market  becomes  more 
and  more  saturated,  and  substantially  all  of  the 
working  population  and  their  dependents  become 
covered  with  voluntary  health  insurance,  we  will 
see  a scramble  among  insurers  to  devise  insurance 
schemes  that  are  cheaper,  more  streamlined  and 
more  sensitive  to  the  public’s  latest  medical  expense 
needs. 

WHERE  AND  BY  WHOM  IS  THE  CARE  TO  BE 
RENDERED? 

Before  considering  the  application  of  insurance 
principles,  let  us  examine  in  more  detail  some  of 
the  changes  in  medical  care  concepts  and  some  of 
the  competitive  forces  at  work.  It  is  important,  for 
example,  for  insurers  to  know  where  and  by  whom 
care  is  to  be  rendered. 

(i)  Effort  to  shift  some  of  the  patient  load  from 
hospital  beds— early  ambulation. 

Two  commissions,  the  Commission  on  Financing 
of  Hospital  Care  and  the  Commission  on  Chronic 
Illness,  have  in  recent  years  been  examining  the  more 
complicated  aspects  of  long-term  illness.  Even  be- 
fore these  commissions  got  underway  there  were 
changes  coming  about  just  because  of  improved 
medical  techniques.  Not  long  ago,  normal  childbirth 
in  a hospital  involved  a fourteen-day  stay.  Today, 
mother  and  child  frequently  go  home  after  a five- 
day  stay  or  less.  Early  ambulation  in  surgery- 
getting  the  patient  on  his  feet— has  become  an  in- 
tegral part  of  the  healing  process. 

Among  bed  patients  with  serious  acute  illnesses, 
not  requiring  surgery,  sheer  advance  in  knowledge 
plus  unusual  new  drugs  has  shortened  the  hospital 
stay.  Sometimes  this  does  not  mean  a reduction  in 
cost  as  heavier  expenses  may  be  concentrated  in 
fewer  days  of  hospitalization. 

The  Montefiore  Hospital  in  New  York,  followed 
by  certain  other  hospitals,  has  instituted  a system 


of  transferring  patients  to  less  expensive  accommo- 
dations—their  own  homes  or  home  substitutes— 
while  continuing  under  the  general  care  of  hospital 
personnel. 

The  fact  that  20  per  cent  or  more  of  general  hos- 
pital beds  have  been  occupied  by  chronic  disease 
patients,  while  an  even  greater  proportion  of  mental 
hospital  beds  is  devoted  to  persons  with  senile  psy- 
choses  who  need  only  custodial  care,  has  been  re- 
ceiving attention.  Many  of  these  patients  could  be 
adequately  cared  for  in  less  expensive  accommoda- 
tions. Under  a 1954  extension  of  the  Federal  Hill- 
Burton  Hospital  Construction  Act,  construction  of 
chronic  disease  facilities  and  nursing  homes  will 
receive  consideration  equal  to  that  given  to  the  con- 
struction of  general  hospital  facilities  a few  years 
ago.  In  time,  patients  who  start  out  as  seriously  ill 
cases  confined  to  the  general  hospital  will  have  less 
expensive  facilities  available  for  convalescence  or 
long-term  care. 

This  trend  will  be  facilitated  and  strengthened  if 
insurance  coverages  can  be  so  geared  as  to  continue 
in  effect  for  the  less  expensive  facilities.  Conversely, 
if  the  patient’s  coverage  is  only  effective  while  he 
is  in  the  hospital,  he  and  his  doctor  will  be  reluctant 
to  make  the  transfer  to  the  less  expensive  facilities. 

(2)  Effort  to  keep  persons  out  of  the  hospital  in 
the  first  instance. 

In  like  fashion,  the  decision  of  the  patient  and 
the  doctor  to  use  inpatient  facilities  early  in  the 
patient’s  illness  may  be  affected  by  the  fact  that  the 
patient’s  only  insurance  coverage  is  for  hospitaliza- 
tion and  surgical  expenses.  For  the  insured,  in- 
patient care  often  involves  less  “out-of-pocket”  ex- 
pense at  the  time  of  need  than  does  ambulatory  care, 
even  though  the  costs  of  ambulatory  care  are  lower. 

The  patient  naturally  thinks  in  terms  of  the  hos- 
pital when  expensive  diagnostic  machinery  is  neces- 
sary to  the  solution  of  his  medical  care  problem,  but 
there  are,  in  many  communities,  available  facilities 
under  different  sponsorship.  These  are  the  group 
practice  clinics  which  have  sprung  up  by  the  hun- 
dreds to  such  an  extent  that  they  now  have  their 
own  organizations,  the  American  Association  of 
Medical  Clinics  and  the  National  Association  of 
Clinic  Managers.  In  a clinic,  under  one  roof,  arc 
assembled  a variety  of  specialists  together  with  all 
the  services  needed  other  than  inpatient  care.  Physi- 
cians share  not  only  their  skills  but  also  a common 
overhead.  The  Palo  Alto  Clinic,  with  65  physicians 
representing  17  specialties,  is  an  example  of  one  of 
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the  larger  clinics,  and,  of  course,  the  Mayo  Clinic  is 
well  known  to  all.  Over  5,000  physicians  are  now 
] associated  in  group  practice  clinics. 

The  extension  of  the  Hill-Burton  Hospital  Con- 
struction Act  noted  above  also  included  proposed 
construction  of  diagnostic  centers  associated  with 
hospitals  or  operated  by  independent  physicians. 
Examples  of  diagnostic  clinics  already  associated 
w ith  hospitals  are  the  Pittsburgh  Diagnostic  Clinic, 
the  Johns  Hopkins  Medical  School  in  Baltimore,  the 
Barnes  Hospital  in  St.  Louis,  the  Mt.  Sinai  Hospital 
in  New  York  City,  and  the  Benjamin  Franklin 
Clinic  in  Philadelphia. 

1 he  report  of  the  Commission  on  Financing  of 
Hospital  Care  points  out  that  hospitalization  insur- 
ance “encourages  the  use  of  inpatient  facilities  for 
short-term  conditions  that  could  readily  be  handled 
on  an  ambulatory  basis.”  The  report  notes  that,  his- 
torically, outpatient  facilities  have  been  limited  to 
the  indigent  but  that  “during  the  past  few  decades 
these  facilities  are  being  made  increasingly  available 
to  private  ambulatory  patients  on  a referral  basis.” 
In  recommending  increased  use  of  outpatient  facil- 
ities, the  Commission  finds  that  in  1952  “hospitals 
provided  only  59  million  outpatient  visits  as  com- 
pared with  488  million  inpatient  days  of  service.” 

Observing  that  family  care  in  the  home  is  not 
only  less  expensive,  but  also  more  effective  than  care 
in  a hospital  bed,  the  Commission  feels  that  more 
chronically  ill  patients  can  live  at  home,  limiting 
their  inpatient  care  to  acute  episodes  of  chronic 
illness  and  in  the  meantime  visiting  the  hospital  for 
“preventive,  diagnostic,  therapeutic  or  rehabilita- 
tive procedures.” 

Finall v,  the  Commission  finds  that  a greater  utili- 
zation of  standby  equipment  and  personnel,  now 
available  in  hospitals  for  such  services  as  x-ray, 
laboratory,  cardiography,  and  physical  therapy, 
will  not  only  benefit  the  hospital  financially  but  will 
result  in  lower  unit  costs  for  each  service  per  patient. 

COMPETITIVE  FORCES  AT  WORK 

I he  ultimate  division  between  inhospital  and  out- 
of-hospital  care  will  depend  upon  a number  of 
variable  and  competing  forces.  Working  in  favor  of 
continued  inpatient  care  are  these  considerations: 

(1)  The  already  mentioned  desire  of  hospitals  to 
keep  the  hospital  plant  fully  utilized.  A few  years 
ago  a report  in  New  York  State  estimated  that  a 
hospital  would  need  to  be  85  per  cent  occupied  to 
break  even. 


(2)  The  backlog  of  hospitalization  insurance, 
geared  to  inpatient  care— there  are  now  100,000,000 
persons  covered  for  hospitalization  by  the  insurance 
companies,  Blue  Cross  and  other  prepayment  plans. 
Blue  Cross,  in  particular,  is  geared  to  getting  the 
hospital’s  inpatient  bill  paid,  and  their  contract  offers 
close  to  full  care.  As  a result,  an  increasing  share  of 
the  public’s  insurance  premium  dollar  is  required 
to  keep  pace  with  constantly  rising  hospital  costs. 

(3)  The  persistence  of  the  individual  doctor- 
patient  relationship  where  the  general  practitioner 
uses  the  hospital  as  his  workshop  and  finds  it  more 
expeditious  to  visit  patients  who  are  continuously 
hospitalized  as  inpatients. 

(4)  The  sense  of  security  and  comfort  which  the 
patient  has  as  a bed  patient. 

(5)  The  continued  insistence  of  some  labor 
groups,  representing  certain  patients  in  the  mass, 
that  every  dollar  of  inpatient  expense  be  insured, 
thus  leaving  less  premium  dollars  to  work  for  the 
outpatient  or  “out-of-hospital”  trend. 

In  the  other  direction  are  these  developments: 

( 1 ) The  Recommendations  of  the  Commission  on 
Financing  of  Hospital  Care  that,  through  increased 
utilization  of  outpatient  facilities,  the  hospital,  as 
well  as  the  patient,  would  benefit  financially. 

(2)  The  advent  of  major  medical  insurance  with 
its  broad  flexibility  of  reimbursement  for  medical, 
nurse  and  drug  fees,  whether  incurred  inside  or 
outside  the  hospital. 

( 3 ) 1 he  increased  availability  of  group  practice 
clinics,  thus  breaking  down  the  “single  doctor” 
concept.  The  increase  in  government  funds  looking 
toward  more  diagnostic  centers,  chronic  disease 
facilities  and  nursing  homes. 

(4)  The  support  of  the  labor  unions  for  the 
Henry  Kaiser  Foundation  and  the  Health  Insurance 
Plan  of  Greater  New  York.  Both  these  institutions, 
and  certain  cooperatives  throughout  the  Midwest 
provide  full  care,  much  of  it  on  an  ambulatory  basis, 
for  a monthly  premium.  These  prepayment  pro- 
grams compete  with  the  financing  method  provided 
by  the  insurance  companies,  and  their  sponsors  con- 
tend that  the  preventive  care  thus  provided  cuts 
down  the  need  for  hospitalized  care. 

(5)  The  natural  need  and  desire  of  the  housewife 
to  stay  home  and  the  husband  to  stay  on  the  job  if 
care  is  available,  both  medically  and  financially,  on 
an  ambulatory  basis. 

(6)  The  increased  tendency  of  radiologists  to  bill 
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separately  for  their  services,  even  in  hospitalized 
cases,  thus  tending  to  associate  this  care  in  the  pub- 
lic's mind  w ith  similar  diagnostic  services  rendered 
in  outpatient  departments,  clinics  and  doctors’ 
offices. 

TIME-HONORED  INSURANCE  PRINCIPLES  TO  BE  APPLIED 

In  considering  new  forms  of  insurance  coverage 
which  may  he  more  sensitive  to  the  public’s  needs, 
a good  starting  point  is  provided  by  the  principles 
underlying  the  thinking  of  most  experts  in  accident 
and  health  insurance.  A concise  statement  of  basic 
principles  was  made  by  Mr.  Ray  I).  Murphy,  now 
president  of  the  Equitable  Life  Assurance  Society, 
in  his  1949  testimony  against  the  “socialized  medi- 
cine” bill  on  behalf  of  the  Life  Insurance  Association 
of  America  and  the  American  Life  Convention  be- 
fore the  Subcommittee  on  Health  of  the  United 
States  Senate  Committee  on  Labor  and  Public  Wel- 
fare. Two  years  later,  Mr.  John  H.  Miller,  vice 
president  and  actuary  of  the  Monarch  Life  Insur- 
ance Company,  representing  seven  trade  associa- 
tions, restated  these  principles  to  the  same  Senate 
Committee  as  follows: 

Principle  1 (Infrequent  occurrence  of  loss). 

“The  loss  insured  against  should  be  of  infrequent 
occurrence.  There  is  no  point  to  insuring  a cost 
which  is  apt  to  fall  regularly  on  the  people  who  are 
to  be  insured  because  such  an  item  should  be  allowed 
for  in  the  budget,  and  the  cost  of  insurance  admin- 
istration, if  it  is  to  be  insured,  is  simply  added  to 
the  inevitable  basic  cost.” 

Principle  2 (Magnitude  of  loss). 

“The  loss  insured  against  should  be  of  financial 
consequence.  Here  again  we  must  consider  the  ad- 
ministrative costs  of  insurance  and  under  what  cir- 
cumstances it  is  worthwhile  to  pay  such  adminis- 
trative costs.” 

Principle  3 (Loss  beyond  insured’s  control). 

“The  loss  insured  against  must,  for  practical  pur- 
poses, be  beyond  the  control  of  the  insured.  1 he 
principle,  if  violated,  is  one  of  the  pitfalls  of  com- 
pulsory insurance.  It  is  obvious  that  the  cost  of 
insurance  is  indeterminate  where  losses  are  not  sub- 
stantially involuntary.” 

Principle  4 (Definiteness  of  loss). 

“The  loss  must  be  of  an  amount  which  is  definite 
when  the  contingency  insured  against  happens.  I his 
is  necessary  for  purposes  of  calculating  premiums 
and  for  claims  administration.” 


HOW  INSURANCE  FACES  THESE  MEDICAL  CARE  TRENDS 

Obviously,  if  the  trend  is  toward  out-of-hospital 
care,  such  services— whether  they  are  preventive  or 
diagnostic,  convalescent  or  chronic— will  have  to  be 
paid  for  by  either  the  community  or  the  patient. 
This  brings  up  the  question  of  the  extent  to  which 
they  can  be  insured.  That  some  of  them  can  be,  has 
been  shown  by  the  coverage  for  x-ray  and  labora- 
tory services  available  from  group  insurance  com- 
panies, which  in  a measure  provides  diagnostic  care 
when  the  insured  is  not  a bed  patient.  It  was  esti- 
mated in  1953  that  in  excess  of  3,000,000  persons 
have  this  coverage  and  the  recent  group  case  cover- 
ing railroad  employees  is  in  addition  to  this  figure. 

However,  while  it  is  cheaper  for  a patient  to 
receive  diagnostic  care  in  a doctor’s  office  or  in  a 
clinic,  as  far  as  each  unit  of  care  is  concerned,  it  is 
difficult  for  the  insurer  to  anticipate  how  many  units 
of  care  the  patient  will  order.  Stated  another  way, 
it  is  difficult  to  expand  the  scope  of  the  benefits  in 
this  form  of  coverage  because  there  is  no  deterrent 
to  over-usage  by  the  policyholder.  Where  hospitali- 
zation as  an  inpatient  requires  the  insured  to  leave 
home  and  perhaps  his  work,  the  outpatient  or  “out- 
side hospital”  service  may  be  utilized  on  “hours  off” 
or  “days  off.”  Unlike  surgical  insurance  benefits, 
there  is  no  objective  standard  in  general  medical 
care  to  prevent  abuse  of  the  insurance  fund  which 
all  the  policyholders  have  built  up  w ith  the  purpose 
in  mind  of  necessary,  rather  than  unnecessary, 
medical  services. 

Thus,  diagnostic  care  tends  to  violate  two  of  the 
insurance  principles  previously  set  forth:  that  the 
loss  insured  against  should  be  infrequent,  and  that 
the  loss  should  be  beyond  the  insured’s  control 
rather  than  subject  to  his  personal  desires  at  the  time 
service  is  rendered. 

In  contrast,  major  medical  expense  insurance, 
which  comes  into  play  as  the  big  expenses  are  in- 
curred and  runs  up  to  maximums  of  $5,000  and 
$10,000  per  person,  has  a “built-in”  control  of 
requiring  the  patient  to  bear  20  per  cent  or  25  per 
cent  of  each  dollar  of  care  ordered,  with  the  insur- 
ance company  picking  up  the  balance.  Secondly, 
major  medical  expense  insurance  eliminates  the  fre- 
quent small  claims  by  deductible  amounts,  borne  by 
the  insured  and  ranging  from  $100  to  $500. 

Unfortunately,  because  major  medical  expense 
insurance  is  experimental  and  is  still  testing  insur- 
ance principle  4 above— the  definiteness  of  the  loss— 
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and  because  buying  habits  cannot  be  changed  over- 
night, this  new  coverage  has  been  placed  on  top  of 
the  basic  coverages  of  hospitalization  and  surgical 
insurance  rather  than  replacing  them.  A “corridor” 
deductible  is  utilized,  meaning  that,  after  the  surgical 
and  hospitalization  benefits  have  been  exhausted  by 
the  patient,  he  must  be  “out-of-pocket”  a further 
sum  before  major  medical  expense  insurance  takes 
hold. 

1 his  does  not  augur  well  for  the  attitude  of  the 
low-income  worker  who  in  the  past  has  been  a 
potential  convert  to  compulsory  health  insurance  or 
“socialized  medicine.”  If  he  has  a well  rounded  pro- 
tection of  personal  insurances,  he  will  have  a life 
insurance  program  as  well  as  coverage  for  replace- 
ment of  wages  when  sick. 

Add  to  the  cost  of  these,  a liberal  program  of 
“expense  benefits”  and  his  costs  are  based  on  the 
following  items:  (1)  a hospitalization  program, 
limited  to  70  days,  and  providing  $13  a day  for 
room  and  board  and  $260  for  ancillary  services 
while  a bed  patient;  (2)  a $125  hospitalization 
maternity  allowance;  (3)  a $300  surgical  schedule 
including  obstetrical;  (4)  $5  a day  for  the  general 
practitioner  while  hospitalized;  (6)  out-of-hospital 
x-ray  and  laboratory  coverage;  (7)3  major  medical 
expense  policy,  superimposed  on  items  (1)  through 
(6),  covering  80  per  cent  of  all  expenses  running 
above  the  six  basic  coverages  in  excess  of  an  “out- 
of-pocket”  deductible  of  $100. 

For  a large  group  in  a medium  cost  area,  the  cost 
of  such  a program  will  run  between  $14  and  $15  per 
family  unit  per  month.  In  group  insurance  the  em- 
ployee will  usually  have  the  assistance  of  the  em- 
ployer in  paying  the  premiums  under  items  ( 1 ) 
through  (7),  but,  in  addition  to  his  share  of  the 
premiums,  the  employee  w ill  need  to  shoulder  the 
deductible  and  the  co-insurance  of  20  per  cent.  The 
question  is:  Can  a low-paid  employee  do  it? 

A POSSIBLE  SOLUTION 

A new  solution  is  being  used  by  perhaps  a dozen 
employers— purchasers  of  employee  benefit  pro- 
grams—whose  efforts  were  commended  in  a recent 
paper  delivered  by  Mr.  Donald  D.  Cody,  second 
vice  president  and  group  actuary  of  the  New  York 
Life  Insurance  Company,  before  the  First  Annual 
Spring  Conference  Sponsored  by  General  Manage- 
ment Section  of  the  American  Gas  Association, 
March  21-23,  1955. 

Mr.  C iody  says,  in  effect:  Why  not  eliminate  the 


basic  coverages  of  hospitalization  and  surgical  insur- 
ance, retain  and  extend  downwards  the  beneficial 
pattern  of  major  medical  expense  insurance  and  do 
the  whole  job  at  less  cost  to  the  insured? 

He  suggests  covering  80  per  cent  of  all  medical 
care  charges  in  excess  of  the  sum  of  $50  with  a 
maximum  payment  of  $3,000  to  $10,000  for  each 
illness  or  related  illnesses.  The  cost  of  such  a pro- 
gram would  also  run  between  $14  and  $1  3 per  family 
unit  per  month  in  a medium  cost  area. 

By  this  device,  the  small  hospital  bills  and  small 
surgical  bills  are  no  longer  insured,  but  come  within 
the  $50  deductible  which  the  patient  pays  regardless 
of  the  tvpe  of  care  rendered.  Most  important,  the 
patient’s  deductible  is  lowered  from  $100  to  $50  on 
other  tvpes  of  care  and  he  is  better  able  to  under- 
stand this  streamlined  coverage  as  compared  with 
the  seven  types  of  insurance  he  currently  copes 
with. 

From  the  point  of  view  of  insurance  administra- 
tion, the  streamlined  coverage  would  have  advan- 
tages. One  of  the  troublesome  problems  for  insurers 
today  is  claim  cost  control  and  this  control  is  en- 
dangered by  overlapping  or  duplication  of  cover- 
ages. I he  overlapping  may  occur  within  the  numer- 
ous types  of  policies  issued  by  a single  insurer  to  a 
single  insured.  Duplication  may  occur  when  several 
insurers  sell  the  same  tvpe  of  policy  to  a single 
insured.  Sometimes  the  persons  insured  buvs  sev- 
eral policies  of  the  same  kind  because  there  is  not 
available  to  him  a broader  type  of  policy  to  meet  a 
need  outside  the  basic  hospital  and  surgical  policies. 

1 he  insured,  for  example,  will  buy  two  surgical  pol- 
icies in  the  hope  that  the  extra  money  under  the 
second  policy  may  be  used  to  defray  the  expenses 
he  incurs  for  a medical  consultant  whose  services 
are  not  described  in,  nor  covered  by,  the  surgical 
policy.  As  the  insurance  companies  compete  for 
additional  business  and  near  the  saturation  point  of 
the  employed  population  and  their  dependents,  this 
problem  of  overlapping  and  duplication  will  become 
more  severe. 

CONCLUSION 

If  the  more  sophisticated  buyers— the  employers 
and  the  unions— can  be  convinced  of  its  merits,  the 
solution  recommended  by  Mr.  Codv  may  be  the 
way  out.  With  these  buyers  taking  the  lead,  the 
attractiveness  of  the  pattern  might  well  recommend 
itself  to  all  the  parties  in  interest:  the  public,  the  in- 
surers and  the  providers  of  medical  and  hospital 
services. 
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Gram-positive  and  Gram-negative  bacteria,  rick- 
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LEDERLE  LABORATORIES  DIVISION  American  Gfanamid company  PEARL  RIVER,  NEW  YORK 

*REG.  U.  S.  PAT.  OFF. 


140 

Gone  would  be  the  temptation  of  the  general 
practitioner  to  hospitalize  a patient  because  he  had 
only  a hospitalization  policy.  Gone  would  be  any 
tendency  to  use  surgery  when  the  patient  might  be 
healed  through  the  services  of  a medical  specialist 
or  expensive  drugs.  Gone  would  be  the  unnecessary 
insurance  expense  of  insuring  budgetable  items. 

Preserved  would  be  the  patient’s  interest  in  each 
dollar  of  medical  care  ordered  for  him  by  the  co- 
insurance  factor  of  20  per  cent. 

Introduced  would  be  the  greatest  flexibility  in 
insurance  programming  yet  seen— one  which  would 
lend  itself  not  only  to  the  current  changes  in  medi- 
cal care  but  also  to  those  yet  to  come. 


The  Commonwealth  Fund  Aids  Medical 
Education 

fhe  Commonwealth  Fund,  New  York,  con- 
vinced of  the  compelling  need  for  medical  schools 
to  clarify  their  educational  objectives  in  the  postwar 
world  and  to  help  them  to  institute  or  to  maintain 
creative  programs  in  medical  education,  has  an- 
nounced the  award  of  $7,150,000  drawn  from  its 
capital  funds.  This  amount  was  appropriated  as  un- 
restricted grants  to  ten  university  medical  schools. 
The  urgency  of  the  present  need  led  the  fund  to 
make  these  special  grants  from  capital  in  addition  to 
the  $2  million  already  given  to  medical  education 
from  its  income  in  the  fiscal  year  1954-55. 

It  is  expected  that  the  special  awards  will  enable 
the  ten  medical  schools  to  make  faster  progress  than 
would  otherwise  be  feasible  in  this  period  when 
medical  educators  are  re-examining  their  educa- 
tional structure.  It  is  hoped  that  the  fund’s  action 
will  stimulate  similar  unrestricted  giving  from  other 
sources. 

Among  the  ten  medical  schools  receiving  the 
grants  is  Yale  with  $750,000. 

Early  Medical  Journal  Advertising 

The  movement  to  purify  the  medical  press  of  the 
country  of  nostrum  advertisements  was  first  under- 
taken by  the  journals  of  the  State  societies.  The 
.Medical  Society  of  the  State  of  Pennsylvania  and 
the  California  State  Journal  of  Medicine  took  the 
leadership  in  the  attempt  to  improve  the  quality  of 
advertising  in  medical  periodicals.  In  1895  the  Medi- 
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cal  Society  of  the  Stare  of  Pennsylvania  brought  a 
case  before  the  Judicial  Council  of  the  American 
Medical  Association  against  the  advertising  prac- 
tices of  7 he  Journal.  I he  Judicial  Council  discov- 
ered that  the  trustees  and  the  editor  had  published 
some  objectionable  advertisements  contrary  to  the 
resolution  of  the  membership  that  advertisements 
should  not  be  accepted  for  any  secret  proprietary 
remedies.  1 he  Board  of  Trustees  found  itself  in  a 
difficult  position.  It  needed  the  advertising  to  pay 
for  The  Journal  and  therefore,  despite  the  resolu- 
tion of  the  membership,  took  as  their  standard  what 
other  journals  were  doing  in  regard  to  proprietary- 
medicine  advertising. 

Five  years  later  at  the  turn  of  the  century,  the 
instructions  issued  by  the  Board  of  Trustees  to  the 
editor  were  disregarded  to  such  an  extent  that  the 
trustees  of  the  AM  A found  it  necessary  again  to 
formulate  certain  rules  regarding  the  admission  of 
advertisements  for  the  guidance  of  the  editor  and 
the  advertising  manager.  The  story  of  medical  jour- 
nal advertising  from  then  on  is  one  of  progressively 
higher  standards  for  the  Journal  AM  A and  the  State 
society  journals,  leaving  the  proprietary  medicine 
advertising  to  the  newspapers,  lav  magazines  and 
medical  publications  of  an  inferior  quality. 

From  "The  Medical  Profession  and  Patent  and  Proprie- 
tary .Medicines  During  the  Nineteenth  Century”  by  David 
L.  Dykstra,  Bull.  Hist,  of  Med.,  XXIX,  5. 

The  Cost  of  Hospital  Care  in  Connecticut 

Connecticut’s  short  term  general  nonprofit  hos- 
pitals spent  over  $61  million  during  the  twelve 
months  ending  September  30,  1955  in  rendering  in- 
patient and  outpatient  care  to  their  respective 
hospital  service  communities.  About  $40  million  of 
this  was  payroll  expense.  These  and  other  facts  on 
the  financial  operation  of  member  hospitals  are 
available  from  Connecticut  Hospital  Association’s 
annual  review  of  hospital  costs  just  completed  under 
its  cost  reimbursement  program. 

Although  expenses  increased  6.4  per  cent  over  the 
corresponding  period  in  1954,  high  inpatient  utili- 
zation with  increased  patient  days  of  service  acted 
to  keep  the  increase  in  the  patient  day  cost  down 
to  3.2  per  cent  over  1954.  In  1954  the  average  cost 
per  inpatient  stay  for  all  short  term  general  hos- 
pitals amounted  to  $184.90.  The  most  recent  cost 
per  stay  as  developed  for  the  period  ending  Septem- 
ber 30,  1955,  came  to  $191.86. 
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The  following  is  taken  from  “ The  New  Domestic  Medi- 
cine, or,  a Treatise  on  the  Prevention  and  Cure  of  Diseases, 
by  Regimen  and  Simple  Medicines .”  Chapter  LX,  by 
William  Buchan,  m.d.  Brought  up  to  date  (that  is  to  1820) 
by  William  Nisbet,  m.d.  Published  in  London  in  1820.  Con- 
tributed by  Arthur  S.  Brackett,  m.d.,  Riverside. 

T T aving,  in  the  course  of  this  work,  recommended 
A electricity  in  various  cases,  we  shall  devote  a 
short  space  for  the  general  consideration  of  this 
remedy,  which  deserves,  much  more  than  it  is,  to  be 
employed  in  practice,  being  in  general  a safe 
application,  and,  from  its  incredible  force,  most 
potent  in  its  effects  on  the  human  frame;  and  having 
been  successful  in  numerous  cases  of  different 
natures,  where  the  diseases  had  resisted  the  power  of 
medicine.  In  short,  it  is  a bold  experiment,  which 
may  be  safely  tried,  but  only  by  a skillful  hand;  for 
its  power,  as  we  see  in  lightning,  is  capable  of  extin- 
guishing life  at  a stroke,  while,  with  discretion,  it 
may  be  passed  through  the  tender  fabric  of  the 
brain. 

The  application  of  the  electric  fluid  to  diseases  of 
the  human  body,  may  be  divided  into  three  heads; 
first,  under  the  form  of  radii  of  sparks,  when  pro- 
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jected  from  a point;  secondly,  under  the  form  of  a 
star,  when  a number  of  these  radii  are  connected  on 
a brass  ball;  and,  thirdly,  under  the  form  of  a globe, 
when  the  radii  are  condensed  in  a Leyden  jar.  To 
each  of  these  belongs  a specific  virtue.  The  first, 
or  radiated  state,  acts  as  a sedative;  the  second,  or 
concentrated  state,  as  a deobstruent. 

In  local  complaints,  its  power  alone  will,  in  many 
cases,  be  sufficient;  in  constitutional  diseases,  it  is  a 
concomitant  of  medicine. 

The  following  are  a few  of  the  diseases  in  which 
the  electric  fluid  has  been  applied  with  success.  In 
its  irradiated  state.  Eruptions  of  the  skin;  contrac- 
tions of  the  muscles;  loss  of  the  use  of  the  limbs 
from  colds;  abscesses,  swellings,  tumors  after  the 
small  pox;  constipation  of  the  bowels. 

In  its  concentrated  state,  ague  and  parylitic. 

In  the  form  of  a shock— locked  jaw,  acute  pain  of 
the  head;  sprains,  sprains  and  swelling  of  the  joints: 
scirrhus  of  the  testes,  suspension  of  the  procreative 
powers,  hypochondria  or  melancholy,  and  palsy  in 
the  urinary  bladder. 
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A regular  meeting  of  the  Council  was  held  at  the  offices  of  the  Society  on  January  18,  1956.  The  meet- 
ing was  called  to  order  by  the  Chairman  at  3:30  p.  m.  There  were  present  in  addition  to  the  Chairman,  Dr. 
Fincke,  Drs.  Stringfield,  Ogden,  Couch,  Barker,  Weld,  Danaher,  Gibson,  Feeney,  Marvin,  Gallivan, 
Ursone,  Russell,  Archambault,  Gens,  Clarke,  Meyers,  Buckley,  Dwyer,  Starr,  Gilman.  Absent:  Drs.  Mur- 
dock, Tracy,  Flaherty  and  Ottenheimer. 


Four  recommendations  presented  by  the  Presi- 
dent in  his  report  to  the  House  of  Delegates  on 
December  8,  1955  and  approved  by  the  House  were 
considered. 

I he  recommendation  that  a special  committee 
be  appointed  by  the  President  and  the  chairman  to 
explore  the  desirability  of  employment  of  an  assist- 
ant executive  secretary  was  approved.  The  com- 
mittee was  appointed  as  follows:  Chairman,  Thomas 
J.  Danaher,  John  N.  Gallivan  and  Walter  I.  Russell. 

The  recommendation  that  an  Accident  Prevention 
Committee  be  established.  It  was  voted  that  the 
present  committee  be  enlarged  to  include  a repre- 
sentative from  the  Connecticut  Chapter  of  Ameri- 
can Academy  of  Pediatrics  and  representatives  of 
other  committees  of  the  Society  that  are  interested 
in  accident  prevention  and  that  the  committee  a; 
newly  constituted  should  coordinate  and  cooperate 
with  activities  of  other  committees  of  the  Society 
engaged  in  this  field.  I he  chairman  of  the  Council 
appointed  this  committee:  Chairman  Louis  Spekter, 
Hartford;  Harold  A.  Bergendahl,  Norwich;  Clement 
C.  Clarke,  New  Haven;  John  F.  Kilgus,  Hartford; 
Norman  H.  Gardner,  East  Hampton;  Stuart  P. 
Joslin,  Fairfield;  William  M.  Stahl,  Jr.,  Danbury. 

It  was  voted  to  approve  the  recommendation  of 
the  President  to  “invite  the  Connecticut  Bar  Asso- 
ciation to  unite  with  us  in  an  effort  to  develop  an 
interprofessional  code  of  ethics  for  our  State”  and 
that  the  President  and  executive  secretary  of  the 
Society  arrange  a preliminary  conference  with  the 
president  and  secretary  of  the  Connecticut  Bar 
Association  for  this  purpose. 


1 he  recommendation  that  the  Society  present 
proper  recognition  to  Dr.  Creighton  Barker,  execu- 
tive secretary,  and  Stanley  B.  Weld,  editor  of  the 
Journal,  for  their  services  to  the  Society  at  the 
Annual  Meeting  in  the  spring  of  1956  was  approved 
and  the  chairman  was  directed  to  appoint  a special 
committee  to  carry  out  this  action.  There  were 
appointed:  Chairman  Oliver  L.  Stringfield,  H.  M. 
Marvin  and  Thomas  P.  Murdock. 

I he  recommendation  of  the  chairman  of  the 
Building  Committee  presented  to  the  House  of 
Delegates  on  December  8,  1955  and  approved  by 
the  House  to  the  effect  “That  the  Building  Com- 
mittee appointed  by  the  president  in  compliance 
with  the  vote  of  the  House  of  Delegates  on  April 
26,  1955,  be  enlarged  to  include  representation  from 
all  parts  of  the  State,”  was  discussed  and  it  was 
voted  that  the  chairman  of  the  Council  should  make 
additions  to  the  Committee. 

The  subject  of  the  approval  of  consultants  to  the 
State  Consultant  Service  which  had  been  referred 
to  the  Council  at  its  meeting  on  November  10,  1955 
was  reopened  for  discussion.  It  was  voted  to  sup- 
port the  recommendation  of  the  Society’s  Com- 
mittee on  Public  Health  to  the  effect  that  “It  is  the 
opinion  of  the  Committee  that  all  approvals  of  con- 
sultants to  the  State  Consultant  Service  should  con- 
tinue to  flow  through  the  Committee  on  Public 
Health  of  the  Connecticut  State  Medical  Society.” 

Recommendations  from  the  chairman  of  the 
Committee  on  Neonatal  Mortality  contained  in  a 
letter  dated  October  26,  1955  and  addressed  to  the 
chairman  of  the  Council  were  considered:  a.  “As 
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a routine,  infants  under  2500  grams  (5V2  lbs. ) be 
considered  on  the  critical  or  danger  list  of  the  hos- 
pital, that  all  babies  in  this  group  must  be  seen  by  a 
consultant  irrespective  of  the  qualifications  of  the 
attending  physician. 

This  recommendation  was  not  approved  and  the 
secretary  was  directed  to  suggest  to  the  Com- 
mitte  on  Neonatal  Mortality  that  an  effort  be  made 
to  acomplish  the  purpose  of  the  recommendation 
through  the  normal  channels  of  education  and  ex- 
ample but  that  any  implication  of  direction  or 
mandate  from  the  State  Medical  Society  to  the 
hospital  should  be  avoided,  b.  That  the  name  of  the 
Committee  on  Neonatal  Mortality  be  changed  to 
the  Committee  on  Perinatal  Morbidity  and  Mortal- 
ity. This  recommendation  was  approved. 

Three  matters  were  presented  from  the  December 
1 3,  1973  meeting  of  the  Committee  on  Public  Re- 
lations: 

“The  Council  of  the  Society  be  requested  to  ex- 
plore the  desirability  of  appointing  a committee  on 
health  education  to  aid  in  developing  activities  in 
this  field.”  It  was  voted  to  table  this  recommenda- 
tion. 

“It  was  voted  to  recommend  to  the  Council  of 
the  Society  that  consideration  be  given  to  the  estab- 
lishment of  an  annual  award  to  recognize  outstand- 
ing community  service  by  physicians,  such  award  to 
be  presented  at  the  annual  meeting  of  the  Society 
to  a physician  chosen  from  a list  of  nominations 
furnished  by  county  medical  associations.”  It  was 
voted  to  table  this  recommendation. 

A proposal  that  “Committees  of  the  Self  Em- 
ployed” be  organized  to  work  for  the  passage  of 
the  Jenkins-Keogh  bill  was  discussed.  The  recom- 
mendation was  not  approval  with  special  reference 
to  the  question  as  to  whether  such  a program  should 
be  implemented  by  the  Committee  on  Public  Re- 
lations. The  reason  for  disapproval  was  that  there 
might  be  accusation  of  “political  action”  on  the  part 


of  the  Society.  I his  decision  of  the  Council  does 
not  imply  restraint  of  members  of  the  Society  in 
acting  as  individuals  in  connection  with  the  forma- 
tion of  committees  of  the  Self  employed. 

Dr.  Johnson  Reappointed 

Governor  Ribicoff  has  reappointed  Carl  E.  John- 
son, m.d.,  New  Haven  to  be  a member  of  the  Con- 
necticut Medical  Examining  Board  for  five  years  to 
succeed  himself.  Dr.  Johnson  is  examiner  in  anat- 
omy, obstetrics  and  gynecology. 

Meetings  Held  in  January 

January  10— Connecticut  Heart  Association 
January  11—  Committee  on  Toxemia 
January  12— Committee  on  Public  Health 
Nominating  Committee 
January  r 6— Cancer  Coordinating  Committee 
January  18— Committee  on  Report  of  the  Hospital 
Committee 

Committee  on  Neonatal  Mortality 
Committee  on  Hospitals 
Council 

January  19— Committee  on  School  Health 

Professional  Policy  Committee— Con- 
necticut Medical  Service 

January  23— Art  Committee  of  Woman’s  Auxiliary 
Connecticut  Health  League 
Woman’s  Auxiliary 

January  24— Medical  Advisory  Committee  to 
Tuberculosis  Commission 

January  25— Committee  on  Maternal  Mortality  and 
Morbidity 

January  26— Connecticut  Medical  Service  Executive 
Committee 

Committee  on  Mental  Health 
January  27— Committee  on  National  Legislation 
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VIENNA  AND  THE  WORLD  MEDICAL  ASSOCIATION 


1 lie  Author.  Member,  \J . S.  Committee  of  World 
Medical  Association 


arrived  in  London  on  September  16  after  a very 
J[  pleasant  voyage  on  the  S.S.  America.  Here  I 
was  entertained  by  friends  and  introduced  to  Pimm’s 
and  prawns.  I had  been  curious  about  Pimm’s 
ever  since  reading  Ruark’s  “Something  of  Value.” 
In  his  book  every  time  the  Kenya  planters  return 
after  knocking  off  a couple  more  Mau  Mau  they 
proceed  to  absorb  Pimm’s.  I can  now  say  that  ab- 
sorbing Pimm’s  #2  is  a very  pleasant  and  rewarding- 
occupation.  Prawns  also  are  good  but  in  a different 
way. 

From  London  I flew  to  Vienna  in  a Viscount 
turbo-prop  of  B.E.A.  by  way  of  Zurich.  It  was  my 
first  plane  flight  and  I am  now  convinced  that  com- 
mercial aviation  is  here  for  good.  I had  some  tran- 
sient doubts  when  we  arrived  over  the  airfield  at 
Zurich.  The  skipper  had  said  that  there  w as  a slight 
ground  haze  at  Zurich  which  would  probably  be 
gone  before  we  got  there.  Actually7  there  was  a 
layer  of  absorbent  cotton  over  the  field  through 
which,  however,  we  descended  without  difficulty  to 
clear  air  below. 

In  Vienna  the  meetings  of  the  World  Medical 
Association  were  held  in  the  new  town  hall  (built 
1 873-83).  (In  Europe  any  building  less  than  250 
years  of  age  is  new7.)  It  is  a very  large  building  in 
the  Gothic  style.  The  meetings  were  held  in  a hall 
reached  by  means  of  climbing  several  long  flights 
of  marble  stairs.  Delegates  not  in  prime  physical 
condition  were  forced  to  halt  for  rest  periods  during 
the  ascent.  Some  of  us  felt  that  we  should  have 
been  given  alpenstocks  and  roped  together  for  the 
ascent  so  that  w7e  could  help  one  another. 

As  one  might  expect  from  reading  the  member- 
ship roll,  there  were  doctors  from  all  over  the 
w orld  all  very  much  interested  in  the  work  which 
had  brought  them  together  and  in  exchanging  in- 
formation concerning  the  practice  of  medicine  in 
various  environments.  English  seemed  to  be  the 
language  most  common  to  the  majority.  Sometimes 
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it  was  English  English,  sometimes  American  Eng- 
lish. I sat  one  night  next  to  one  of  the  interpreters. 
He  had  been  born  in  Vienna  and  had  fled  to 
Shanghai  during  the  war.  Here  he  had  learned 
English  with  a slight  Brooklyn  accent. 

Among  the  subjects  discussed  at  the  meeting 
were  establishing  standards  and  recommendations  in 
occupational  medicine,  the  handling  of  medical 
emergencies,  workmen’s  compensation  and  rehabili- 
tation. Methods  of  working  together  with  the 
World  Health  Organization,  the  International  Com- 
mission on  Industrial  Health  and  the  International 
Labor  Organization  were  also  considered. 

I he  Council  of  W.M.A.  suggested  other  topics 
for  consideration  which  indicated  the  broad  scope 
of  its  interest:  The  Role  of  the  Individual  Doctor 
in  the  Field  of  Public  Health;  A Program  to  Assist 
Underdeveloped  Countries  and  Underdeveloped 
Medical  Associations,  and  The  Relationship  of 
Human  Welfare  to  the  Stability7  of  Society. 

Representatives  of  fifty-two  national  medical 
associations  and  of  various  affiliated  organizations 
attended  the  meetings  and  took  part  in  the  delibera- 
tions which  lasted  one  week.  Two  scientific  papers 
were  included  in  the  program.  It  is  planned  to 
expand  the  scientific  program  in  the  future. 

Several  delightful  social  functions  for  the  dele- 
gates and  their  wives  were  part  of  the  program.  I 
did  not  attend  all  and  of  those  I did  attend  the  out- 
standing one  was  the  concert  of  the  Viennese  Phil- 
harmonic at  the  Grosser  Musikvereinsaal.  There  is 
a picture  of  this  beautiful  hall  in  a recent  issue  of 
Life  Magazine.  The  program  included  compositions 
by  Mozart,  Schubert  and  Johann  Strauss.  The 
second  half  of  the  program  was  all  Strauss  and  to 
hear  Strauss  played  in  his  native  Vienna  is  a never- 
to-be-forgotten  event.  The  audience  insisted  on  two 
encores  of  “Die  Jagd”  w hich  w7as  played  in  a rol- 
licking mood  punctuated  by7  the  firing  of  cap  pistols. 

Naturally7  I visited  the  Allgemeines  Krankenhaus 
with  thoughts  of  Billroth,  Semmelweis  and  von 
Noorden  in  my  mind.  I was  shocked  and  disap- 
pointed in  what  I saw7.  The  hospital  is  dingy  and 
dilapidated  and  it  is  evident  that  not  a nickel  has 
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been  expended  in  improvement  in  fifty  years.  In  the 
meantime  the  Viennese  were  spending  millions  of 
dollars  in  rehabilitating  the  Opera  House  and  the 
State  Theatre.  An  addition  to  the  hospital  is  planned 
for  next  year. 

There  was  evidence  in  the  Viennese  newspapers 
that  their  form  of  socialized  medicine  is  not  without 
drawbacks.  The  “Weltpresse”  contained  a full-page 
article  headed,  “Are  You  Satisfied  with  Your  Sick- 
Fund  Doctor?”  The  second  paragraph,  reads,  “Cer- 
tain limitations  of  the  common  satisfaction  were  to 
be  sure  expressed  and  regrettably  often  the  answer 
made  was,  'I  cannot  say  if  I am  satisfied  with  my 
sick-fund  doctor.  I haven’t  any.’ 

“ ‘Are  you  not  insured? 

“ indeed  yes,  but  I haven’t  got  the  time  to  wait 
hours  in  the  doctor’s  anteroom.  Therefore  when  I 
don’t  know  what  else  to  do  I would  make  an  ap- 
pointment with  a private  doctor  who  will  give  me 
an  assured  appointment.’  ” 

The  article  goes  on  to  voice  many  other  objec- 
tions. The  doctor  receives  just  as  much  for  giving  a 
prescription  as  for  making  an  examination;  there- 
fore it  is  easier  to  give  a prescription  without 
making  an  examination. 

Because  of  unnecessary  night  calls  a regulation 
has  been  adopted  that  a doctor  must  make  a night 
call  only  when  fetched  by  a relative  or  friend  of  the 
sick  person.  Telephoned  night  calls  may  be  ignored. 

An  example  of  an  unnecessary  night  call  is  ap- 
pended for  anyone  who  wishes  to  translate  it  for 
Tonics  & Sedatives. 

“Tine  junge  Dame  im  Abendkleid  hatte  zum 
Beispiel  einmal  an  einen  Artzt,  den  sie  in  einer  fur 
ihn  dienstfrei  Silbesternacht  dringend  herbei  tele- 
phoniert  hatte,  keine  andere  Frage  zu  stellen,  als  die, 
oh  sie  mit  37.3  Grad  Temperatur  einen  Silbesterball 
besuchen  konne.” 

While  in  Amsterdam  I visited  the  Wilhelmina 
Gasthuis  where  I was  received  by  Prof.  Dr.  P. 
Formijne  who  has  succeeded  to  the  position  for- 
merly held  by  Dr.  Snapper.  The  work  which  Dr. 
Formijne  is  doing,  especially  his  research  on  the 
localization  of  currents  in  heart  muscle,  is  of  great 
interest  and  I wish  that  I could  have  spent  much 
more  time  with  him.  The  wards  at  the  Gasthuis  are 
clean,  bright  and  more  cheerful  than  most  wrards  in 
our  own  hospitals  and  it  is  evident  that  the  patients 
are  receiving  the  finest  of  care. 
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In  Paris  I visited  the  Hotel  Dieu  which  is  much 
like  the  Allgemeines  Krankenhaus.  Here  I was 
accompanied  by  the  son  of  my  cousin  from  Nice, 
w ho  is  entering  the  medical  school  of  the  University 
of  Paris  and  who  acted  as  interpreter.  From  him 
I found  that  during  the  two  years  of  premedical 
studies  the  student  is  required  to  spend  half  of  each 
day  in  a hospital  observing.  The  tuition  for  the 
first  year  is  twenty  dollars  and  for  the  succeeding 
years  ten  dollars  per  year.  In  addition,  deserving- 
students  may  have  part  of  the  cost  of  board  and 
lodging  paid. 

With  Gerard  I visited  the  Hospital  Boucicaut 
which  is  for  the  medical  care  of  cardiac  patients. 
As  in  Amsterdam,  I found  bright  cheery  wards  in 
which  the  patients  were  receiving  the  best  of  mod- 
ern treatment.  Prof.  Dr.  P.  Lenegre  is  in  charge  and 
he  and  his  assistants  are  doing  remarkably  wood 
work,  not  only  in  the  care  of  the  patients  but  in 
research  also. 

1 he  laboratories  in  both  Amsterdam  and  Paris 
were  excellently  equipped  and  I was  especially 
interested  to  note  that  the  electrocardiographs  in 
both  places  were  of  American  manufacture.  Certain 
things  which  we  consider  necessities  are  not  found 
in  these  hospitals.  The  patients’  beds  are  not  adjust- 
able. The  patients  are  transported  on  ordinary  can- 
vas litters,  often  by  hand,  and  occasionally  on  two- 
w heeled  carriages.  Patients  are  of  tougher  fibre  than 
here.  In  Amsterdam  a new  x-ray  laboratory  was 
being  built  on  the  ground  floor  at  the  end  of  two 
long  wings.  Noting  food  trucks  being  wheeled 
across  the  open  court,  I asked  my  guide  how  it 
was  proposed  to  convey  patients  to  x-ray.  She 
answered,  “Across  the  court.” 

“I  understand  that  it  gets  cold  here  in  winter,  that 
it  snows  and  the  canals  freeze  over;  what  are  you 
going  to  do  then?” 

“Give  the  patient  an  extra  blanket.” 

It  is  obviously  futile  for  me  to  attempt  to  general- 
ize after  such  a short  stay  in  Europe.  I do  feel  that 
the  World  Medical  Association  is  deserving  of  our 
whole-hearted  support.  It  has  no  easy  solutions  for 
the  many  and  varied  problems  which  face  organized 
medicine  the  world  over.  It  realizes  that  the  benefits 
of  the  work  it  is  doing  will  be  slow  to  accrue  and 
that  results  will  be  achieved  only  by  providing  a 
forum  where  there  can  be  a meeting  of  minds 
reasoning  together  from  all  countries  of  the  globe. 
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THE  WORLD  MEDICAL  ASSOCIATION  IN  VIENNA 


The  Author.  Member,  U . S.  Committee  of  World 
Medical  Association 


Pome  ten  years  ago  Dr.  Louis  H.  Bauer  addressed 
^ the  w inter  meeting  of  the  Connecticut  State 
Medical  Society  on  the  World  Medical  Asso- 
ciation which  was  then  in  the  process  of  organiza- 
tion. The  ninth  annual  meeting  of  this  association 
was  held  in  Vienna,  Austria,  September  20-25,  1 9 5 5 
with  the  delegates  from  the  national  medical  asso- 
ciations of  37  countries  and  19  international  and 
national  health  organizations.  In  addition  there  were 
390  member  observers  in  attendance. 

In  his  presidential  address  Dr.  A.  Spinelli  of  Italy 
stated  that  in  the  eight  short  years  that  have  elapsed 
since  the  World  Medical  Association  was  organized 
“it  has  acquired  world  wide  prestige,  esteem  and 
recognition.  The  solution  of  all  the  moral,  economic 
and  medical  problems  comes  within  the  realm  of  this 
association’s  constitution.”  1 he  meetings  were  held 
in  the  Great  Hall  of  the  Neues  Rathaus  and  were 
conducted  as  the  United  Nations  meetings  with 
head  sets  and  ear  phones  and  with  translators  giving 
the  speeches  and  announcements  in  German, 
French,  Spanish,  Italian  and  English.  There  were 
speeches  of  welcome  by  national  and  city  officials 
and  Dr.  Karl  Nicderberger  of  Austria  was  then 
seated  as  President  of  the  Association  for  the  coming 
year. 

After  thorough  discussions  and  debates  a number 
of  resolutions  were  adopted,  some  of  which  seemed 
of  particular  significance,  and  which  may  well  have 
a profound  effect  on  the  economic  and  professional 
standards  of  medicine  throughout  the  world.  One 
commission  reported  on  the  organization  and 
administration  of  Occupational  Medicine  working 
toward  establishing  standards  and  recommendations 
on  (1)  Medical  Emergencies,  (2)  Rehabilitation, 
and  (3)  Workmen’s  Compensation.  It  voted  to  sup- 
port a resolution  introduced  by  the  International 
Society  of  Clinical  Pathologists,  “in  the  interest  of 
public  welfare  a physician  should  be  the  effective 
head  of  all  laboratories  devoted  to  the  diagnosis, 
treatment  and  prophylaxis  of  human  disease.”  An 
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amendment  was  voted  to  the  International  Code 
of  Medical  Ethics  which  had  been  adopted  at  the 
third  annual  meeting  in  1949.  T he  amendment  to 
read,  “A  doctor  must  always  maintain  the  highest 
standards  of  professional  conduct  toward  both  the 
individual  and  society.”  There  were  reports  from 
the  Australian,  Asian  and  Latin  American  sections 
of  the  organization  with  the  relation  to  govern- 
ment control  and  medical  programs.  Medical  educa- 
tion, especially  post  graduate  study,  was  discussed. 
The  study  of  the  status  of  civilians  in  time  of  war 
was  under  study  in  cooperation  with  the  Interna- 
tional Red  Cross,  The  World  Health  Organization 
and  the  International  Committee  on  Military  Medi- 
cine and  Pharmacy. 

Perhaps  the  greatest  amount  of  time  was  devoted 
to  the  report  of  the  Committee  on  Social  Security. 
There  followed  discussions  with  revealing  informa- 
tion from  the  delegates  of  many  countries.  The 
Austrian  delegate  gave  an  account  of  the  really 
desperate  situation  of  the  physicians  in  that  country 
leading  up  to  the  strike  in  August.  The  United 
States  delegates  described  our  own  Social  Security 
System  and  the  principles  for  which  the  American 
Medical  Association  stands.  Delegates  from  Yugo- 
slavia, Greece,  Ireland,  Belgium,  Germany,  India, 
Pakistan,  Italy,  Sudan  and  United  Kingdom  also  dis- 
cussed their  individual  problems  and  these  were 
referred  to  the  committee  for  further  study. 

The  1 2 principles  of  Social  Security  for  medical 
care  which  had  been  adopted  in  1948  were  again 
approved.  These  are: 

I.  Freedom  of  choice  of  physician  by  the  patient. 
Liberty  of  physician  to  choose  patient  except  in 
cases  of  urgency  or  humanitarianism. 

II.  No  intervention  of  third  party  between  physi- 
cian and  patient. 

III.  Where  medical  service  is  to  be  submitted  to 
control,  this  control  should  be  exercised  by  physi- 
cians. 

IV.  Freedom  of  choice  of  hospital  by  patient. 

V.  Freedom  of  the  physician  to  choose  the  loca- 
tion and  type  of  his  practice. 
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VI.  No  restriction  of  medication  or  mode  of  treat- 
ment by  physician  except  in  cases  of  abuse. 

VII.  Appropriate  representation  of  medical  pro- 
fession in  every  official  body  dealing  with  medical 
care. 

VIII.  It  is  not  in  the  public  interest  that  physicians 
should  be  full-time  salaried  servants  of  the  govern- 
ment or  social  security  bodies. 

IX.  Remuneration  of  medical  services  ought  not 
to  depend  directly  on  the  financial  condition  of  the 
insurance  organization. 

X.  Any  social  security  or  insurance  plan  must  be 
open  to  the  participation  of  any  licensed  physician, 
and  no  physician  should  be  compelled  to  partici- 
pate if  he  does  not  wish  to  do  so. 

XI.  Compulsory  health  insurance  plans  should 
cover  only  those  persons  who  are  unable  to  make 
their  own  arrangements  for  medical  care. 

XII.  There  shall  be  no  exploitation  of  the  physi- 
cian, the  physician’s  services  or  the  public  by  any 
person  or  organization. 

We  were  all  impressed  by  the  high  caliber  of  the 
delegates  and  the  spirit  in  which  the  problems  were 
discussed.  The  United  States  was  represented  by  the 
President,  the  President  Elect  and  the  General  Man- 
ager of  the  American  Medical  Association.  The 
meetings  were  held  at  an  historic  moment  in  Aus- 
trian history.  The  allied  occupation  forces  had  been 
withdrawn  the  preceding  week  and  Austria  was  un- 
occupied by  foreign  troops  for  the  first  time  in 
twenty  years. 

Dr.  Louis  H.  Bauer,  who  is  Secretary  General  of 
the  World  Medical  Association,  with  offices  at  345 
East  46th  Street,  New  York,  N.  Y.,  is  anxious  to 
increase  the  membership  of  the  W.M.A.  and  solicits 
applications  from  Connecticut  physicians.  Their 
program  deserves  our  whole  hearted  support. 

Dr.  Snoke  on  Hospital-Physician 
Relationships 

Another  problem  that  we  face  is  hospital-physi- 
cian relationships.  Connecticut  is  unique  in  the 
country  in  that  the  opinion  of  the  Attorney  Gen- 


eral regarding  hospitals  and  medical  practice  allows 
this  State  to  continue  the  flexibility  of  contractual 
arrangement  that  has  obtained  for  so  many  years. 

I he  Attorney  General’s  opinion  was  the  result  of 
close  liaison  with  the  Connecticut  State  Medical 
Society,  the  Attorney  General  and  a strong,  re- 
spected hospital  association  that  was  available  for 
consultation.  The  Connecticut  State  Medical  Society 
House  of  Delegates  is  officially  concerned  over  the 
Ruling  of  the  Attorney  General  and  has  appointed 
a special  committee  to  consider  the  advisability  of 
getting  another  opinion  of  the  Attorney  General, 
obtaining  a declaratory  judgment  in  the  courts,  or 
going  to  the  legislature.  There  is  no  evidence  that 
the  present  practices,  which  are  permissive  of  all 
types  of  financial  arrangements  between  hospitals 
and  doctors,  are  injurious  to  the  hospitals,  the  physi- 
cians, or  the  patients.  I cannot  help  but  feel  that  a 
great  majority  of  the  concern  expressed  by  the 
physicians  over  the  Attorney  General’s  Ruling  is 
based  upon  theoretical  possibilities  that  have  no 
substance  in  fact  and  are  also  based  upon  misunder- 
standing. I am  convinced  that  any  change  that 
would  alter  the  flexible  arrangement  now  possible 
in  Connecticut  would  act  as  a straight- jacket  to 
hospitals  and  to  physicians  and  would  inevitably 
cause  higher  costs  to  the  public  for  medical  care. 
I am  also  convinced  that  there  is  little  or  no  evi- 
dence of  exploitation  of  individual  physicians  in 
Connecticut.  I think  we  are  very  fortunate  in  this 
regard  that  the  Connecticut  State  Medical  Society 
recognizes  that  this  is  not  a problem  that  can  be 
solved  by  resolution,  but  they  have  a study  com- 
mittee made  up  of  very  sound,  sincere,  honest 
individuals.  We  have  had  an  opportunity  of  discuss- 
ing with  them  and,  as  I mentioned  earlier,  l think 
that  Mr.  Donnelly  did  a beautiful  job  in  presenting 
the  problems  and  points  of  view  of  the  hospital  and 
I am  sure  that  this  is  going  to  be  understood.  Cer- 
tainly the  last  thing  that  we  want  in  this  State,  is  to 
get  into  the  same  type  of  battle  that  is  occurring  in 
Iowa.  This  has  caused  tremendous  friction,  hard 
feeling  and  emotion,  and  it  is  most  unfortunate  for 
both  hospitals  and  physicians.  We  have  the  possibil- 
ities here  by  which  we  can  work  together  as  a team. 
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The  President’s  State  of  Union  Message 

President  Eisenhower’s  State  of  the  Union  Mess- 
age, delivered  to  Congress  January  5,  calls  for  an 
increase  in  federal  funds  to  support  medical  re- 
search, federal  construction  grants  for  medical 
schools  and  research  facilities,  and  the  extension  of 
voluntary  health  insurance  to  “many  more  persons.” 
1 he  President’s  health  program  was  only  briefly 
outlined  in  this  document;  it  will  he  presented  in 
detail  in  a special  health  message  later.  The  Presi- 
dent’s recommendations: 

1.  Research.  A “substantial  increase”  in  federal 

funds  for  support  of  a “well  balanced  program  of 
research  . . . which  can  open  new  frontiers  of 

knowledge,  prevent  and  relieve  suffering.  . . .” 

2.  Construction  grants.  U.  S.  grants  to  medical 
schools  and  research  institutions  to  aid  in  financing 
construction  and  equipment  and  thus  “help  provide 
more  adequate  support  for  the  training  of  medical 
research  manpower.” 

3.  Health  Insurance.  To  aid  in  “cushioning  the 
heavy  and  rising  costs  of  illness  and  hospitalization 
to  individuals  and  families,”  the  President  calls  on 
Congress  to  promote  extension  of  voluntary  health 
insurance  to  “many  more  persons,”  especially  older 
persons  and  those  in  rural  areas,  this  to  be  accom- 
plished “by  Federal  reinsurance  or  otherwise.”  He 
also  urged  that  Congress  act  to  improve  protection 
against  prolonged  or  severe  illness. 

4.  Social  Security.  In  making  improvements  in  the 
act,  the  President  said,  “we  must  give  the  most  care- 
ful consideration  to  population  and  social  trends  and 
to  fiscal  requirements.”  He  promised  the  Adminis- 
tration would  keep  these  considerations  in  mind 
when  it  presents  its  recommendations  for  further 
expansion  of  coverage  “and  other  steps  which  can 
he  taken  wisely  at  this  time.”  Mr.  Eisenhower  com- 
mented: “The  system  is  sound.  It  must  he  kept  so.” 

U.  S.  Aid  Proposed  to  Improve  Health  of 
Low  Income  Families 

After  intensive  hearings,  a Senate  subcommittee 
recommends  that  the  federal  government  take 
special  action  to  improve  the  health  of  the  nation’s 


chairmanship  of  Senator  Sparkman  (D— Alabama)  R 
made  its  report  January  2 to  the  Joint  Committee 
on  the  Economic  Report.  Among  its  proposals:  |j 

1.  I hat  Congress  consider  legislation  to  cover  the  ( 
risks  of  temporary  and  permanent  disability,  but 
that  first  a study  be  made  to  determine  the  desirabil- 
ity and  feasibility  of  dovetailing  such  programs 
with  workmen’s  compensation  acts  of  the  States. 

I he  report  quotes  Senator  Flanders  (R— Vermont) 
as  saying,  “1  his  undertaking  must  be  approached  1 
with  great  caution.  Many  insurance  companies  have 
had  to  discontinue  disability  benefits  owing  to  the  I 
difficulty  of  defining  ‘disability,’  whether  temporary  1 
or  permanent,  in  any  given  case.” 

The  Senate  Finance  Committee,  of  which  Senator 
Flanders  is  a member,  now  has  before  it  a House 
passed  bill  to  establish  a system  of  cash  payments 
for  disability  under  the  Federal  Social  Security  pro- 
gram; it  would  not  be  related  to  workmen’s  com- 
pensation or  other  State  benefit  plans.  A number  of 
national  organizations,  including  the  AMA,  are 
opposed  to  this  legislation,  maintaining  that  the 
whole  social  security  system  should  be  thoroughly 
and  objectively  reviewed  before  such  a far  reaching 
new  program  is  enacted. 

2.  That  the  Federal  Government,  cooperating 
with  States  and  private  groups,  develop  a compre- 
hensive health  program  that  will  provide  (a) 
stimulation  of  adequate  care  for  rural  families,  (b) 
reduction  in  the  cost  of  catastrophic  health  insur- 
ance, possibly  with  U.  S.  paving  part  or  all  the 
premium  for  low  income  families,  and  (c)  possible 
U.  S.  help  so  low  income  families  can  buy  basic 
health  insurance  protection. 

The  subcommittee  also  recommends  several  broad 
steps  to  liberalize  present  public  assistance  grant-in- 
aid  programs  and  child  welfare  services. 

Members  of  Senate  Finance  Committee 

Earlv  in  1956  this  committee  will  consider  House 
passed  HR7225,  which  contains  the  provision  for 
cash  disability  payments.  Senators  comprising  this 
committee  are  Democrats  Harry  Flood  Byrd  (Vir- 
ginia, chairman),  Walter  F.  George  (Georgia), 
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Robert  S.  Kerr  (Oklahoma),  J.  Allen  Frear,  Jr. 
(Delaware),  Russell  B.  Long  (Louisiana),  George 
A.  Smathers  (Florida),  Lyndon  B.  Johnson  (Texas), 
Alben  W.  Barkley  (Kentucky),  and  Republicans 
Eugene  D.  Millikin  (Colorado),  Edward  Martin 
(Pennsylvania),  John  J.  Williams  (Delaware), 
Ralph  E.  Flanders  (Vermont),  George  W.  Malone 
(Nevada),  Frank  Carlson  (Kansas)  and  Wallace  F. 
Bennett  (Utah).  All  can  be  addressed  at  the  Senate 
Office  Building,  Washington,  D.  C. 

VA  Rejects  Major  Recommendations  of 
Hoover  Commission 

Hoover  Commission  recommendations  designed 
to  save  money  and  promote  efficiency  within  the 
Veterans  Administration’s  medical  program  have 
been  rejected  bv  that  agency.  A ioo  page  report  to 
the  House  Veterans  Affairs  Committee  by  VA 
turns  down  all  of  the  major  commission  proposals 
in  the  health  fields,  criticizes  others  without  taking 
a definite  position,  and  supports  only  a few.  The 
recommendations  were  made  public  February  2K, 
1955,  after  the  Hoover  Commission  (Commission  on 
the  Organization  of  the  Executive  Branch)  had 
spent  almost  two  years  studying  VA  and  other 
departments  and  agencies. 

Insurance  Plan  Stressed  in  Dependent 
Care  Bill 

Military  dependents  medical  care  bill  introduced 
in  House  in  January  puts  emphasis  on  prepaid  health 
insurance.  While  it  does  not  compel  servicemen  to 
enroll,  HR7994  contains  certain  language  prejudicial 
to  alternate  choice— military  medical  and  hospital 
facilities.  Uninsured  dependents  preferring  this  type 
of  care  have  no  guarantee  it  will  be  available  when 
they  need  it,  in  contrast  with  insurance  plan  in 
which  civilian  doctors  and  hospitals  would  furnish 
services.  Defense  Department  would  be  authorized 
to  levy  charges  for  outpatient  care  in  military  facil- 
ities, something  which  has  never  been  done  before. 

Another  significant  point,  in  this  connection:  Un- 
insured dependents  unable  to  gain  admittance  into 
a military  hospital,  due  to  lack  of  space,  personnel, 
etc.,  would  have  no  legal  claim  for  reimbursement 
of  expenses  incurred.  Defense  Department’s  previous 
dependent  care  bill  (HR7792)  authorized  govern- 
ment payment  of  civilian  physicians  and  hospitals 
in  cases  of  this  kind;  HR7994  contains  no  such 
provision. 
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This  replacement  measure  specifies  that  service- 
man shall  contribute  (by  payroll  allotment)  30  per 
cent  of  health  insurance  premium  for  coverage  of 
spouse  and  children.  If  he  also  elects  similar  cover- 
age for  dependent  parents  or  parents-in-law,  he  will 
bear  its  full  cost.  Basic  coverage  comprises  diag- 
nosis, treatment  of  acute  medical  and  surgical  con- 
ditions, treatment  of  contagious  diseases,  immuni- 
zations and  maternity/infant  care.  If  more  compre- 
hensive benefits  are  desired,  full  amount  of  extra 
premium  cost  is  to  be  borne  by  serviceman.  If 
insured  dependents  receive  care  in  military  installa- 
tions, latter  shall  be  reimbursed  by  carrier.  No  den- 
tal services  are  authorized,  except  those  of  emer- 
gency nature  or  as  necessary  adjunct  to  medical  or 
surgical  treatment. 

Defense  Department  Orders  Joint  Usage  of 
Hospitals 

Under  a new  Department  of  Defense  directive, 
Army,  Navy  and  Air  Force  will  be  required  to  make 
joint  usage  of  all  U.  S.  military  medical  facilities 
where  such  procedure  is  “economical  and  efficient.” 
The  order  makes  the  three  secretaries  responsible 
for  carrying  out  its  provisions.  The  services  also 
are  called  upon  to  coordinate  building  and  expan- 
sion plans  with  the  joint  usage  policy  in  mind. 
Also,  the  military  medical  departments  are  directed 
to  work  toward  greater  standardization  in  (a) 
medical  education  and  training,  (b)  preventive 
medicine,  and  (c)  laboratory  services. 

The  directive  makes  plain  that  joint  staffing  of 
facilities  is  not  sought,  declaring:  “Joint  utilization 
as  used  herein  is  not  to  be  construed  as  joint  staff- 
ing.”  Specially  trained  personnel  may  be  used  by  all 
services  in  “specific  instances,”  however,  and  teams 
conducting  medical  examinations  of  reserves  may  be 
made  up  of  physicians  from  all  of  the  services,  if 
the  particular  department  concerned  cannot  staff 
the  team. 

Key  wording  of  the  directive  on  joint  usage  of 
hospitals  and  clinics  reads  as  follows:  “Every  effort 
will  be  made  to  reduce,  consolidate,  or  eliminate 
facilities  in  specific  areas  where  another  facility  is 
available  and  can  economically  and  efficiently  pro- 
vide the  necessary  support.  Established  military 
medical  facilities  will  be  made  available  to  medical 
components  of  reserve  units  in  connection  with 
training  programs.” 
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Air  Force  Announces  Medical  Student 
Subsidy  Plan 

The  U.  S.  Air  Force  is  preparing  a medical  stu- 
dent training  program  in  approved  medical  schools. 
Starting  with  the  1956-57  school  year,  junior  and 
senior  medical  students  will  he  eligible  for  appoint- 
ments as  second  lieutenants  in  the  Air  Force  Re- 
serve. During  the  two  years  they  will  receive  the 
pay  and  allowances  of  that  grade  (between  $325 
and  $350  a month)  which  may  be  used  to  pay  tuition 
and  other  school  costs. 

Upon  graduation,  the  students  will  be  eligible  for 
appointments  as  first  lieutenants  in  the  Air  Force 
medical  corps.  For  each  year  of  active  duty  pay  as 
a second  lieutenant  while  in  medical  school,  a man 
will  obligate  himself  for  an  additional  year  of  serv- 
ice beyond  the  regular  draft.  Accordingly,  the  doc- 
tor with  an  obligation  under  the  draft  who  received 
active  duty  pay  in  both  junior  and  senior  years  will 
be  obligated  for  four  years. 

Both  the  Army  and  Navy  have  similar  programs 
but  they  are  limited  to  seniors.  The  latest  develop- 
ment is  expected  to  lessen  congressional  activity  on 
the  military  medical  scholarships  bill  which  encoun- 
tered some  opposition  in  the  last  session. 

Air  Force  Surgeon  General  Dan  C.  Ogle  said  the 
program  would  provide  a “valuable  educational 
subsidy”  to  junior  and  senior  medical  students. 
Closing  date  for  submitting  applications  to  the  Air 
Force  is  next  March  1. 

Three  Injection  Method  to  be  Continued  for 
Salk  Vaccine 

A technical  committee  on  the  Salk  poliomyelitis 
vaccine  has  agreed  unanimously,  and  Department 
of  HEW  officials  have  concurred,  that  the  present 
system  of  three  injections  should  be  continued. 
The  group  rejected  a proposal  for  a single  injection 
to  get  the  limited  supply  to  more  children.  PF1S 
Surgeon  General  Scheele  summed  up  for  the  com- 
mittee in  these  words:  “Although  it  is  evident  that 
the  injection  of  1 cc.  produces  a marked  degree  of 
immunity,  it  was  found  that  there  is  not  enough 
scientific  evidence  on  the  duration  of  immunity 
after  a single  dose  to  lead  to  any  recommendation 
for  a change  in  the  present  dosage.” 

Accordingly,  this  remains  the  procedure:  two  in- 
jections, with  the  second  following  four  to  six 
weeks  after  the  initial  dose  or  as  soon  thereafter  as 


possible;  then  a booster  shot  seven  months  or  later 
after  the  second  injection.  Each  shot  1 cc. 

PHS’s  Poliomyelitis  Surveillance  Unit  presented 
figures  to  the  conferees  on  single  injections  which 
purported  to  show  69  per  cent  effectiveness  in  seven 
reporting  States  (of  1,490,459  children  vaccinated 
in  these  States,  only  58  had  paralytic  polio,  while 
of  1,789,651  unvaccinated  children,  325  had  para- 
lytic polio).  The  States  under  study  were  New 
York,  California,  Colorado,  Illinois,  Maryland, 
Minnesota  and  Missouri.  Dr.  Jonas  Salk,  developer 
of  the  vaccine,  demonstrated  on  the  other  hand 
that  a second  injection  followed  by  the  booster 
greatly  increases  the  degree  of  immunity.  In  con- 
clusion the  group  of  experts  agreed  to  stand  by  the 
present  system  because,  among  other  reasons,  ( 1 ) 
a higher  incidence  of  polio  occurs  in  lower  age 
groups  and  efforts  should  be  concentrated  there,  and 
(2)  difficulties  possibly  would  arise  in  re-educating 
physicians  and  parents  on  any  change. 

WHO  Reports  on  Salk  Vaccine  Survey 

According  to  the  report  of  the  World  Health 
Organization’s  study  group  on  poliomyelitis  vaccin- 
ation, the  United  States  is  the  only  country  which 
showed  ill  effects  from  polio  vaccinations,  with 
some  of  its  cases  traceable  to  faulty  vaccine  batches. 
In  all,  approximately  10  million  children  were 
vaccinated  against  polio  with  no  subsequent  effect. 
In  addition,  the  study  group  noted  that  although 
no  definite  immunity  period  has  been  established  in 
connection  with  Salk  vaccine,  it  has  given  good 
protection  to  children  between  the  ages  of  6 and  10. 

Norway,  Sweden,  South  Africa,  Canada,  Den- 
mark, France,  Germany,  the  United  Kingdom  and 
the  United  States  participated  in  the  WHO  study 
group  meeting  in  Stockholm.  The  40  page  sum- 
mary report  they  issued  contains  recommendations 
regarding  the  use  of  polio  vaccine  and  is  intended 
as  a guide  to  world  health  authorities  “who  may 
be  considering  whether  or  not  to  begin  polio  vac- 
cine programs.”  Topics  of  the  report  include  the 
application  of  stringent  safety  tests;  the  seriousness 
of  an  existing  polio  situation  in  a country  and  the 
cost  of  a vaccine  program  in  relation  to  available 
funds,  timing  of  a vaccine  program  and  utilization 
of  virus  strains. 

State  Medicine  Entering  via  Alaska 

A Washington  correspondent  has  received  a long 
letter  from  Dr.  Milo  H.  Fritz,  president  of  Alaska 
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Territorial  Medical  Association,  protesting  loose 
medico-economic  practices  in  the  government’s  400 
bed  hospital  at  Anchorage.  He  charges  that  wealthy 
natives  are  receiving  free  treatment,  prescription 
medicines  are  dispensed  gratis  and  dependents  of 
staff  personnel  are  free  to  use  the  hospital’s  facilities. 
“Not  only  is  this,  in  my  opinion,  a direct  contraven- 
tion of  the  purpose  for  which  this  hospital  was 
established,”  Dr.  Fritz  wrote,  “but  it  is  rampant 
socialism  of  the  most  virulent  kind.” 

None  of  the  charges  made  by  Dr.  Fritz,  who  is 
an  otolaryngologist  on  the  Anchorage  hospital 
staff,  was  denied  by  the  Public  Health  Service 
official.  Regarding  the  physician’s  statement  that  a 
fee  schedule  for  outpatient  care  should  be  estab- 
lished, the  PHS  official  said  the  hospital  is  authorized 
to  levy  a $2  maximum  charge  per  visit  but  services 
may  be  rendered  without  cost  at  administrator’s 
discretion. 

Dr.  Fritz  protested  that  some  patients  “have  lain 
around  for  weeks  and  weeks  at  $17.50  a day”  while 
family  members  were  being  sought  out  for  authori- 
zation of  specific  surgical  procedures.  Comment  at 
PHS  was  that  legal  counsel  is  being  requested  to 
determine  whether  authority  exists  to  dispense  with 
“relative  searching”— a formidable,  time  consuming 
task  in  the  Alaskan  spaces. 

Injury  Rates  for  1954  in  Industry  Show 
Drop 

Latest  figures  of  Bureau  of  Labor  Statistics  reveal 
that  injury  rates  in  manufacturing  and  nonmanufac- 
turing industries  hit  new  lows  in  1954.  In  manufac- 
turing, average  was  11.9  disabling  injuries  per  mil- 
lion employee  hours  worked.  This  was  1 1 per  cent 
below  previous  record,  set  in  1953,  of  13.4.  For  non 
manufacturing  industries,  injury  frequency  rate  was 
32.1,  only  slightly  better  than  previous  year’s  32.9. 
Both  in  manufacturing  and  nonmanufacturing  in- 
dustries, there  was  virtually  no  change  in  seriousness 
of  injuries,  as  gauged  by  average  time  loss  from 
employment. 

Convictions  in  Illegal  Sale  of  Drugs 
Mounting 

Food  and  Drug  Administration  complaints  against 
drug  stores  for  illegal  sales  of  prescription  drugs 
resulted  in  2 1 convictions  in  October,  a high  mark 


for  19 55.  Five  of  the  cases  were  in  South  Carolina, 
four  in  Massachusetts  and  others  in  Colorado,  Illi- 
nois, Michigan,  New  Hampshire,  New  York,  North 
Carolina,  Rhode  Island,  South  Dakota  and  Texas. 
Amphetamines  figured  in  all  but  seven  of  the  2 1 
cases.  More  than  half  of  them  involved  unauthorized 
sales  of  barbiturates.  Fines  ranging  up  to  $1,000 
were  meted  out.  A Texas  druggist  received  a six 
month  jail  sentence  but  it  was  suspended  and  he 
was  placed  on  probation  for  three  years. 


Connecticut  Public  Health  Association 
Holds  Semi-Annual  Meeting 

The  Connecticut  Public  Health  Association  held 
its  semi-annual  meeting  December  7 at  the  Veterans 
Home  and  Hospital,  Rocky  FI  ill.  More  than  200 
members  and  guests  attended  the  event. 

William  H.  Upson,  m.d.,  president  of  the  associa- 
tion, presided  at  the  morning  business  session  at 
which  Professor  Ira  Hiscock,  newly  elected  presi- 
dent of  the  American  Public  Health  Association,  was 
a principal  speaker.  Eric  Mood,  the  Association’s 
delegate  to  the  APHA,  reported  on  the  annual 
meeting  of  the  association  held  in  Kansas  City  last 
November. 

During  the  morning  scientific  session  Robert  L. 
Johnson,  b.s.,  m.s.,  health  educator,  Rip  Van  Winkle 
Clinic,  Hudson,  New  York  discused  “Coordination 
of  Health  Education  Activities  in  a Local  Com- 
munity.” 

Also  featured  at  the  morning  session  was  a discus- 
sion of  “The  Public  Health  Approach  to  Alcohol- 
ism,” by  Selden  D.  Bacon,  ph.d.,  professor  of  soci- 
ology, Yale  University,  and  director,  Yale  Center 
of  Alcohol  Studies.  Dr.  Bacon  traced  the  history 
of  the  problem  of  alcoholism  from  its  early  stages 
to  the  modern  medical  approach. 

The  afternoon  session  was  devoted  to  a discussion 
of  the  public  health  aspects  of  the  August,  1955 
Flood.  Harold  S.  Barrett,  m.d.,  deputy  commission- 
er of  Health  led  the  discussion.  The  panel  aired 
some  of  the  mistakes  made  and  reviewed  steps  taken 
in  meeting  the  public  health  problems  associated 
with  the  catastrophe. 

In  addition  to  attending  the  business  and  scientific 
sessions,  members  had  an  opportunity  of  viewing 
27  exhibits  prepared  by  22  official  and  voluntary 
health  agencies  in  the  State. 
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HR-7225 

HR-7225  is  the  number  of  an  important  legislative  bill  of  interest 
to  all  citizens. 

Its  complex  provisions  pertain  to  medical  certification  of  dis- 
abilities in  connection  with  social  security  benefits. 

Every  physician  should  be  acquainted  with  the  provisions  of  this 
measure.  The  coupon  on  this  page  will  bring  you  an  informative 
booklet  on  this  subject. 

Send  for  it  today. 


Connecticut  State  Medical  Society 

i6o  St.  Ronan  Street 

New  Haven  1 1,  Connecticut 

Please  send  me  a copv  of  the  booklet  on  new 
social  security  legislation. 


Name: 


Office  Address: 
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COMMITTEE  ON  PUBLIC  RELATIONS 


William  G.  H.  Dobbs,  Torrington 
Chairman 

Harold  A.  Bergendahl,  Norwich 
James  C.  Canniff,  Torrington 


(Morris  A.  Hankin,  New  Haven 
D.  Olan  Meeker,  Riverside 
Harry  C.  Knight,  Middletown 
Stewart  P.  Seigle,  Hartford 


James  H.  Root,  Jr.,  Waterbury 
William  A.  Richardson,  Noroton 
Associate  Member 


Community  Health  Week  to  he  Observed 
in  March 

The  United  States  Junior  Chamber  of  Commerce, 
in  cooperation  with  the  National  Health  Council, 
will  observe  Commmunity  Health  Week  March 
20-28. 

“Know  your  Community  Health  Resources”  will 
be  the  theme  of  activities  being  planned  for  the 
occasion.  Many  medical  associations  are  partici- 
pating in  the  observance  by  assisting  local  chapters 
of  the  Junior  Chamber  of  Commerce  in  making 
their  plans.  In  Connecticut,  plans  are  already  well 
advanced  in  New  Haven  and  Stamford  and  it  is 
anticipated  that  plans  will  soon  be  announced  in  a 
number  of  other  communities.  I he  observance  was 
initiated  last  year  with  the  intention  of  making  it  an 
annual  event.  Officers  of  local  medical  associations 
planning  to  participate  in  the  activities  of  Com- 
munity Health  Week  may  obtain  further  informa- 
tion from  the  offices  of  the  State  Medical  Society. 

Guiding  Principles  for  TV  Participation 

The  rapid  growth  of  medical  television  programs 
has  encouraged  a number  of  medical  associations  to 
develop  written  codes  to  govern  medical  participa- 
tion. The  codes  vary  considerably  in  content,  a 
number  containing  additional  material  for  program 
planning.  Other  codes  have  been  compiled  to  guide 
participation  in  both  television  and  radio  activities. 

Recently  the  Board  of  Trustees  of  the  American 
Medical  Association  adopted  1 1 guiding  principles 
for  participation  in  telecasts  and  broadcasts.  These 
provide  that  the  Association  may  participate  in 
commercial  programs  but  not  as  a joint  sponsor  of 
such  programs;  that  the  right  is  reserved  to  termi- 
nate participation  at  any  time;  that  all  scripts, 
including  commercial  advertising,  be  submitted  for 
advance  approval;  that  no  visual  presentation  of  a 
product  or  the  name  of  a sponsor’s  product  should 
be  made  which  includes  the  name  of  the  Associa- 


tion or  any  of  its  seals;  that  only  institutional  ad- 
vertising be  used  in  open  circuit  telecasts;  that 
product  advertising  may  be  used  in  closed  circuit 
programs  subject  to  the  same  controls  as  those  for 
advertising  in  the  Association’s  scientific  periodicals; 
that  television  films  be  subject  to  a contractual 
agreement  containing  the  same  controls  as  required 
for  live  programs;  that  the  law  department  of  the 
Association  review  all  agreements  prior  to  accept- 
ance and  that  newspaper  and  magazine  advertise- 
ments and  other  literature  announcing  any  tele- 
vision or  radio  programs  in  which  the  AMA  is  co- 
operating be  reviewed  by  the  Association. 

Need  Stressed  for  Continued  Support  of 
Medical  Education 

The  need  for  continued  financial  support  for  the 
medical  schools,  despite  large  grants  made  in  1955 
by  the  Commonwealth  Fund  and  the  Ford  Founda- 
tion, is  stressed  in  a recent  bulletin  published  by  the 
American  Medical  Education  Foundation. 

Early  guesses  that  these  grants,  totaling  $97,150,- 
000,  would  almost  fully  meet  the  annual  deficit  of 
the  medical  schools  have  given  way  to  more  realistic 
interpretation  in  view  of  the  endowment  nature  of 
the  grants.  It  is  estimated  that  these  endowments 
w ill  return  about  $4,000,000  a year  to  the  schools, 
a sizable  share  of  the  deficit,  but  still  leaving  a real 
need  for  continued  fund  raising. 

The  $90,000,000  in  grants  by  the  Ford  Foundation 
are  to  be  earmarked  for  private  medical  schools  but 
exact  allocations  have  not  yet  been  announced.  I lie 
Commonwealth  Fund  grant  of  $7,150,000  is  allo- 
cated to  ten  university  medical  schools. 

“These  two  great  philanthropic  organizations,” 
the  AMEF  bulletin  states,  “have  recognized  that 
unless  the  increasing  financial  needs  of  medical 
education  are  met,  the  current  high  standards  of 
medical  training  in  the  United  States  are  in  jeop- 
ardy. These  grants  will  aid  in  meeting  some  of  the 
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needs  that  have  existed  during  recent  years,  but 
they  have  not  closed  the  gap  that  has  been  repre- 
sented as  being  equivalent  to  approximately 
$10,000,000  annually.  In  other  words,  there  is  still 
great  need  for  active  and  increasing  support  of 
medical  education  through  the  American  Medical 
Education  Foundation  and  the  National  Fund  for 
Medical  Education  if  the  estimated  current  needs 
are  to  be  adequately  covered.” 

HR7225  Information  Program 

An  information  program  to  acquaint  physicians 
with  current  legislation  affecting  medical  practice 
was  recently  announced  by  1).  Olan  Meeker,  chair- 
man of  the  Society’s  Committee  on  National  Legis- 
lation. 

I he  program  will  comprise  publication  of  current 
information  for  mailing  by  local  associations,  fur- 
nishing speakers  on  the  subject  for  local  medical 
meetings  and  supplying  information  for  use  by 
medical  publications. 

Newspaper  Editor  Comments  on  Medical 
Progress 

“There  is  no  question  but  what  the  American 
people  owe  a debt  of  lasting  gratitude  to  the  doctors 
and  other  scientists  who  have  been  responsible  for 
this  magnificent  achievement  and  who  are  now 
working  against  killers  who  have  not  yet  been  con- 
quered.” I bis  quotation  is  taken  from  an  editorial 
in  the  January  5,  1956  issue  of  the  Bristol  Presss 
commenting  on  the  rapid  development  of  medical 
science,  especially  in  the  last  decade.  T he  editorial 
further  points  out  that  “during  four  war-time  years 
American  medicine  advanced  25  years.” 

Stating  that  a large  number  of  people  are  alive 
today  because  of  advanced  medical  care  not  avail- 
able just  10  years  ago,  the  editorial  declares:  “That 
simple  fact  tells  the  wondrous  story  of  how  medical 
progress  has  helped  shape  a new  America  since  the 
second  world  war.” 

In  conclusion  the  writer  calls  to  mind  that  all  of 
these  medical  advances  have  been  made  under  a 


system  of  free  medicine  and  free  research  without 
government  domination. 

American  Medical  Association  Announces 
Film  Distribution  Plan 

A distribution  agency  will  be  used  for  placing 
selective  subjects  from  the  “What  To  Do”  series  on 
local  television  stations,  it  has  been  announced  by 
the  AM  A Public  Relations  Department. 

I he  five-minute  films  on  first  aid  and  other  sub- 
jects may  be  used  individually  or  in  groups  of  two 
or  three.  They  will  be  offered  for  telecasting  on 
public  service  time  and  the  agency  will  concentrate 
on  television  stations  which  have  not  as  yet  used 
these  health  education  features. 

It  has  also  been  announced  that  production  of  a 
third  28  minute  film  for  use  under  local  television 
stations  has  been  approved  by  the  AMA  Board  of 
Trustees.  The  new  film  is  now  in  the  planning  stage 
and  prints  are  expected  to  be  ready  next  summer. 

Two  similar  films  which  have  been  used  on  Con- 
necticut TV  stations  arc  “Operation  Herbert”  and 
a “Life  to  Save.”  These  tw  o films  are  also  available 
for  showing  before  community  organizations  and 
have  recently  been  screened  for  high  school  stu- 
dents, employee  and  church  groups  in  Waterbury, 
Stamford,  Bridgeport  and  East  Hartland. 

THE  DOCTOR  S OFFICE 

Benjamin  Allen,  m.d.  announces  the  removal  of 
his  office  for  the  practice  of  eve,  ear,  nose  and  throat 
and  facial  plastic  surgery  to  282  West  Avenue,  South 
Norwalk. 

Erwin  M.  Jacobs,  m.d.  announces  the  opening  of 
his  office  for  the  practice  of  neurology  at  295  Farm- 
ington Avenue,  Hartford. 

Samuel  A.  Schuyler,  m.d.  announces  the  opening 
of  his  office  for  the  practice  of  physical  medicine 
and  rehabilitation  at  852  Farmington  Avenue,  West 
Hartford. 
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TVT ore  and  more  people  in  our  country  are  being 
hospitalized  for  mental  disorders.  The  number 
of  first  admissions  to  hospitals  for  the  long-term 
care  of  such  disorders  rose  from  106,000  in  1931  to 

171.000  in  1951,  or  more  than  60  per  cent.  A parallel 
trend  is  observed  for  resident  patients  under  care, 
their  number  mounting  from  374,000  to  590,000  in 
the  two  decades.  Inasmuch  as  a substantial  part  of 
this  increase  reflected  merely  population  growth,  the 
rise  in  hospitalization  rates  was  more  moderate;  for 
first  admissions  the  rate  rose  from  85  to  1 1 1 per 

100.000  population,  and  for  patients  resident  in 
mental  institutions,  from  301  to  382  per  100,000. 

Males  are  in  the  majority  among  patients  admit- 
ted for  the  first  time  to  mental  hospitals  in  the 
United  States.  Thus,  in  1951,  about  95,000  were 
males  and  76,000  females.  Furthermore,  first  admis- 
sion rates  were  higher  for  males  than  for  females  at 
every  age  period.  In  each  sex,  the  rates  were  lowest 
at  the  younger  ages  and  highest  among  the  aged. 
Among  males,  the  hospitalization  rates  for  first 
admissions  rose  from  54.4  per  100,000  at  ages  15-19 
to  472.6  at  ages  75  and  over;  for  females,  the  corre- 
sponding increase  was  from  46.3  to  308.5  per  100,- 
000. 

The  picture  is  quite  different,  however,  in  terms 
of  the  actual  age  distribution  of  the  patients  admit- 
ted, which  is  the  situation  as  the  hospitals  face  it. 
About  half  of  the  males  and  females  admitted  for 
the  first  time  in  1951  were  under  45  years  of  age. 
Only  one-tenth  of  all  the  patients  were,  under  age 
25,  and  less  than  1 per  cent  were  under  age  15. 
Slightly  more  than  one-fifth  of  the  first  admissions 
were  at  age  65  and  over. 

The  psychoses  as  a group  are  by  far  the  most 
common  disorders  in  persons  admitted  for  the  first 
time  to  mental  hospitals.  These  disorders  in  1951 
accounted  for  two-thirds  of  the  first  admissions 
among  males  and  for  four-fifths  of  those  among 
females.  The  majority  of  these  admissions  in  each 
sex  were  for  schizophrenia  and  for  senile  psychoses. 
The  psychoneuroses  accounted  for  about  one-tenth 
of  those  entering  a mental  hospital. 

The  relative  importance  of  the  different  types  of 
mental  disorders  varies  widely  with  the  age  of  the 
patients.  Although  the  psychoses  as  a group  were 
the  most  frequent  cause  of  hospitalization  in  every 


age  period,  the  proportion  that  they  constituted  of 
all  first  admissions  among  males  varied  from  about 
one-half  in  middle  adult  life  to  more  than  nine- 
tenths  at  the  older  ages;  among  females  the  propor- 
tions were  higher  than  among  males  throughout 
life.  At  the  younger  ages,  the  dominance  of  the 
psychoses  reflected  in  large  measure  the  relatively 
high  frequency  of  schizophrenia,  and  at  the  older 
ages,  the  high  admission  rates  for  organic  mental 
disorders  characteristic  of  these  ages. 

The  major  mental  disorders  show  widely  differ- 
ent age  patterns.  First-admission  rates  for  schizo- 
phrenia rise  to  their  maximum  in  the  age  range  25- 
34,  and  then  decrease  progressively  with  advance 
in  age.  The  maximum  rates  for  manic-depressive 
and  involutional  psychoses  as  well  as  for  those  due 
to  syphilis  are  recorded  somewhat  later  in  life. 
Senile  psychoses,  however,  account  for  a sharply 
increasing  admission  rate  beginning  with  midlife. 
By  ages  60-64,  these  disorders  outrank  by  a large 
margin  all  the  other  causes  of  hospitalization.  At 
ages  75  and  over,  the  senile  psychoses  accounted 
for  all  but  a negligible  proportion  of  total  first 
admissions. 

The  prognosis  for  patients  hospitalized  for  mental 
disorders  is  illustrated  by  the  experience  of  the 
Warren  (Fa.)  State  Hospital.  Analysis  of  the  cases 
admitted  during  the  period  1946-50  showed  that 
three  years  after  first  admission  three-fifths  had 
been  released,  either  as  a first  direct  discharge  or  to 
convalescent  care;  about  one-quarter  had  died  in  the 
hospital;  the  remainder  were  continuously  in  the 
hospital.  As  would  be  expected,  the  proportion  re- 
leased was  greatest  for  the  younger  patients  and 
decreased  with  advance  in  age.  Thus,  whereas  over 
four-fifths  of  the  patients  at  ages  1 5-34  were  released 
within  three  years  after  first  admission,  at  ages 
55-74  the  proportion  was  less  than  half,  and  at  ages 
75  and  over  it  was  only  a little  more  than  one-tenth. 
Prognosis  was  most  favorable  for  the  functional 
psychoses  (which  include  schizophrenia,  manic- 
depressive  and  involutional  psychoses).  Nearly 
three-fourths  of  the  first  admissions  in  1946-50  for 
functional  psychoses  were  released  within  three 
years.  The  corresponding  proportion  for  patients 
admitted  for  the  first  time  in  1916-25  was  little  more 
than  one-half.  The  greater  proportion  of  releases 
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in  recent  years  reflects  an  increase  in  recovery  rates 
from  these  conditions. 

Some  progress  has  been  made  against  mental  dis- 
orders, but  many  tasks  still  lie  ahead  in  this  field. 
Among  the  major  needs  are  more  and  better  trained 
personnel,  and  more  and  improved  facilities  for  the 
prevention,  detection,  and  care  of  such  disorders. 
Hospitals,  physicians  in  private  practice,  outpatient 
clinics  for  children  and  adults,  family  counseling 
services,  school  health  and  occupational  health  serv- 
ices can  play  a leading  part  in  meeting  these  needs. 
Much  can  be  accomplished  through  educational 
programs,  both  on  the  professional  and  the  lay  level. 
The  general  public  should  have  a better  under- 
standing of  the  principles  of  mental  health  and 
should  be  better  informed  on  the  community  serv- 
ices available  to  care  for  mental  disorders.  Above 
all,  there  is  great  need  for  carefully  planned,  co- 
ordinated, and  well  supported  research  on  the  causes 
and  treatment  of  mental  disease  and  on  the  rehabili- 
tation of  mental  patients. 


OUR  NEIGHBORS 

Massachusetts 

1 he  City  of  Boston  has  an  emergency  medical 
depot  located  in  the  woods  of  Marlboro,  Massa- 
chusetts. This  depot  consists  of  a building  built 
chiefly  underground  with  walls  three  feet  thick  of 
concrete  containing  barium  and  lead  salts  to  increase 
their  resistance  to  radiation.  The  roof  is  covered 
with  a three  foot  pool  of  water. 

1 he  warehouse,  for  such  it  is,  was  designed  in 
1953  and  contains  four  small  portable  x-ray  units 
powered  by  radioactive  material,  stacks  of  x-ray 
films,  and  four  complete  units  of  electrostatic  x-ray 
printing  apparatus  for  producing  x-ray  plates  with- 
out any  x-ray  film.  In  addition  there  are  stored  car- 
tons of  parenteral  solution,  crated  x-ray  machines, 
portable  operating  rooms,  complete  orthopedic  kits, 
electrocardiographic  machines,  pacemakers  and 
respirators  to  equip  a temporary  hospital.  Geiger 
counters  and  other  apparatus  for  testing  the  pres- 
ence of  ionization,  portable  gasoline  and  diesel 
generators,  extension  for  lights  and  power  are  also 
kept  on  hand. 

I he  maintenance  of  such  depots  is  under  the  sur- 
veillance of  both  the  National  Guard  and  the  U.  S. 
Army.  This  is  an  outstanding  example  of  civilian 


protection  of  which  we  know  of  no  counterpart  in 
Connecticut. 

New  York 

New  \ ork  State  now  has  a nonprofit,  educational, 
research  foundation  for  the  study  of  intestinal 
diseases  located  in  Flushing  and  known  as  the 
Intestinal  Research  Institute.  An  initial  project  on 
the  possible  virus  etiology  of  ulcerative  colitis  is 
planned.  An  initial  grant  of  $3,000  has  been  provided 
by  the  International  Academy  of  Proctology. 

Vermont 

1 lie  Vermont  Medical  Society  distributed  a ques- 
tionnaire to  its  members  on  the  subject  of  inclusion 
of  physicians  under  Social  Security.  Of  221  replies, 
164  favored  inclusion  on  a voluntary  basis,  36  on  a 
compulsory  basis,  and  2 1 were  opposed  to  any  in- 
clusion under  Social  Security. 


Sarasota’s  New  Hospital 

Physicians  in  Connecticut  who  count  as  one  of 
their  friends  Joseph  H.  Halton,  the  perennial  visitor 
from  Sarasota,  Florida,  will  read  with  interest  the 
N ovember,  1955  issue  of  the  Bulletin  of  the  Sarasota 
County  Medical  Society,  called  the  Sarasota  County 
Medical  Hospital  Edition.  Because  Dr.  Halton  was 
the  pioneer  physician  in  what  was  then  a wilderness 
shortly  after  the  turn  of  the  century,  the  progress 
in  medicine  as  well  as  in  the  development  of  a tour- 
ists’ paradise  will  impress  his  friends  up  north  all 
the  more.  Joe  Halton  made  his  rounds  on  horseback 
and  carried  a six  shooter  on  his  hip.  Joe  Halton  was 
the  first  mayor  of  Sarasota  and  as  the  physician  of 
that  city  established  a private  sanatorium  of  22  beds 
there  in  1908.  This  was  closed  two  years  later  and 
in  1921  Dr.  Halton  opened  a private  hospital  of 
seven  beds,  later  enlarged  to  16  beds.  This  hospital 
closed  in  1954  at  which  time  Dr.  Halton  gave  most 
of  the  equipment  to  Sarasota  County  Hospital. 

The  newr  magnificent,  ultramodern  structure 
housing  Memorial  Hospital  is  a monument  to  the 
citizens  of  Sarasota  County.  It  was  dedicated  on 
October  16,  1955  and  consists  of  147  beds  and  is  one 
of  the  most  modern  structures  in  the  United  States 
today.  Facilities  for  surgery,  x-ray,  laboratory  and 
physiotherapy  are  the  most  modern.  The  emergency 
room  is  completely  equipped  to  handle  any  type  of 
emergency.  There  are  connections  for  telephone, 
television,  radio,  oxygen  and  suction  to  every  bed 
in  the  new  hospital. 
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Edward  Howe,  m.d. 


Benjamin  V. 


ELECTED  TO  CMS  PROFESSIONAL  POLICY  COMMITTEE 


Benjamin  V.  White  and  Edward  Howe,  both  of 
Hartford,  and  Edwin  R.  Connors  of  Bridgeport 
are  the  winners  of  a statewide  election  for  terms  on 
the  Professional  Policy  Commitee  of  Connecticut 
Medical  Service,  Inc.  The  names  of  Drs.  White, 
Howe  and  Connors  will  be  submitted  to  the  next 
meeting  of  the  CMS  Board  of  Directors  for  appoint- 
ment to  the  Committee  as  the  direct  representatives 
of  the  2,595  doctors  throughout  the  State  who  are 
CMS  Participating  Physicians.  Dr.  White  and  Dr. 
Howe  were  both  re-elected  to  the  Committee  for  a 
second  term.  Dr.  Connors  will  be  a new  member  of 
the  Committee. 


White,  m d. 


Edwin  R.  Connors,  m.d. 


1 he  Professional  Policy  Committee  now  is  com- 
prised of  12  practicing  physicians  and  is  unique  in 
the  insurance  field  in  Connecticut,  givinq  the 
928,000  CMS  members  the  advantage  of  the  guid- 
ance of  practicing  physicians  in  the  adjudication  of 
problem  situations  which  arise  in  claims  pending 
for  CMS  surgical-medical  care  coverage.  The  mem- 
bers of  the  Committee  meet  monthly  and  serve 
voluntarily  without  pay  or  remuneration  of  any 
kind. 

Drs.  White,  Howe  and  Connors  were  nominated 
for  the  election  by  their  county  medical  associa- 
tions. In  all,  the  names  of  22  physician  nominees 
appeared  on  the  ballots  mailed  to  the  CMS  Partici- 
pating Physicians. 
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Dr.  Yeager  Receives  Citation 

At  the  meeting  of  the  House  of  Delegates  of  the 
State  Society  in  December,  C.  Frederick  Yeager  of 
Bridgeport  received  a citation  from  the  Connecticut 
Committee  for  the  Employment  of  the  Physically 
Handicapped,  represented  by  Mr.  Edward  P. 
Chester. 

In  presenting  the  citation,  Mr.  Chester  noted  that 
Dr.  eager’s  interest  in  the  problems  of  handicapped 
persons  began  more  than  ten  years  ago,  when  he 
accepted  appointment  as  a district  medical  consult- 
ant for  the  Bureau  of  Vocational  Rehabilitation, 
Connecticut  State  Department  of  Education.  Al- 
though he  is  now  the  Bureau’s  chief  consultant,  he 
remains  active  in  the  district  program,  through 
which  500  handicapped  persons  are  examined  and 
placed  in  suitable  employment  each  year.  The  dis- 
trict area  comprises  Fairfield  and  Litchfield  counties, 
metropolitan  New  Haven  and  Waterbury. 

Dr.  \ eager  served  as  secretary  of  the  Section  on 
Occupational  Health,  Connecticut  State  Medical 
Society,  for  fifteen  years,  as  chairman  of  the 
Society’s  Committee  on  Industrial  Health  from  1943 
to  1949  and  as  first  vice-president  of  the  Society  in 
1946.  In  1949  he  was  elected  to  a one  year  term  as 
president  of  the  New  England  Conference  of  In- 
dustrial Physicians  and  Surgeons.  From  1949  to  1935 
he  devoted  much  of  his  time  to  the  medical  aspects 
of  civil  defense  planning  as  a member  of  the  State 
Medical  Society’s  Committee  on  Emergency  Medi- 
cal Service  and  as  Deputy  Medical  Director  for  Civil 
Defense  in  Fairfield  County  and  as  a member  of  the 
Advisory  Council  to  Connecticut  State  Civil  De- 
fense. Active  in  community  affairs,  he  served  as 
chairman  of  the  Public  Health  Committee  for  the 
Bridgeport  Chamber  of  Commerce  from  1949  to 
1 955- 

Dr.  V eager  received  his  degree  in  medicine  at 
Hahnemann  Medical  College  in  1933,  was  licensed 
to  practice  in  Connecticut  in  1935.  He  attended 
postgraduate  courses  at  Columbia  University  College 
of  Physcicians  and  Surgeons  and  the  Institute  of 
Occupational  Medicine  and  Hygiene,  Yale  Univer- 
sity School  of  Medicine. 


Society  of  American  Board  Internists 

I he  Annual  Meeting  of  The  Connecticut  Society 
of  American  Board  Internists,  Inc.  was  held  on 
December  13,  1955  at  the  Waverly  Inn,  Cheshire. 


It  was  attended  by  sixty-four  members  of  the 
Society. 

The  meeting  began  at  5:00  p.  m.  with  a business 
meeting  and  election  of  officers.  Because  the  Society 
had  been  in  existence  only  since  May,  1955,  the 
same  officers  were  re-elected  for  a second  year. 
I hesc  officers  are  as  follows:  President,  Hugh  L. 
Dwyer,  m.d.,  New  Haven;  President  Elect,  Benjamin 
\ . White,  m.d.,  Hartford;  Secretary-Treasurer, 
Frederick  A.  Beardsley,  m.d.,  Willimantic. 

Councilors:  Benedict  R.  Harris,  m.d.,  New 

Haven;  John  C.  White,  m.d.,  New  Britain;  William 
H.  Resnik,  m.d.,  Stamford;  Harold  E.  Speight,  m.d., 
Middletown;  Fred  C.  Gevalt,  m.d.,  Sharon;  Edward 
Nichols,  m.d.,  Hartford. 

I he  business  meeting  was  followed  by  dinner. 
After  dinner  the  Society  was  addressed  by  Theo- 
dore G.  Klump,  m.d.  president  of  Winthrop  Lab- 
oratories, Inc.,  New  York  City.  His  topic  was 
“Partners  in  Progress.”  Dr.  Klumpp  outlined  in  a 
most  enlightening  way  the  progress  in  medicine 
made  by  cooperation  by  the  medical  profession  and 
the  pharmaceutical  companies. 


Fairfield  County 

The  Annual  .Meeting  of  the  Fairfield  County 
Medical  Association  is  scheduled  for  the  Stratfield 
Hotel,  Bridgeport,  Tuesday,  April  10. 

Edwin  R.  Connors,  Bridgeport,  was  installed  as 
president  of  the  Bridgeport  Medical  Society  at  the 
Annual  Meeting  last  month,  succeeding  Edward  P. 
Kemp,  Fairfield.  New  officers  for  the  year  include: 
Frank  Turchik,  president  elect;  Daniel  B.  Harden- 
bergh,  vice  president;  Joseph  V.  DeLuca,  secretary; 
John  Paget,  treasurer. 

I he  Fairfield  County  Medical  Association,  seek- 
ing a wider  geographical  coverage  by  its  American 
Medical  Education  Foundation  Committee,  has 
sought  the  support  of  local  Societies  in  selecting 
liasion  members  to  serve  in  the  AMEF  program. 

Andreas  Laszlo  of  Southport  has  written  an 
account  of  his  adventures  on  a recent  safari  to 
Angola,  West  Africa  under  the  title  “Doctors, 
Drums  and  Dances.”  This  book  is  published  by 
Hanover  House  and  should  be  interesting  reading. 

The  new  director  of  health  of  Fairfield  is  Nor- 
ton G.  Chaucer,  formerly  deputy  health  director  of 
the  Hartford  Health  Department.  Prior  to  his  four 
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years  in  Hartford  he  was  plant  physician  at  the 
American  Cyanamid  Company  in  Stamford.  Dr. 
Chaucer  is  a graduate  of  Yale  University,  Columbia 
University  College  of  Physicians  and  Surgeons,  and 
Yale  University  School  of  Public  Health. 

William  Kaufman  of  Bridgeport  delivered  a paper 
on  “The  Use  of  Vitamin  Therapy  to  Reverse  Cer- 
tain Concomitants  of  Aging”  at  the  Third  Geronto- 
logical Congress  in  London,  England,  in  July,  1955. 
This  address  was  published  in  the  Journal  of  the 
American  Geriatrics  Society,  Vol.  Ill,  Number  II, 

! N ovember,  1955. 

Hartford  County 

The  New  Britain  Medical  Society  and  the  New 
; Britain  Bar  Association  are  now  in  the  process  of 
studying  and  drawing  up  rules  of  procedure  for 
local  physicians  when  they  appear  in  the  courtroom. 
Matters  covered  by  the  two  groups  are:  fees  in 
: court,  scheduling  of  the  doctor’s  appearance,  pre- 
trial discussion  of  testimony,  medical  examinations 
for  insurance  companies,  medical  reports  and  mal- 
practice suits. 

W.  Allen  Donnelly  of  West  Hartford  has  been 
| elected  vice  president  of  a SinoAmerican  coopera- 
tive organization  composed  of  a group  of  former 
servicemen  who  served  in  the  Far  East. 

Harold  Lipton,  Francis  D.  T.  Bowen,  Joseph  J. 

I Bellizi  and  Francis  J.  Braceland  were  guest  speakers 
last  month.  Dr.  Lipton  addressed  the  West  Hart- 
ford Auxiliary  of  the  American  Yledical  Center  in 
Denver,  JCRS.  His  talk  was  on  “Medicine  and 
Civilization.”  Dr.  Bowen  spoke  to  the  Connecticut 
Valley  Branch  of  the  American  Meteorlogical 
Society  last  month  on  the  effect  of  weather  on 
health.  Dr.  Bellizzi  spoke  to  the  Hartford  Council  of 
Catholic  Nurses  on  “Growth  and  Development  of 
1 Children.”  Dr.  Braceland’s  address  to  the  Greater 
J Hartford  Society  for  Mental  Health  was  “Addenda 
to  the  Mental  Health  Agents.” 

Francis  Helfrick  of  Manchester  appeared  recently 
on  a panel  whose  subject  was  “Mental  Health.” 
This  was  sponsored  by  the  Manchester  Chapter  of 
Hadassah. 

Ernest  E.  Engelhart,  famous  in  Europe  as  an 
orthopedic  surgeon,  died  at  his  home  in  Hartford 
on  January  4 at  the  age  of  62.  Dr.  Engelhart,  a 
native  of  Alsace  Lorraine,  escaped  from  the  Hitler 
regime  in  Germany  and  came  to  this  country  in 
*945- 

February,  1956 


Ralph  M.  Tovell,  William  K.  Bannister,  and  David 
M.  Little  of  Hartford  are  the  authors  of  “Resusci- 
tation of  the  Newborn  Infant”  published  in  the 
December  3,  1955  issue  of  Journal  AM  A. 

Joseph  Klein  and  Lawrence  L.  Malinconico  of 
Hartford  are  the  authors  of  “The  Midforceps  Op- 
eration” published  in  the  American  Journal  of 
Obstetrics  and  Gynecology , November,  1955. 

Hartford  lost  by  death  two  of  its  stalwarts  during 
the  month  of  December.  Robert  B.  Garland  who 
was  a general  practitioner  up  to  the  time  of  his 
death  was  73  years  old.  Almost  since  the  time  he 
started  practice  he  had  been  a police  surgeon  for 
the  city.  A few  days  later  Michael  J.  Morrissey  died 
at  the  age  of  80.  Mike  Morrissey  was  a leader  in 
the  field  of  dermatology  in  Hartford,  an  active 
golfer  until  recent  years,  a congenial  and  popular 
friend  of  many,  layman  and  physician  alike. 

Later  in  the  month  Henry  W.  Furniss,  a practi- 
tioner in  Hartford  for  35  years,  died  at  the  home 
of  his  son  in  Bristol  at  the  age  of  87.  He  had  retired 
from  practice  only  three  years  ago. 

Edward  M.  Einesilver  of  West  Hartford  died 
suddenly  on  December  18  at  the  age  of  58. 

Hartford  has  suffered  another  severe  loss  in  the 
death  of  George  A.  Wulp  on  New  Year’s  Day, 
1956.  His  death  at  the  age  of  59  was  entirely  un- 
expected. George  Wulp  had  made  a name  for  him- 
self in  Hartford  as  a conscientious  family  physi- 
cian. One  of  the  highlights  of  his  life  was  a visit 
to  Germany  in  1945  as  a member  of  an  eight  man 
medical  team  for  the  U.  S.  Strategic  Bombing 
Survey. 

Middlesex  County 

Nina  Toll  presented  a paper,  “The  Use  of  Fren- 
quel  in  Private  Psychiatric  Practice  as  an  Adjunct 
to  Psychotherapy,”  at  the  annual  meeting  of  the 
American  Association  for  the  Advancement  of 
Science  in  Atlanta,  December  27-30  ,1955. 

New  Haven  County 

Francis  Giuffrida  of  Meriden  has  been  promoted 
from  the  rank  of  commander  to  that  of  captain  in 
the  Lk  S.  Naval  Reserve.  A citation  from  President 
Eisenhower  reads  in  part:  “Francis  Giuffrida, 

having  been  specially  commended  for  his  perform- 
ance of  duty  in  actual  combat  by  the  head  of  the 
executive  department  under  whose  jurisdiction  such 
duty  was  performed,  was  on  1 February  1953 
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placed  on  the  retired  list  of  the  U.  S.  Naval  Reserve 
with  the  rank  of  captain.” 

Captain  Giuffrida  was  on  active  duty  with  the 
Navy  from  July,  1941,  to  March,  1946.  He  served 
in  both  the  Atlantic  and  Pacific  theatres  of  war. 
He  was  awarded  the  Bronze  Star  for  meritorious 
service  as  commanding  officer  of  the  medical  bat- 
talion of  the  First  Marine  Division  in  action  against 
the  Japanese  on  Okinawa. 

At  its  last  regular  meeting  on  Wednesday,  No- 
vember 30,  1955,  at  Ramini’s  Restaurant,  the  Meri- 
den Medical  Society  was  entertained  by  Dr.  I.  S. 
Otis,  who  described  his  recent  trip  to  South  Africa 
and  showed  colored  motion  pictures  which  he  had 
taken  of  his  travels.  Many  of  the  scenic  views  were 
spectacular,  and  the  pictures  of  wild  animals  taken 
as  they  roamed  free  in  Kruger  Park  were  most 
interesting  and  unusual. 

John  P.  Peters,  senior  professor  of  medicine  at 
Yale,  died  at  Gaylord  Sanatorium  in  Wallingford  on 
December  29,  1935  at  the  age  of  72  years.  Dr.  Peters 
was  an  eminent  teacher  and  an  authority  in  the 
field  of  internal  medicine. 

Louis  H.  Cohen  of  New  Haven  died  at  his  home 
in  Hamden  after  a long  illness  on  December  30, 
1955  at  the  age  of  43.  Dr.  Cohen  was  a psychiatrist, 
author  and  expert  on  legal  psychiatry. 

Marion  E.  Snavelv  of  West  Haven,  who  was 
formerly  a public  health  officer  in  her  own  town, 
died  on  December  28,  1955  at  the  age  of  59.  She 
had  practised  medicine  for  over  30  years. 

Clayton  S.  Hitchins  and  Frank  P.  Paloncek  of 
New  Haven  are  the  authors  of  “Hysterectomy:  A 
Comparison  of  the  Methods  Based  on  2,008  Con- 
secutive Cases”  published  in  the  American  Journal 
of  Obstetrics  and  Gynecology , November,  1955. 

Three  members  from  Waterbury  were  recently 
elected  fellows  in  the  American  College  of  Sur- 
geons: Peter  V.  C.  Dingman,  Thomas  .Mulligan,  and 

o o c 

Philip  E.  Gedeon. 

Christopher  E.  Dwyer  of  Waterbury,  past  presi- 
dent and  alternate  councilor  of  the  New  Haven 
County  Medical  Association  was  appointed  by 
Mayor  Bergin  of  the  City  of  Waterbury  to  the 
Board  of  Health.  At  the  organizational  meeting  of 
the  Board  on  January  6,  Dr.  Dwyer  was  elected 
president  of  the  Board. 

On  Monday,  January  9,  Dr.  Dwyer,  w ho  has  for 
many  years  been  on  the  staff  of  St.  Mary’s  Hospital 


in  Waterbury,  was  elected  president  of  the  medical 
staff  of  that  institution. 

New  London  County 

The  regular  monthly  meeting  of  the  New  London 
County  Medical  Association  was  held  on  Thurs- 
day, January  5 at  the  Coast  Guard  Academy.  The 
speaker  was  Gideon  deForest,  from  the  Department 
of  Medicine  at  Yale  Medical  School,  who  spoke  on 
“Rheumatoid  Arthritis.”  A dinner  at  the  Mohican 
Hotel  preceded  the  meeting. 

The  monthly  meeting  of  the  St.  Luke’s  Guild 
was  held  in  Norwich  on  January  10.  A brief  busi- 
ness meeting  was  followed  by  a talk  on  “The  Moral 
Law;  Fundamental  Considerations.”  The  speaker 
was  the  Rev.  John  J.  Lynch,  S.J.,  professor  of  moral 
theology,  Weston  College,  Weston,  Massachusetts. 

Morris  Sulman,  m.d.  has  been  named  medical 
director  of  a new  Convalescent  Home,  Highland 
Hall,  located  in  Essex,  Connecticut. 

I he  members  of  the  New  London  County  Medi- 
cal Association  are  being  urged  to  support  a dinner 
dance  given  by  the  Woman’s  Auxiliary,  to  be  held 
at  The  Lighthouse  Inn,  New  London,  on  February 
8.  The  purpose  of  this  dinner  dance  is  primarily 
to  raise  money  for  the  AMEF. 

Windham  County 

Mr.  Richard  B.  Ogrean  has  been  chosen  as  the 
new  administrator  of  the  Windham  Community 
Memorial  Hospital.  Mr.  Ogrean  was  educated  at 
Phillips  Andover  Academy  and  Harvard  University. 
He  is  also  a gradaute  of  Yale  School  of  Hospital 
Administration  and  served  a one  year  residency  at 
Grace-  N ew  Haven  Hospital.  For  the  past  four  years 
he  has  been  assistant  director  at  Grace-New  Haven 
Hospital.  Mr.  Ogrean  expects  to  assume  his  new 
duties  at  Willimantic  about  the  first  of  February. 

A Diagnostic  Clinic,  sponsored  by  The  Tubercu- 
losis Commission  opens  January  10  at  Putnam  and 
will  continued  to  be  held  on  the  second  Tuesday 
of  every  month. 

Public  Act  75  Concerning  Compulsory 
Reporting  of  Blind  Persons 

Was  enacted  at  the  January  1955  session  of  the 
General  Assembly  as  follows: 

Section  1.  Each  physician  and  optometrist  shall 
report  in  writing  to  the  board  of  education  of  the 
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blind  within  30  days  each  blind  person  coming 
under  his  private  or  institutional  care  within  this 
State.  As  used  in  this  act,  the  term  “blind  person” 
means  any  person  whose  central  visual  acuity  does 
not  exceed  20/200  in  the  better  eye  with  correcting 
lenses  or  whose  visual  acuity  is  greater  than  20/200 
hut  is  accompanied  bv  a limitation  in  the  fields  of 
vision  such  that  the  widest  diameter  of  the  visual 
field  subtends  an  angle  no  greater  than  twenty 
degrees.  The  report  of  such  blind  person  shall  in- 
clude the  name,  address,  and  degree  of  vision.  Such 
reports  shall  not  be  open  to  public  inspection. 

Section  2.  This  act  shall  take  effect  July  1,  1955. 

Blind  person’s  name 

Address  

Additional  helpful  information  optional  with  examiner: 

Cause  of  blindness:  

Degree  of  vision:  OD 

OS 

Do  you  think  the  patient  would  wish  to  receive  Board 
services,  for  example  a talking  book  machine? 

Yes No 

So  far  as  you  know,  is  patient  able  to  pay  for  own 
eye  care?  Yes No 


Signature  of  examiner. 

PUBLIC  ACT  NO.  474— AN  ACT  CONCERNING  INSTRUCTION 
OF  THE  BLIND  BY  THE  STATE 

Be  it  enacted  bv  the  Senate  and  House  of  Repre- 
sentatives in  General  Assembly  convened: 

Section  1.  Section  81 8c  of  the  1953  supplement  to 
the  general  statutes  is  repealed  and  the  following  is 
substituted  in  lieu  thereof:  All  legal  residents  of  this 
State  who,  because  of  blindness,  require  special 
educational  programs,  on  the  affirmative  vote  or 
order  of  three  members  of  the  board  of  education 
of  the  blind,  shall  be  entitled  to  receive  such  instruc- 
tion and  for  such  length  of  time  as  may  be  deemed 
exp:dient  by  said  board.  Upon  the  petition  of  any 
parent  or  guardian  of  a blind  educable  child,  a local 
board  of  education  may  provide  such  instruction 
within  the  town  or  it  may  provide  for  such  instruc- 
tion bv  agreement  with  other  towns  as  provided  in 
section  1 399.  The  expense  of  such  instruction  shall 
be  paid  by  the  State,  to  an  amount  not  exceeding 
sixteen  hundred  dollars  for  each  of  such  persons  in 
any  one  year.  When  the  parents  or  guardians  of  anv 
such  blind  person  are  not  able  to  provide  clothing 
and  transportation  for  such  blind  person,  an  addi- 
tional sum  of  thirty  dollars  per  year  may  be  allowed 
for  such  expenses.  The  board  of  education  of  the 


blind  may  provide  for  the  instruction  of  the  adult 
blind  in  their  homes,  expending  annually  for  this 
purpose  such  sum  as  the  general  assembly  may 
appropriate.  All  educational  privileges  prescribed  in 
part  IV  of  chapter  67,  not  inconsistent  with  the 
provisions  of  this  chapter,  shall  apply  to  the  pupils 
covered  by  this  section.  For  the  purposes  of  this 
section,  an  individual  is  blind  only  if  his  central 
visual  acuity  does  not  exceed  20/200  in  the  better 
eye  with  correcting  lenses,  or  if  his  visual  acuity  is 
greater  than  20/200  but  is  accompanied  by  a limita- 
tion in  the  fields  of  vision  such  that  the  widest 
diameter  of  the  visual  field  subtends  an  angle  no 
greater  than  twenty  degrees. 

Section  2.  This  act  shall  take  effect  July  1,  1955. 

Connecticut  Tuberculosis  Association 

The  annual  report  of  the  Connecticut  Tubercu- 
losis Association  for  the  year  1954-1955  presents  a 
format  of  which  its  members  may  well  be  proud. 
The  improvements  in  the  organization  of  the  Asso- 
ciation, its  activities  in  sponsoring  better  legislation, 
and  the  case-finding  studies  it  has  carried  on  are  all 
briefly  outlined.  Noteworthy  is  the  fact  that  the 
annual  Christmas  Seal  Sale  reached  a high  of  $443,- 
570.  Eight  communities  showed  an  increase  of 
twenty  per  cent  or  more  in  their  1954  seal  sales. 
Much  remains  to  be  done,  especially  in  the  field  of 
education,  but  the  value  of  this  organization  has 
been  established  beyond  any  doubt. 

Increase  in  Physicians  and  Nurses 

According  to  the  State  Department  of  Health 
there  were  3,517  physicians  in  Connecticut  and 
12,045  registered  nurses  in  active  service  in  1955. 
These  figures  represent  an  increase  of  117  physi- 
cians over  the  previous  year  and  an  increase  of  204 
nurses  for  the  same  period.  There  is  now  one 
physician  for  every  602  persons  and  one  nurse  for 
every  182  residents.  Other  gains  were  in  the  number 
of  physical  therapists,  chiropractors,  and  chiropo- 
dists with  losses  in  the  number  of  osteopaths, 
natureopaths,  licensed  practical  nurses,  and  hyper- 
trichologists.  These  other  gains  and  losses  were  so 
small  as  to  be  insignificant. 


International  Fertility  Association 
Second  World  Congress  on  Fertility  and  Sterility 
Naples,  Italy 
May  20-26,  1956 
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Farnsworth’s  discussion  of  “Education  Discovers 
Mental  Health”  is  difficult  from  the  standpoint  of 
compression.  1 he  paper  is  an  important  one  but  it 
is  generalized  in  its  observations  and  is  almost  lack- 
ing in  detailed  solutions  of  confessed  problems  and 
in  outlining  programs  of  procedures  (R.  I.  Med. 
Jour.,  XXXVIII:  8,  pp.  439-442). 

“Knowledge  without  virtue  is  dangerous”  is  a 
quotation  from  an  address  by  M.I.T.’s  president 
Dr.  Kill  ian.  Dr.  Farnsworth  considers  it  important 
that  we  include  the  understanding  of  the  emotions 
as  a part  of  the  educational  process  itself.  The 
teacher  is  important,  not  only  from  the  standpoint 
of  what  he  knows  but  of  what  he  is.  Emotional 
security  cannot  be  considered  as  something  separate 
and  distinct  from  intellectual  maturity.  Both  qual- 
ities are  fused  in  the  mature  person. 

Group  conferences  and  individual  discussions 
directed  toward  self  knowledge  and  self  control 
seem  to  be  efforts  of  value.  Dr.  Farnsworth,  how- 
ever, does  confess  that  the  problem,  from  an  educa- 
tional standpoint,  does  seem  to  be  new.  The  diffi- 
culty as  it  relates  to  the  student  has  been  long 
recognized  but  very  little  has  been  done  about  it. 
Dr.  Farnsworth  concludes  that  the  field  of  college 
mental  health  is  just  being  mapped  out,  that  its  culti- 
vation is  as  yet  slight,  that  its  “potentialities  are 
indeed  great,  and  that  the  things  that  can  be  learned 
in  developing  mental  health  in  our  colleges  and 
schools  are  applicable  to  society  generally.”  Col- 
leges, in  his  opinion,  can  develop  good  mental  health 
in  their  students  by  practicing  it,  both  in  official 
activities  and  in  terms  of  the  individual  lives  of 
their  members. 

# # # # 

“The  Diagnosis  of  Innocent  Heart  Murmurs  in 
Children”  presents  a problem  to  the  pediatrician  that 
is  commonly  difficult  and  too  often  dangerous  to  his 
local  reputation.  A heart  murmur  to  the  average 
mother  means  heart  disease  and  nothing  else.  A care- 
less word  can  mean  endless  explanations  which  in 
the  end  leave  her  only  half  convinced  that  the  con- 
dition is  harmless  and  will  in  time  disappear.  The 
doctor  himself  is  often  bothered  by  the  doubt  as  to 
whether  his  diagnosis  will  prove  with  time  to  be 
the  correct  one. 


Rhodes  (G.  E.,  XIF2,  pp.  69-71)  points  out  the  j 
fact  that  the  commonest  innocent  murmur  of  child-  I 
hood  is  a systolic  “vibratory”  sound  heard  best  in 
the  third  intercostal  space  near  the  sternum.  Some- 
times a loud  third  heart  sound  or  a venous  hum  is 
mistaken  for  diastolic  murmur.  Close  attention  to 
the  auscultatory  findings  is  usually  enough  to  estab- 
lish that  the  extraneous  sounds  are  innocent. 

=*  * * # 

Methylphenylsuccinimide  (Milontin)  was  given 
by  Davidson  et  al  to  a selected  group  of  296  patients 
in  a period  of  three  vears  (New  Eng.  Jour.  Med., 
253:5,  pp.  173-175).  No  serious  side  effects  were 
encountered.  In  ten  to  five  per  cent  sedation,  ataxia, 
irritability  and  rash  occurred  in  the  order  named. 

Seizure  control  was  most  effective  for  those  per- 
sons with  pure  petit  mal  and  for  those  with  three- 
per-second  spike-wave  discharges  in  the  electro- 
encephalogram. Petit  mal  attacks  were  reduced  by 
more  than  half  in  40  per  cent  of  patients,  in  36  per 
cent  if  a dione  (Tridione  or  Paradione)  had  been 
employed  in  the  previous  control  period,  and  in  58 
per  cent  if  it  (dione)  had  not  been  used.  Patients 
with  grand  mal  attacks  were  apparently  benefitted. 
However,  other  anticonvulsant  drugs  were  used  in 
these  cases. 

The  authors  conclude,  for  many  reasons,  that 
Milontin  may  logically  be  used  in  the  initial  treat- 
ment of  petit  mal. 

# # # * 

“Nonallergic  Asthma  (Differential  Diagnosis  and 
Treatment)”  is  the  subject  of  a lengthy  discussion 
by  Hurwitz  (Cal.  Med.,  83:2,  pp.  61-67).  It  is  only 
recently  that  the  classification  of  asthma  into  allergic 
and  nonallergic  has  gained  favor.  We  can  mildly 
quarrel  with  the  author  over  his  conclusion  that 
nonallergic  asthma  commonly  occurs  only  after 
middle  life,  for  it  is  met  with  in  young  children— 
and  not  too  rarely.  Nonallergic  asthma  is  commonly 
the  result  of  recurrent  infection  of  the  upper  and 
lower  respiratory  tract. 

Precipitating  causes  of  an  asthmatic  attack  are 
acute  (or  subacute)  respiratory  infections,  mechani- 
cal and  chemical  irritants,  autonomic  imbalance, 
hormonal  deficiencies  and  psychogenic  influences. 


Connecticut  State  Medical  Journal 


FROM  OUR  EXCHANGES 


163 


These  secondary  causes  play  an  important  role  in 
nonallergic  asthma  because  of  the  tendency  to 
chronicity  in  this  form  of  the  disease. 

The  introduction  of  the  antibiotic  and  cortico- 
steroids in  the  treatment  of  infectious  asthma  has 
supplied  a potent  weapon  to  combat  the  disease. 
The  use  of  these  therapeutic  agents  makes  it  possible 
to  control  two  of  the  important  pathologic  lesions 
of  asthma— bronchial  infection  and  bronchial  inflam- 
mation. The  author  concludes  that  combined  anti- 
biotic and  cortisone  or  hydrocortisone  therapy  of 
asthma  seems  to  be  the  most  rational  method  of  pre- 
venting the  disease  from  becoming  chronic  and 
intractable.  Their  value  in  infectious  asthma  is  due 
to  their  anti-infective  and  antiflammatory  action. 


Emmett  et  al  present  an  interesting  summary  of 
their  experience  with  the  “Clinical  Progress  of 
Patients  After  Gastric  Resection”  (W.  V a.  Med. 
Jour.,  51:8,  pp.  237-241). 

1.  Adequate  subtotal  gastrecomy  will  result  in  a 
comparative  relief  of  symptoms  in  about  90  per  cent 
of  the  cases  (cases  must  be  properly  selected). 

2.  Subtotal  gastrectomy  carries  a mortality  rate 
of  from  1 per  cent  to  2 per  cent. 

3.  The  authors  believe  that  a patient’s  ability  to 
return  to  his  full  employment  after  operation  is  a 
reasonable  criterion  as  to  the  success  or  failure  of 
the  operative  procedure. 

4.  Patients  who  have  not  gained  their  preoperative 
weight  are  not  necessarily  the  patients  who  have 
residual  gastric  symptoms.  Patients  who  have  actual- 
ly gained  weight  sometimes  have  residual  gastric 
symptoms,  as  do  those  who  have  lost  weight  and 
those  with  stable  weight.  I he  authors  have  seen  no 
patient  in  this  group  (175  cases  of  subtotal  gas- 
trectomy) whose  nutrition  seemed  theatened  as  a 
result  of  the  operative  procedure. 

5.  The  authors  believe  that  emergency  gastrect- 
omy for  the  treatment  of  uncontrolled  massive 
peptic  ulcer  bleeding  is  a life  saving  procedure. 

6.  In  the  authors’  experience  with  resection  for 
perforated  peptic  ulcer  the  definitive  treatment 
(subtotal  gastrectomy)  for  perforation  is  as  safe  and 
as  simple  as  closure  and  the  incidence  of  the  relief 
of  symptoms  is  materially  enhanced  by  resection. 


“Pectus  Excavatum;  Its  Surgical  Treatment”  is  the 
subject  of  an  extended  article  by  Perkins  (^V.  V a. 


Med.  Jour.,  51:8,  pp.  227-232).  Dr.  Perkins  con- 
siders pectus  execavatum  (funnel  chest)  to  be  a con- 
genital defect  which  is  due  to  a short  central  tendon 
of  the  diaphragm.  He  considers  that  from  a physio- 
logic and  psychologic  standpoint  early  treatment  is 
important.  It  is  his  opinion  that  if  the  defect  is  not 
corrected  at  an  early  age,  preferably  before  the  age 
of  six  months,  it  leads  to  a more  complicated  type 
of  deformity  characterized  by  a depression  of  the 
sternum  as  well  as  a defect  of  the  lower  portion  of 
the  thoracic  cage. 

The  author  has  surgically  corrected  seven  cases 
of  pectus  excavatum. 

(Ed.  This  article  interested  me.  I must  confess  that 
I had  no  personal  experience  with  the  surgery  of 
these  cases.  I have  seen  a good  many  but  none  that 
were  operated  on.  So  far  as  I know  these  children 
grew  up  quite  normally  both  from  the  psychological 
and  physiological  standpoint.  Maybe  I am  wrong. 
Certainly  patients  for  surgical  treatment  should  be 
selected  with  care  and  wisdom.) 

# # # # 

Stocks  and  Campbell  present  an  interim  report  on 
“Lung  Cancer  Death  Rates  Among  Non-Smokers 
and  Pipe  and  Cigarette  Smokers”  in  the  British 
Medical  Journal,  4945,  October  15,  1955.  What  the 
study  really  did  was  to  point  out  that  there  is  prob- 
ably some  truth  in  the  fact  that  benzpyrene  plays  a 
dual  role  in  producing  lung  cancer,  through  ciga- 
rettes and  through  air  pollution.  I he  air  pollution 
factor  showed  up  as  soon  as  the  death  rates  were 
compared  in  smokers  and  in  nonsmokers  in  rural 
areas  with  those  in  an  urban  area.  I he  concentration 
of  smoke  and  of  3: 4-benzpyrene,  other  polycyclic 
hydrocarbons,  and  sulphur  dioxide  in  the  air  was 
found  to  rise  with  increasing  urbanization.  In  the 
Liverpool  area  selected  for  this  study  the  benzpy- 
rene figure  was  found  to  be  8 to  1 1 times  as  great  as 
in  the  rural  localities  examined. 


Research  Center  for  Skin  Diseases 

Stanford  University  School  of  Medicine  in  San 
Francisco  has  under  construction  a research  center 
for  fundamental  studies  of  skin  diseases  financed 
by  funds  totalling  $13  5,000  from  public  and  private 
sources.  This  Stanford  Dermatology  Research  Lab- 
oratories will  consist  of  three  laboratories  for  skin 
pathology,  experimental  mycology,  and  cutaneous 
physiology,  respectively. 
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State  Auxiliary 

A Conference  of  school  physicians,  the  first  meet- 
ing of  its  kind  in  Connecticut,  was  held  in  Novem- 
ber. Mrs.  Creighton  Barker,  chairman  of  Auxiliary’s 
Committee  on  School  Health,  arranged  for  the 
dinner  which  followed  the  meeting.  Mrs.  Dewey 
Katz,  Mrs.  Barnett  Freedman  and  Mrs.  Edward 
Wakeman  assisted  with  registration. 

At  the  fall  Board  meeting,  Mrs.  Charles  Gratz, 
first  vice  president  and  chairman  of  Membership, 
informed  the  members  that  National  has  designated 
this  year  as  one  of  experimentation  in  organization 
and  membership.  Instead  of  sending  suggestions  to 
the  State  Auxiliaries,  National  is  asking  the  States 
to  tell  how  National  can  help  them  with  organiza- 
tional problems  and  how  it  can  develop  better  mem- 
bership participation  in  county  groups. 

HARTFORD  COUNTY 

At  the  end  of  January  the  Auxiliary  sponsored 
an  informal  dance  for  members  and  prospective 
members  for  the  benefit  of  the  Memorial  Scholar- 
ship Fund.  It  was  held  at  the  Hartford  Club.  Paul 
Landerman  and  his  orchestra  furnished  the  music. 
A feature  of  the  evening  was  a Variety  Show  put  on 
by  Hartford  County  doctors  and  their  wives. 

Chairmen  of  the  dance  were  iVlrs.  Edmund  Bcizer 
and  Mrs.  Nicholas  St.  John.  They  were  assisted  by 
the  following  committee:  Mesdames  John  O’Connell, 
John  E.  Burns,  Donald  McCrann,  Archibald  Dem- 
ing,  Irving  Krall,  Stevens  J.  Martin,  John  C.  Allen, 
William  A.  Goodrich,  Paul  Fisher,  Charles  N.  Sulli- 
van, George  J.  Rosenbaum  and  Vincent  Turco. 

LITCHFIELD  COUNTY 

There  are  59  members  in  Litchfield  County,  seven 
of  whom  attended  the  State  semi-annual  meeting. 
They  found  it  very  interesting. 

In  January  the  Litchfield  County  Medical  Asso- 
ciation invited  the  members’  wives  to  Conley  Inn, 
Torrington.  They  were  entertained  by  a Spring 
Fashion  Show  of  casual  wear  while  the  doctors  held 


their  business  meeting.  Afterward  both  groups  met 
for  dinner.  This  was  the  first  time  the  doctors  had 
invited  wives,  and  Auxiliary  members  welcomed 
the  opportunity  to  greet  the  wives  of  all  the  physi- 
cians in  Litchfield  County. 

NEW  LONDON  COUNTY 

During  December  the  Auxiliary  held  a .Member- 
ship Tea  at  the  home  of  Mrs.  Eric  Blank  in  New 
London.  There  was  a large  turnout.  Mrs.  Milton 
Fabricant  acted  as  chairman.  Art  work  done  by 
members  was  displayed.  Mrs.  Hugh  Lena,  president 
of  the  County  Auxiliary,  spoke  to  the  guests  on  the 
aims  of  the  Auxiliary  and  welcomed  a large  group 
of  new  members. 

Mrs.  William  J.  Murray  of  New  London  w ill  act 
as  chairman  of  the  AMEF  Dinner-Dance  which  will 
be  held  at  Lighthouse  Inn  on  February  8.  Windham 
County  will  act  as  cosponsor. 

WINDHAM  COUNTY 

Windham  County  will  join  with  New  London 
County  Auxiliary  in  sponsoring  a Dinner-Dance  for 
the  benefit  of  AMEF  on  February  8.  This  is  the 
second  year  of  what  is  hoped  w ill  become  an  annual 
event. 


LETTERS  TO  THE  EDITOR 

From  a Student  Member  of  Our  Society 

Albany  Medical  College, 
December  18,  1955 

To  the  Editor: 

Enclosed  is  my  check  for  $2.50  to  cover  the  re- 
newal of  my  subscription. 

I have  enjoyed  the  Journal  and  wish  to  thank 
you  for  making  it  available  to  myself  and  other 
students  interested  in  medicine  in  Connecticut. 

Respectfully  yours, 
Clarke  Russ 
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HARTFORD  MEDICAL  SOCIETY 

February  6 

Claude  Beck 

Surgical  treatment  of  coronary  insufficiency 

February  20 
Ralph  Colp 

Surgical  aspects  of  upper  GI  bleeding 

March  5 

Benjamin  Fclson 

Modern  techniques  in  x-ray  diagnosis 

March  19 

Eugene  Stead 

Current  concepts  of  heart  failure 

April  2 

I.  Snapper 

Medical  aspects  of  bone  disease 

April  16 

A.  F.  R.  Andressen 
Ulcerative  colitis 

Meetings  are  held  at  8:30  p.  m.  at  the  Hunt  Memorial 
Building,  Hartford. 


American  College  of  Surgeons 
Sectional  Meeting 

Bellev  ue-Stratford  Hotel,  Philadelphia 
February  13-16,  1956 


AMERICAN  MEDICAL  ASSOCIATION 
COUNCIL  ON  RURAL  HEALTH 

Program — Meeting  of  State  committees  handling  rural 
j health  programs.  Junior  Ballroom,  Multnomah  Hotel,  Port- 
| land,  Oregon,  March  8,  1956. 


American  Academy  of  General  Practice 
8th  Annual  Scientific  Assembly 
Washington,  I).  C. 

March  19-22,  1956 


National  Health  Forum 
New  York  City 
March  21-22,  1956 


American  Psychosomatic  Society 
13th  Annual  Meeting 
Boston,  Mass. 

March  24-25,  1956 


NOTICES 

AMERICAN  TRUDEAU  SOCIETY  ANNOUNCES 
A POSTGRADUATE  COURSE 

The  Measurement  of  Pulmonary  Function  in  Health 
and  Diseases 

Sponsored  by  the  .Medical  Schools  of  Harvard  University, 
Tufts  College  and  Boston  University,  Boston,  March  26  to 
30,  1956,  9:00  a.  m.  to  5:00  P.  M. 

A course  aimed  at  physicians  interested  in  diseases  of 
the  chest  who  wish  to  acquaint  themselves  with  the  methods 
used  in  the  evaluation  of  pulmonary  function.  Methods 
of  analysis  of  pulmonary  function  and  related  cardiac  func- 
tion will  be  described  and  demonstrated.  Tuition  $50. 
Applications  and  more  detailed  information  may  be  ob- 
tained from  Edward  J.  Welch,  m.d.,  chairman.  Regional 
Committee  on  Postgraduate  Courses,  1101  Beacon  Street, 
Brookline  46,  Massachusetts. 

Connecticut  physicians  interested  in  receiving  tuition 
scholarships  may  apply  to  their  local  tuberculosis  associa- 
tions or  to  the  Connecticut  Trudeau  Society,  R.  C.  Edson, 
m.d.,  secretary,  17  Woodland  Street,  Hartford.  A limited 
number  of  scholarships  for  tuition  and  in  some  cases  $50 
expense  will  be  considered  by  the  Connecticut  Trudeau 
Society. 


TWENTY-NINTH  ANNUAL  SPRING  CONGRESS 

The  Twenty-Ninth  Annual  Spring  Congress  in  ophthal- 
mology, otology,  rhinology,  laryngoscopy,  faciomaxillary 
surgery,  bronchoscopy  and  esophogoscopy,  April  2-7,  1956, 
Roanoke,  Virginia.  For  details  write  Dr.  E.  G.  Gill,  Box 
1789,  Roanoke,  Virginia. 


International  Anesthesia  Research  Society 
30th  Annual  Congress 
Miami  Beach,  Florida 
April  9-12,  1956 


Aero  Medical  Association 
27th  Annual  Meeting 
Chicago,  Illinois 
April  16-18,  1956 


Hawaii  Medical  Association  Centennial 
Honolulu,  T.  H. 

April  22-26,  1956 
Scientific  Sessions — Reef  Hotel 
For  particulars  address  Hawaii  Medical  Association, 
510  South  Beretania  Street,  Honolulu  13,  T.  H. 


American  Association  of  the  History  of  Medicine 
29th  Annual  Meeting 
Durham,  North  Carolina 
April  19-21,  1956 
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ARE  YOU  TAX  BAIT? 


Ralph  R.  Benson,  ll.b., 


The  Author.  Attorney  at  Law 

This  is  the  fourth  in  a series  of  articles  designed  to  help  the 
physician  to  he  more  meticulous  in  his  bookkeeping  and  thus 
less  apt  to  encounter  difficulties  with  federal  revenue  agents. 

Bait  No.  i 4 

ARE  YOU  BUYING  PROPERTY ? 

Dr.  N,  31,  in  his  first  year  of  practice,  purchased 
a $50,000  home.  The  escrow  called  for  $25,000  cash 
down  and  a $25,000  mortgage.  The  County  Asses- 
sor, using  the  50  per  cent  value  of  the  real  estate  as 
a yardstick,  placed  a $25,000  value  as  assessment 
for  county  real  property  taxes. 

This  new  home  was  a far  cry  from  the  fox  holes 
on  the  Anzio  Beachhead  as  a medical  corpsman 
under  mortar  fire  and  exploding  hand  grenades. 
With  victory  in  Europe  came  medical  school  under 
the  G.I.  bill.  He  dreamed  of  a small  town  practice. 
Finally,  at  31,  he  was  already  established  in  a small 
city,  had  a new  home,  and  had  married.  He  donated 
one  afternoon  a week  to  a Spastic  Children’s  Founda- 
tion and  even  gave  a donation  of  $1,000  to  its  fund. 
He  was  well  liked  by  the  community  and  the  home 
was  a symbol  of  his  inner  well-being. 

One  night  he  sat  down  to  do  his  tax  return.  His 
return  was  fairly  simple  inasmuch  as  it  was  his  first 
year  in  practice.  He  decided  to  itemize  his  deduc- 
tions on  page  3.  He  took  $1,000  charitable  deduc- 
tion. He  also  took  a deduction  for  the  taxes  and 
mortgage  interest  on  the  house.  His  return  was 
absolutely  accurate.  But  his  return  w as  pulled.  The 
Government  was  in  a fog  as  to  the  low  mortgage 
interest  compared  to  the  high  real  estate  taxes.  1 he 
realty  taxes  are  a give-away  as  to  valuation.  When 
the  tax  people  looked  for  prior  tax  returns  from 
Dr.  N,  they  found  none.  They  called  him  in  to  meet 
him.  It  was  a short  visit  when  the  doctor  explained 
that  the  $25,000  down  payment  came  from  his  w ife’s 
family  as  a present  to  the  newlyweds. 

The  moral  is:  Be  prepared  to  explain  the  source 


Los  Angeles,  California 

of  anv  large  dow  n payment  in  buying  property.  The 
size  of  the  down  payment  reveals  itself  to  the  Gov- 
ernment both  on  a tax  return  and  in  the  records  of 
the  County  Recorder  which  are  often  scrutinized 
by  the  Treasury  Department.  The  tax  man  at  the 
Federal  Building  looks  at  the  tax  return,  page  3, 
for  the  items  of  realty  taxes  and  mortgage  interest 
and  could  then  approximate  the  down  payment. 
The  tax  man  at  the  County  Recorder’s  Office  can 
look  at  the  recorded  mortgage  instrument  for  the 
size  of  the  debt  and  then  look  at  the  deed  for  the 
documentary  stamps  which  are  paid  on  the  total 
value  of  the  property  and  he  then  arrives  at  the 
amount  paid  dow  n.  At  the  Recorder’s  Office,  these 
documentary  stamps  are  helpful  because  usually  the 
deed  to  the  property  does  not  state  the  total  sales 
price.  Believe  it  or  not,  the  Government  is  not  a 
snooper,  but  the  tax  checkers  and  special  agents  are 
well  trained  and  intelligent. 

Bait  No.  1 5 

WILL  THE  INVENTORY  OF  AN  ESTATE  SHOW  UP 
POSSIBLE  UNPAID  INCOME  TAXES? 

This  year  Dr.  O died  suddenly  of  a coronary. 
He  was  36  years  old,  a professor  of  pathology,  and 
relied  on  his  $7,000  per  annum  for  his  wife  and 
family.  All  his  life  he  never  experienced  any  income 
tax  headaches.  But  on  his  death  his  income  tax  prob- 
lems suddenly  came  to  life. 

It  all  started  three  years  before  when  he  was 
honored  with  a $25,000  prize  in  recognition  of 
scientific  achievement  and  given  another  $9,000  for 
three  additional  years’  future  work  in  this  field, 
receiving  it  at  the  rate  of  $3,000  per  year  for  three 
years.  He  actually  paid  no  income  tax  on  any  of 
this  money.  When  he  died  the  inventory  of  his 
estate  showed  a cash  sum  of  $25,000  and  nothing 
else.  The  Government  is  likely  to  call  the  widow 
in  and  put  a restraint  on  the  funds.  The  Govern- 
ment is  interested  in  knowing  how  a professor  was 
able  to  accumulate  $25,000  cash.  Actually,  there  is 
no  income  tax  payable  on  the  $25,000  itself  since  it 
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Roentgenographic  pattern  of  colon  mass  propulsion A 


(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


C3~>- 


Reestablishing  Bowel  Reflexes  with  Metamucil' 


Nervous  fatigue , tension,  injudicious  diet,  failure  to  establish  regularity,  too  little 
exercise,  excessive  use  of  cathartics — all  factors  which  contribute  to  constipation.1 2 


Sufficient  bulk  and  sufficient  fluid  form  the  basic 
rationale  of  treatment  of  constipation  with 
Metamucil. 

Metamucil  (the  mucilloid  of  Plantago  ovata) 
produces  a bland,  smooth  bulk  when  mixed  with 
the  intestinal  contents.  This  bulk,  through  its  mass 
alone,  stimulates  the  peristaltic  reflex  and  thus 
initiates  the  desire  to  evacuate,  even  in  patients  in 
whom  postoperative  hesitancy  exists. 

Such  gentle  stimulation  is  of  distinct  advantage 
in  reeducating  and  reestablishing  those  reflexes 
which  control  bowel  evacuation.  Many  factors  may 
pervert  the  normal  reflexes,  causing  finally  chronic 
constipation.  Among  them  are:  nervous  fatigue 
and  tension,  improper  intake  of  fluid,  improper 
dietary  habits,  failure  to  respond  to  the  call  to 
stool,  lack  of  physical  exercise  and  abuse  of  the 
intestinal  tract  through  excessive  use  of  laxatives.2 

Correction  of  constipation  logically,  therefore, 
lies  in  the  suitable  adjustment  of  these  factors.  The 
characteristics  of  Metamucil  permit  the  correction 
of  most  of  these  factors:  it  provides  bulk;  it  de- 


mands adequate  intake  of  fluids  (one  glass  with 
Metamucil  powder,  one  glass  after  each  dose) ; it 
increases  the  physiologic  demand  to  evacuate;  and 
it  does  not  establish  a laxative  “habit.”  Metamucil, 
in  addition,  is  inert,  and  also  nonirritating  and 
nonallergenic. 

The  average  adult  dose  is  one  rounded  teaspoon- 
ful of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  fruit  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  4, 
8 and  16  ounces.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


1 . Best,  C.  H.,  and  Taylor,  N.  B. : The  Physiological  Basis  of 
Medical  Practice : A Text  in  Applied  Physiology,  ed.  5,  Balti- 
more, The  Williams  & Wilkins  Company,  1950,  pp.  579-583. 

2.  Bargen,  J.  A.:  A Method  of  Improving  Function  of  the 
Bowel,  Gastroenterology  13  : 275  (Oct.)  1949. 
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is  a “reward”  in  recognition  of  the  doctor's  past 
efforts.  But  the  $9,000  which  was  an  “award”  for 
future  efforts,  although  already  used  up  for  living 
expenses,  should  have  been  reported  on  the  doctor’s 
income  tax  returns  for  the  past  three  years.  So, 
after  the  widow  retains  a lawyer  or  an  accountant 
and  files  three  separate  amended  income  tax  returns 
reporting  $3,000  more  per  year  and  pays  the  three 
additional  income  taxes  due  and  interest  charges, 
and  after  months  of  delay  the  matter  will  finally 
come  to  an  end. 

The  moral  is:  Nothing  is  so  sure  as  death  and 
taxes— and  even  income  taxes  after  death.  Uncle 
Sam  regularly  checks  inventories  of  estates  for  in- 
come taxes  which  may  have  been  overlooked  by 
the  deceased. 

See  your  tax  advisor  in  the  year  the  money  is 
received  to  determine  if  it  is  taxable  or  exempt.  Do 
not  let  the  problem  linger  on. 

Bait  No.  1 6 

ARE  YOU  A VICTIM  OF  THE  BANK  DEPOSIT  METHOD? 

Dr.  P last  year  had  a crazy  bank  account  that 
took  flip-flops.  His  trouble  was,  he  put  everything 
in  one  commercial  account— business  receipts  and 
everything  else.  Even  $5,000  was  thrown  into  the 
account  when  the  doctor  hit  the  jack-pot  on  a 
super-dooper  National  quiz  show  . He  sold  the  two 
truckloads  of  prizes,  w orth  $20,000  to  the  first  taker 
for  $5,000  cash.  The  bank  account  and  the  doctor’s 
luck  were  riding  high— that  is  until  the  photo  of 
the  beaming  doctor  in  the  new  spaper  was  seen  by 
the  local  tax  office.  This  year  his  return  is  checked 
thoroughly  and  the  money  from  the  prizes  traced 
to  his  bank  account.  The  doctor  had  a “new” 
jackpot  in  a colossal  amount  of  time  spent  by  him 
and  the  tax  people  in  going  oyer  his  return  and 
bank  account.  The  doctor  was  quickly  informed 
that  the  full  fair  market  value  of  the  merchandise 
to  him— $20,000— was  taxable.  It  was  a “shocker”  to 
learn  that  the  Government  ignored  the  $5,000  he 
received  from  the  extremely  w filling  buyer  and  was 
required  to  pay  tax  on  $20,000  most  of  which  money 
he  never  received.  He  had  another  jolt  w hen  the 
tax  man  looked  with  an  inquiring  eye  at  all  of  his 
bank  deposits  for  the  year  show  ing  a grand  total 
of  $45,000  when  the  doctor  had  only  shown  $30,000 
gross  total  on  his  return  earned  from  his  practice. 
From  a simple  bait  of  publicity,  the  tax  men  were 
attracted  to  the  bigger  bait  lurking  in  his  bank  state- 
ments. From  the  initial  bait,  a secondary  bait  was 


revealed.  From  a routine  field  audit,  where  the 
agent  assumes  the  honesty  of  the  taxpayer,  now  the 
past  returns  w ill  be  turned  over  to  the  special  agents 
of  the  Intelligence  Unit  as  a possible  fraud  case 
if  not  sufficiently  explained.  Even  accounting  for 
the  $5,000  from  the  “lucky  windfall,”  it  left  the 
doctor  with  the  problem  of  explaining  the  rest— 
$10,000  of  deposits— for  the  year.  Forcing  the  tax- 
payer to  explain  is  called  the  “bank  deposit”  method. 
This  torment  is  actually  a part  of  each  investigation 
since  bank  deposits  are  business  records.  This 
method  is  rationalized  by  the  Goyernment  as  being 
a valid,  reconstructed  income.  Dr.  P is  tormented 
for  the  next  few  months  in  kicking  out  the  phony 
reconstruction  and  explaining  this  $10,000  of  de- 
posits. This  is  what  he  comes  up  with: 

(1)  $3,000  of  checks  cashed  by  Dr.  P as  a favor 
for  his  patients.  He  felt  he  was  far  more  justified  in 
cashing  them  than  the  local  saloon  with,  of  course, 
the  patient  using  the  cash  from  the  pay  check  to  pay 
at  least  $5  on  his  bill. 

(2)  $3,000  transferred  from  an  old  checking  ac- 
count in  another  city— money  on  which  tax  had 
been  reported  and  paid  fiye  years  ago  when  the 
doctor  had  been  living  there. 

(3)  $1,000  of  his  wife’s  “rainy-day”  savings  de- 
posited when  the  doctor's  bank  balance  dropped  too 
low  to  cover  checks  that  were  already  out. 

(4)  A $3,000  loan  obtained  from  his  bank  and 
deposited  to  his  account  to  pay  for  new  x-ray 
equipment. 

I he  moral  is:  Dr.  P now  looks  at  prizes  and  quiz 
programs  on  radio  or  TV  w ith  a jaundiced  taxeye 
before  ever  accepting  them  again.  Dr.  P deposits 
only  his  net  receipts  from  patients  in  one  commer- 
cial account  and  when  he  does  cash  their  pay  checks 
at  the  office,  he  immediately  hustles  to  the  bank  and 
trades  the  same  checks  in  for  cash.  When  his 
account  is  low,  he  pays  his  bills  by  money  order. 
When  he  borrows  money  to  buy  equipment,  he  has 
the  bank  make  out  the  check  directly  to  the  surgical 
supply  house,  completely  bypassing  his  checking 
account.  When  he  wants  to  close  out  an  old  check- 
ing account,  he  simply  writes  checks  against  it  to 
xvipe  it  out  without  bothering  the  old  bank  to 
transfer  the  funds. 

Bait  No.  i 7 

ARE  YOU  a VICTIM  OF  THE  NET  WORTH  THEORY  ? 

Three  doctors  attended  the  “birth  of  a group.” 
There  was  Dr.  Q,  an  internist,  who  had  the  land 
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and  building  worth  $150,000  all  paid  for.  Dr.  R was 
a GP  w ith  a large  practice  as  the  core  of  the  new 
group  practice.  Dr.  S,  an  Orthopod  of  international 
prestige,  would  be  the  “old”  man  of  the  group, 
although  only  45,  and  he  was  willing  to  leave  his 
post  at  the  County  Hospital  and  contribute  his  serv- 
ices as  specialist  and  executive  administrator.  Neither 
Drs.  R nor  S were  in  a position  to  contribute  any 
cash  or  property. 

At  the  end  of  the  first  year,  the  group  filed  a 
partnership  return,  innocently  called  an  “informa- 
tion return,”  but  jammed  full  of  financial  informa- 
tion about  the  group  by  way  of  a balance  sheet  and 
profit  and  loss  statement.  It  showed  in  the  net 
worth,  land  and  buildings  worth  $150,000,  ow  ned 
by  three  equal  partners.  The  group  made  a total 
net  the  first  year  of  $120,000  split  $40,000  apiece. 
In  view  of  the  income  and  assets  on  the  partnership 
return,  the  Government  checked  out  each  partner’s 
individual  return,  each  for  the  first  time.  The  GP 
and  orthopod,  who  contributed  neither  property 
nor  cash,  cleared  easily.  However,  Dr.  Q,  the  con- 
tributor of  the  land  and  buildings,  received  the  “net 
worth”  test.  It  seems  that  he  did  not  have  his 
records  for  the  past  4 years.  By  a fluke,  an  aide 
had  thrown  out  some  of  his  old  cash  receipt  books 
and  records  when  the  doctor  told  her  it  was  O.K. 
to  destroy  a pile  of  new  day  books  received  in 
January  from  practically  every  surgical  supply 
house  and  bank. 

From  the  initial  bait  of  high  partnership  income, 
the  Government  went  hook,  line  and  sinker  for  the 
secondary  bait  of  inadequate  bookkeeping  to  follow 
the  trail  of  wealth.  From  a field  check,  it  becomes 
a fraud  check. 

Because  of  the  spotty  records,  the  Government 
applied  the  net  worth  accounting  method  to  recon- 
struct his  income  over  the  past  three  years  and  to 
see  if  that  income  tallied  with  his  income  as  reported 
on  the  returns.  They  asked  the  doctor  for  a list  of 
his  assets  as  of  three  years  ago  and  as  of  now  and 
figured  out  the  increase.  Then  they  looked  at  his 
tax  returns  as  filed  for  the  past  three  years  to  see 
what  he  had  left  after  paying  taxes.  Then  they 
wanted  to  know  what  his  fair  estimates  of  his  living 
expenses  were  for  the  past  three  years. 

All  of  these  figures  fell  into  a neat  formula: 
CHA  = NAT  - LEX 

This  means  Change  of  Assets  should  equal  Net 
after  Taxes  minus  Living  Expenses.  And  if  it  does, 
the  doctor’s  tax  returns  have  met  the  acid  test. 


The  moral  is:  Keep  your  records  intact  for  at 
least  four  years  back— in  your  w ife’s  jewel  box  if 
necessary— try  the  net  worth  theory  on  yourself 
once  a year— and  you  may  keep  the  tax  man  away. 

The  End 


NEW  BOOKS  IN  REVIEW 
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MEDICAL  RESEARCH:  A MIDCENTURY  SURVEY. 
Vol.  I:  American  Medical  Research  in  Principle  and 
Practice.  765  pp.  Vol.  II:  Unresolved  Clinical  Prob- 
lems in  Biological  Perspective.  740  pp.  Edited  by  Esther 
Everett  Lape  and  Associates.  Published  for  the  Amer- 
ican Foundation.  Boston:  Little,  Brown  & Co.  1955. 
$15  the  set. 


Reviewed  by  J.  R.  Miller 

When  Walter  Winchell  found  to  his  consternation  that 
his  appeals  for  the  Damon  Runyon  Fund  had  produced  a 
veritable  avalanche  of  contributions,  he  wisely  listened 
(most  of  the  time,  that  is)  to  his  friend  Gen.  Kirkpatrick. 

I he  story  goes  that  the  geenral  said  something  to  this 
effect:  “Almost  anyone  can  raise  money,  Walter,  but  wise 
expenditure  . . . that  requires  considerable  doing.”  The 
allocation  of  those  funds  consequently  benefitted  by  the 
consideration  and  guidance  of  the  research  committee 
of  the  American  Cancer  Society.  Just  by  way  of  exercising 
the  imagination,  how  would  you  go  about  meeting  the 
problem  which  faced  this  modern  “Brewster’s  Million.” 

If  one  wishes  to  be  oriented  in  the  area  of  funded  re-  I 
search,  he  must  not  overlook  “Medical  Research.”  This 
survey  is  divided  into  two  volumes,  the  first  being  of  inter- 
est to  those  concerned  with  providing  the  programs,  and 
the  second  of  interest  especially  to  the  scientific  prospector 
himself.  Volume  I is  a picture  of  medical  research  in  the 
United  States,  a quantitative  and  qualitative  appraisal  of 
the  whole  process  of  feeding  money  into  one  end  of  the 
research  machine  and  catching  the  end  product  in  a basket 
at  the  other.  Here  is  a review  of  the  parts  played  by  med- 
ical schools  and  hospitals,  the  universities  and  professoinal 
associations,  the  funds  and  foundations,  and  finally  bv  in- 
dustry and  government.  On  every  page  one  sees  the  em- 
phasis on  fundamental  and  basic  science  research  as 
opposed  to  merely  hunting  for  a cure.  One  sees  the  neces- 
sity of  understanding  the  causal  forces  at  work  and  of  the 
media  in  which  they  operate.  When  we  need  to  know  so 
much  more  about  the  physiology  of  the  eye,  it  is  hard  to 
get  support  for  the  fundamental  research  required,  whereas 
it  is  easy  to  secure  funds  to  study  trachoma  which  no 
longer  is  a problem  in  this  country. 

Volume  II  will  be  of  more  interest  to  physicians.  Nine 
disease  catagories  have  been  chosen  to  illustrate  rather  than 
to  card  catalogue  the  research  problems  that  present  them- 
selves for  solution.  A review  is  given  to  the  past  and  pres- 
ent attacks  and  their  results  and  the  directional  finger  is 
pointed  to  the  paths  that  must  be  followed  in  the  future. 
Even  the  specialist  w hose  telescopic  vision  has  protected 
him  from  being  disturbed  by  the  scientific  discoveries 
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the  efficacy  and  safety  of 
Pentids  have  been  confirmed 
by  clinical  experience  in 
many  millions  of  patients 


Pentids 

Squibb  200,000  Units  Penicillin  G Potassium 


tablets  (buffered) 
bottles  of  12  and  100 


Squibb 


capsules  (unbuffered) 
bottles  of  24  and  100 

for  infants  and  children 
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CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
each  additional 

25^  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westv  ille.  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking  Also 
ground  floor  suite  and  suite  with  private  entrance  avail- 
able. Will  alter  to  suit  occupant.  S.  I\l.  Opper  Company, 
id  Elm  Street,  New  Haven,  Connecticut,  UN  5-3149. 


FOR  SALE — We  guarantee  that  every  item  listed  in  our 
advertisements  will  bring  you  complete  satisfaction  or  your 
money  will  be  cheerfully  refunded,  with  this  sound  busi- 
ness policy  you  assume  no  risk  and  you  can  buy  with 
complete  confidence.  Budget  terms  of  course.  Our  low 
overhead  permits  us  to  undersell  and  save  you  up  to  50% 
on  national  brand  items,  such  as  Hamilton-Shampaine  and 
Thorner  treatment-room  furniture,  instrument  cabinets 
$45.00 — Examining  rabies  $150.00  up — Treatment  tables 
$40.00  up — Utility  tables — EENT  chairs  $40.00  up — Lamps — 
Scales  $35.00 — Sterilizers  $40.00  up — Stainless  instruments — 
Bargains  in  opthalmic  equipment — Diagnostic  equipment— 
N ew  blood  pressures  $30.00  up — Microscopes  $75.00  up — 
Cautery’s  $20.00 — Basal  metabolism — Fluoroscopes — Devel- 
oping tanks — Film  dryer — Short  wave — Suction  and  Pres- 
sures. Our  references:  hundreds  of  completely  satisfied 
doctors.  Visit  our  store  and  compare  our  low  prices. 
Store  Hours — 9 a.  \i.  to  5 p.  m.  Evenings  and  Sunday  by 
appointment.  Harry  M.  Sacker,  188  Grove  Street,  Aleriden, 
Connecticut.  BEverly  7-3 145- 


DOCTOR  leaving  successful  General  Practice  because  of 
ill  health.  Is  offering  a modern  brick  Ranch-type  home 
and  office  for  sale.  There  is  a waiting  room,  Nurse’s  sta- 
tion, lavatory,  laboratory,  supplies  cabinets,  consultation 
room,  treatment  room,  operating  and  examining  room. 
Living  quarters  consist  of  large  kitchen  with  all  modern 
conveniences  including  dishwasher  and  disposal,  a large 
screened  and  glassed-in  porch,  living-room  with  cathedral 
ceiling  and  fire  place,  two  bedroms,  bathroom  with  stall 
shower,  a large  basement  with  fire  place  and  toilet,  hot 
water  heat,  2-car  garage,  choice  location,  landscaped  with 
numerous  shrubs  and  trees.  Ideal  for  general  practitioner 
or  pediatrician.  Phone  or  write  Paul  B.  Isham,  Inc.,  50 
Market  Square,  Newington,  Connecticut.  MOhavv  k 6-4681. 


FOR  SALE  — .McKesson  Metabolor,  Hanovia  Alpine 
Lamp — Luxor  model,  G.  E.  Biologic  refrigerator — 4 cu.  ft. 
all  like  new  and  less  than  half  price.  Foster  adjustable  hos- 
pital bed — brown — suitable  recovery,  basals — $50.  Bausch 
& Lomb  monocular  microscope,  oil  immersion  lens,  case, 
bell  jar — $60.  Call  MOhawk  6-4455  or  contact  Dr.  Freeman, 
1247  Main  Street,  Newington,  Connecticut. 


which  are  brightening  the  sky  like  roman  candles,  can  find 
here  and  there  something  to  rekindle  the  fires  of  enthusiasm 
for  new  truths  that  he  experienced  in  his  student  days. 
The  w ide  range  of  topics  is  as  follows:  cancer,  infertility, 
arteriosclerosis,  hypertension,  rheumatic  diseases,  tuber- 
culosis, viruses  and  the  virus  diseases,  alcoholism  and  the 
biological  roots  of  schizophrenia.  These  chapters  deserve 
more  than  the  cursory  glance  given  to  new  books  on  dis- 
play in  the  medical  library,  for  while  it  can  hardly  be 
expected  that  many  physicians  will  add  these  volumes  to 
their  own  libraries  and  dig  deeply  into  this  mine  of  in- 
formation, still  no  physician  who  aspires  to  be  something 
more  than  a practitioner  of  the  art  of  medicine  can  neglect 
them.  For  the  physician  who  is  facing  his  specialty  board 
examinations,  especially  those  in  internal  medicine,  pathol- 
ogy, psychiatry,  and  gynecology,  one  can  imagine  no 
better  way  to  meet  the  searching  questions  on  the  scientific 
backgrounds  of  disease  than  to  get  on  the  outside  of  some 
of  these  chapters. 

For  a physician  who  is  in  the  position  of  advising  a 
Walter  Winchell  w ith  more  money  at  hand  than  he  knows 
how  to  spend  wisely.  Volume  I is  a must. 

One  notes  with  pride  the  prominent  part  that  Connecticut 
physicians  and  scientists  have  taken  in  this  field,  many  of 
them  members  of  this  Society.  Miss  Lape  herself  is  a resi- 
dent of  our  State.  The  reviewer  is  so  much  impressed 
with  the  fundamental  value  of  this  publication  that  lie 
hopes  that  the  Society  one  day  may  wish  to  make  suitable 
recognition  of  this  accomplishment. 

THE  MEDICAL  SIGNIFICANCE  OF  ANXIETY.  By 

Richard  L.  Jenkins,  m.d.  Biological  Sciences  Foundation, 

Ltd.,  Washington.  1955.  Publication  No.  PN  1.  6 4pp.  $1. 

Reviewed  by  Francis  J.  Braceland 

1 his  small  pamphlet  should  be  read  by  everyone  who  deals 
with  patients.  In  it  the  author,  who  is  the  Chief  of  Psychi- 
atric Research  for  the  Veterans  Administration,  discusses  the 
need  for  control  of  anxiety,  the  control  of  anxiety  in  medical 
practice,  and  the  nature  of  anxiety.  He  notes  that,  while  on 
the  one  hand  there  is  probably  no  aspect  of  general  medical 
practice  which  has  suffered  from  a more  systematic  neglect 
so  far  as  organized  consideration  is  concerned,  on  the  other 
the  capacity'  to  deal  with  the  patient’s  anxiety  is  often  con- 
sidered to  be  a gratifying  and  useful  aid  to  medical  com- 
petence. Actually  it  is  an  integral  part  of  medical  treatment 
and  often  the  problem  of  anxiety  is  the  determining  factor 
in  the  patient’s  recovery.  There  is  a great  deal  written  about 
this  being  the  age  of  anxiety  and  certainly  everyone  prac- 
ticing medicine  should  know  how  it  manifests  itself  and 
what  the  patient’s  defenses  are  against  it. 

The  pamphlet  gives  various  evidences  of  how  anxiety  may 
affect  the  functioning  of  the  organism  and  how,  following 
upon  Cannon’s  findings,  w7e  may  recognize  the  organism 
seeking  homeostasis.  Necessarily  the  various  aspects  of  the 
problem  cannot  be  gone  into  in  detail  but  there  is  enough  in 
the  work  to  whet  the  reader’s  appetite  for  further  discussion. 
Also  the  author  considers  the  new  tranquilizing  drugs  and 
their  influence  upon  anxiety. 

All  in  all.  this  is  an  exceedingly  worthwhile  pamphlet  that 
can  be  read  in  an  hour  or  two. 
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THE  JO  SI  AH  MACY,  JR.  FOUNDATION  i930-'9H- 

A Review  of  Activities.  New  York.  174  pp.  1953. 

Reviewed  by  Stanley  B.  Weld 


in  very  special  cases 


To  properly  review  such  a volume  which  in  itself  is  a 
review  would  mean  to  write  an  account  in  condensed  form 
of  the  various  avenues  through  which  the  descendents  of 
Josiah  Macy  have  poured  out  their  funds  for  the  benefit 
of  mankind.  Dr.  Willard  C.  Rappleye,  the  present  head  of 
the  Foundation,  has  furnished  an  interesting  short  historical 
account  of  the  Macy  family  and  the  steps  which  led  to  the 
formation  of  the  Foundation. 

There  follows  an  accounting  of  the  accomplishments  of 
the  Foundation  in  its  25  years  of  existence,  originating  with 
the  desire  on  the  part  of  Mrs.  Walter  Graeme  Ladd,  a 
Macy  descendant,  to  contribute  to  the  solution  of  problems 
in  medical  sciences,  medical  arts,  and  medical  education. 
It  is  with  the  fulfillment  of  this  desire  that  this  book  deals. 

The  Conference  Program,  so  successfully  pursued  by  the 
Foundation,  is  outlined.  The  part  the  Foundation  played 
during  World  W ar  II  is  recounted.  The  Foundation’s  as- 
sistance to  medical  education  including  the  American 
Medical  F'ducation  Foundation,  the  program  to  assist  an 
exchange  of  residents  between  countries,  the  testing  and 
guidance  program  for  medical  students  developed  at  the 
University  of  Texas,  the  lectureships  at  the  New  York 
Academy  of  Medicine,  and  the  assistance  to  the  training 
of  investigators  or  clinicians  in  carrying  out  research 
programs — all  these  are  retold. 

The  Foundation  has  been  active  in  supporting  research 
into  the  health  needs  of  the  community  as  well  as  promot- 
ing a better  understanding  of  what  is  psychosomatic  medi- 
cine. Studies  in  pregnancy,  in  personality  development  in 
children,  in  the  adjustment  of  children  with  endocrine  dis- 
orders, and  in  the  problems  of  the  aging  are  all  being 
supported.  Mental  health  has  attracted  the  attention  of  the 
Foundation  and  the  research  projects  which  owe  their 
support  to  the  descendants  of  Josiah  Macy  are  manifold. 

This  volume  presents  an  amazing  story.  Impressive,  in- 
spiring, it  leaves  the  reader  with  a deep  sense  of  gratitude 
that  America  is  the  benefactor  of  such  noble  souls  as  have 
guided  the  Josiah  Macy  Foundation  this  past  quarter  of  a 
century. 

NEW  AND  NONOFFICIAL  REMEDIES.  Containing 
Description  of  the  Articles  which  Stand  Accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the  Amer- 
ican Medical  Association  on  January  1,  1955.  Issued 
Under  the  Direction  and  Supervision  of  The  Council  on 
Pharmacy  and  Chemistry.  American  Medical  Association. 
Philadelphia  and  Montreal:  J.  P.  Lippincott  Co.  1955. 
$ro.  653  pp. 

Reviewed  by  Stanley  B.  Weld 

This  is  the  last  edition  of  N.N.R.  to  contain  a listing  of 
brand  names  of  drugs,  since  the  former  acceptance  program 
has  been  discontinued  to  allow  for  expansion  of  the  Coun- 
cil’s drug  evaluation  program.  Many  changes  in  N.N.R. 
have  been  introduced  in  the  editions  of  1953  and  1954, 
chief  among  them  being  the  separation  of  N.N.R.  into 
two  separate  volumes  entitled  N.N.R.  and  Tests  and  Stand- 


a very  superior  brandy... 
specify 

★ ★ ★ 


COGNAC  BRANDY 

8-4  Proof  | Schieffelin  & Co.,  New  York 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  >kwedgeif  at  inner  corner 
of  heel  where  support  is  most  needed. 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men's  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 


Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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DENTOCAIN  TEETHING  LOTION 


FORMULA— 


Cali&i  on  Mte.  feaJuf.  . . . 


Alcohol 70% 

Benzocaine 10% 

Chloroform.  4 mins,  per  fluidounce. 


DENTOCAIN  TEETHING  LOTION  makes  it  easier  to  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
gentle  massage,  brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

ZcuLiesi  on  Mte  Moiltesi  . . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
CAIN TEETHING  LOTION  grants  the  mother  greater  peace  of 
mind  and  several  additional  hours  of  necessary  rest. 
DENTOCAIN  has  also  been  useful  in  providing  temporary  relief 
: for  pain  of  adult  toothache. 


Available  on  pre- 
scription only. 
Froiessional  samples 
and  descriptive 
literature  sent  on.j 
.request^ 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 


ARTIFICIAL  LIMBS 

32-36  ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 


to  climb 

HARTFORD 

CHapel  7-6544 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

HAN  I DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 


REMEMBER— 

"SAFETY-SEAL”  and  "PARAGON”  ILEOSTOMY,  URETEROSTOMY,  COLOSTOMY  Sets? 

THEY — assure  highest  standards  of  COMFORT,  CLEANLINESS,  SAFETY  for  your  patients. 

— are  unnoriceable  when  worn  under  girdle  or  corset. 

— provide  24-hour  control.  Light-weight  plastic  pouch  is  disposable,  inexpensive.  AND  their  construction  is  adaptable  to  any  enter- 
ostomy, prevents  leakage,  permits  complete  emptying,  militates  against  waste  stagnation,  protects  against  odor. 

Order  from  your  surgical  supply  dealer.  Write  for  Medical  Journal  Reprints  and  literature  from 

THOMAS  FAZIO  LABORATORIES  (Surgical  Appliance  Division)  339  Auburn  St.,  Auburndale  66,  Massachusetts 
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ards  for  N.N.R.,  the  publication  of  a list  of  the  drugs 
omitted  since  the  previous  edition  of  the  book  and  a list 
of  the  new  drugs  added. 

The  volume  contains  a list  of  the  members  of  the 
Council  on  Pharmacy  and  Chemistry,  a list  of  the  members 
of  Standing  Committees  of  the  Council,  a list  of  the 
Consultants  during  1954,  drugs  added  to  N.N.R.  1955, 
drugs  omitted  from  N.N.R.  1955,  purposes  and  activities 
of  the  Council  on  Pharmacy  and  Chemistry,  official  rules 
1 governing  the  admission  of  articles  and  explanatory  com- 
ments, criteria  for  the  evaluation  of  certain  products,  deci- 
sions of  general  interest,  and  information  on  the  relation 
of  the  Council  to  other  bodies. 

The  drugs  described  in  this  volume  are  divided  into  25 
groups.  These  could  be  made  more  readily  accessible  to 
! the  physician  if  a table  of  contents  were  included  giving 
I the  names  of  these  groups.  At  tbe  end  of  the  volume  will 
be  found  an  Index  to  Distributors  and  a General  Index. 

N.N.R.  is  but  one  example  of  the  outstanding  work 
carried  on  by  the  American  Medical  Association  in  the 
interest  of  the  practising  physician. 

POLIO  PIONEERS.  The  Story  of  the  Fight  Against 
Polio  by  Dorothy  and  Philip  Sterling.  Garden  City, 
N.  Y.:  Doubleday  ek  Co.  1955.  128  pp.  $2.75. 

Reviewed  by  Stanley  B.  Weld 
Profusely  illustrated  and  written  in  an  appealing  style, 
“Polio  Pioneers”  tells  the  story  of  anterior  poliomyeletis 
so  that  the  smallest  child  may  learn.  Interestingly  enough 
it  presents  what  history  records  as  an  instance  of  this  dread 
disease  in  Syria  3500  years  ago.  From  there  it  jumps  to 
the  1916  epidemic  in  New  York  City.  It  furnishes  the  reader 
with  a superficial  account  of  the  search  for  the  causes  of 
various  diseases,  the  final  discovery  of  the  polio  virus  and 
the  principle  of  vaccination. 

The  story  of  Franklin  I).  Roosevelt's  courageous  fight 
against  polio,  the  founding  of  the  National  Foundation  for 
Infantile  Paralysis  and  the  March  of  Dimes,  all  have  their 
place  in  this  volume.  Finally  is  recounted  the  development 
of  the  Salk  vaccine  and  the  search  for  drugs  to  destroy 
the  virus  after  it  enters  the  body.  Even  now  we  have  no 
quick,  easy  test  to  determine  if  a person  has  polio  or  some 
other  disease,  and  Alan  Gregg  of  Rockefeller  Foundation 
' has  said  that  the  success  of  the  Salk  vaccine  “may  pave  the 
way  for  intelligent  and  courageous  mass  experiment  in  other 
diseases.” 

This  is  a very  attractive  volume  to  give  your  patients. 
It  tells  the  story  for  the  National  Foundation  as  they  want 
it  told,  interestingly  and  impressively. 

SOCIETY  AND  MEDICINE.  Lectures  to  the  Laity,  No. 
XVII.  The  New  York  Academy  of  Medicine,  lago 
Goldston,  m.d.,  Editor.  New  York:  International  Uni- 
versities Press,  Inc.  1955.  1 3 1 pp.  $3. 

Reviewed  by  Stanley  B.  Weld 
As  the  title  indicates,  this  is  one  volume  of  a series  of 
lectures  delivered  to  the  laity  at  the  New  York  Academy 
of  Medicine  over  a period  of  ten  years.  Reading  the  con- 
tents of  the  present  volume  it  is  a bit  difficult  to  believe 
that  the  lay  public  would  be  interested  in  some  of  the 
lectures  unless  the  audience  included  an  unusually  erudite 


Do  You  Face  This 
PROBLEM  ? 

Like  other  busy  people,  doctors  may  find  there 
"just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Hartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  one  of  New  England’s  leading  banks  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  would  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining  taxable  investment  income.  So,  why  not 
get  full  information,  now?  Ask  for  a copy  of  our 
booklet:  “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established  1792 

Member  Federal  Deposit  Insurance  Corporation 

Hartford  National  Bank  and  Trust  Company 
Main  and  Pearl  Streets 
Hartford,  Connecticut 

Please  send  me  a copy  of  the  booklet : 

“Your  Financial  Secretary” 

Name  

Street  & No 


City  or  Town. 
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HOOK  REVIEWS 


A Bed  Boarc 


is  only  half 
the  answer! 


A bed  board  can  only  prevent  a 
box  spring  from  sagging;  it  cannot 
correct  the  mattress.  Here's  why; 


Soft  mattress  and  box  spring  sags  — giving 
improper  support. 


With  bed  board  added,  mattress  still  sags,  spine 
is  still  distorted. 


The  complete  answer  to  correct  support:  Only  the 
Sealy  Posturepedic  is  designed  in  cooperation 
with  Orthopedic  surgeons  — adjusts  the  body  to 
comfortably  correct  sleeping  posture. 


Sealu 

!Timeneiu#Vu 


POSTUREPEDIC  ^MATTRESS 


Available  to  doctors  in  both  foam  rubber 
and  innerspring,  at  professional  discount. 


WRITE  TODAY  for  information  on  professional 
discount  for  doctors’  personal  use  and  new  free 
booklet,  "The  Effect  of  Bedding  on  Posture, 
Health  and  Sleeping  Comfort”. 

SEALY  MATTRESS  COMPANY 

79  Benedict  St.  Waterbury  20,  Conn. 


number.  For  example,  tit  apter  entitled  “The  Biology 
of  Ethics”  would  seem  t<  suited  to  a class  in  philosophy 
rather  than  to  lay  gathei  g of  ordinary  people.  “The  Nat- 
ural History  of  Neurotic  Behavior”  is  an  interesting  dis- 
course and  offers  considerable  opportunity  for  mental 
gymnastics. 

On  the  other  hand,  “Environment  and  Heredity,” 
“Changing  Concepts  of  Child  Care,”  and  “Environment  in 
Nutrition,”  possibly  because  written  by  doctors  of  medi- 
cine, all  deal  with  subjects  which  are  interesting  to  many 
of  the  laity  in  this  country.  As  Dr.  Craig  points  out  in  the 
foreword,  these  lectures  arc  aimed  at  satisfying  the  need 
bv  the  laity  for  orientation  and  guidance  in  absorbing  the 
increasing  knowledge  of  medical  matters  set  forth  in  lay 
periodicals  and  in  the  press. 

Because  of  the  authoritative  nature  of  these  lectures,  the 
information  contained  therein  should  be  both  provocative 
and  inspiring,  as  the  editor  states  in  his  introduction.  Phy- 
sicians will  find  the  lectures  valuable  as  references  in 
presenting  any  of  the  subjects  to  others. 

POMP  AND  PESTILENCE  Infectious  Disease,  Its  Ori- 
gin and  Conquest.  By  liovald  Hare , \i.n..  Professor  of 
Bacteriology  in  the  University  of  London  at  St.  Thomas’s 
Hospital  Medical  School.  New  York:  The  Philosophical 
Library,  Inc.  1955.  224  pp.  $5.75. 

Reviewed  by  Stanley  B.  Weld 

This  treatise  goes  back  to  the  days  of  primitive  man  and 
traces  the  process  by  which  man  has  gradually  learned  to 
control  infections.  A distinction  is  drawn,  as  it  should  be, 
between  infectious  disease  and  contagious  disease.  What 
is  perhaps  a new  concept  to  some  is  the  fact  brought  out 
by  the  author  that  some  diseases  may  be  classified  as  both 
infectious  and  contagious. 

The  first  three  chapters  are  devoted  to  a discussion  of 
parasites  in  their  relation  to  man  and  to  outbreaks  of  pes- 
tilence. In  the  chapter  on  Measinas  and  .Microbes  the 
theories  of  the  origin  of  diseases  are  traced.  As  the  knowl- 
edge of  the  causes  of  specific  diseases  increased,  there 
resulted  the  development  of  community  measures  to  com- 
bat infectious  disease.  These  measures  were  augmented  bv 
the  efforts  of  individuals  as  evidenced  by  the  use  of  copper 
sulphate  in  the  treatment  of  trachoma  in  Egypt  before 
Christ  down  to  the  present  widespread  use  of  antibiotics. 

The  final  chapter  deals  with  the  variations  exercised  in 
the  prevention  and  treatment  of  disease.  A table  of  figures 
is  included  which  lists  the  deaths  in  the  first  twelve  months 
of  life  per  1,000  live  births  in  the  British  Colonial  Empire, 
British  India,  China,  England  and  Wales,  Australia,  the 
United  States,  and  New  Zealand.  These  figures  are  so  old, 
however,  as  to  be  practically  useless,  some  going  back  to 
1932  and  none  dated  any  more  recently  than  1944.  The 
author  makes  a few  apt  statements  at  the  end  of  the  volume. 
“But  let  there  be  no  mistake  about  it,  unless  peace  and 
good  government  can  be  imposed  and  maintained.  Nature 
will  see  that  the  price  (of  a rising  death  rate)  is  paid." 
“But  whatever  is  done  or  not  done,  parasites  will  be  taking 
a hand  in  the  proceedings,  either  by  producing  more  in- 
fection than  has  recently  been  the  case  or,  if  they  are 
checked  and  still  further  inhibited,  imposing  an  almost 
intolerable  strain  on  the  food  supplies  of  the  world.”  1 here 
are  15  pages  of  notes  and  references. 
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PAPILLARY  TUMORS  OF  THE  THYROID 

Wallace  Kemp,  m.d.,  and  Robert  Tennant,  m.d.,  Hartford 


"Dapillary  tumors  of  the  thyroid  have  long  been 
of  interest  to  both  surgeons  and  pathologists, 
concerning  the  nature  of  their  growth  and  the 
degree  of  their  malignancy.  Some  consider  that  a 
conservative  program  of  treatment  should  be  fol- 
lowed w hile  others  advocate  a radical  approach  to 
the  problem. 

At  Hartford  Hospital  the  treatment  of  these 
tumors  has  been  carried  out  bv  a number  of  sur- 
geons and  the  methods  employed  have  varied  appre- 
ciably. It  was  felt  that  a review  of  this  material 
might  yield  a better  understanding  of  the  biological 
behavior  of  these  neoplasms  and  offer  an  oppor- 
tunity to  evaluate  the  effectiveness  of  these  varied 
modes  of  treatment. 

METHODS 

All  papillary  tumors  of  the  thyroid  in  the  surgical 
pathology  files  from  1935  to  1952  were  reviewed 
and  their  microscopic  features  noted,  paying  par- 
ticular attention  to  the  degree  of  nuclear  anaplasia, 
mitoses,  and  capsular,  blood  vessel  and  lymphatic 
invasion.  Histories  of  these  patients  were  studied 
noting  age,  sex,  duration  of  disease  and  type  of 
therapy  used.  The  subsequent  course  of  these 
patients  was  followed. 

RESULTS 

1 here  were  thirty-six  patients  with  papillary 
tumors  of  the  thyroid  on  which  information  was 
available.  These  fell  into  three  major  groups:  (A) 
those  in  which  the  tumor  was  limited  to  the  thyroid 
gland  at  time  of  first  treatment  with  no  evidence  of 
metastases  found  on  follow-up— 22  cases;  (B)  those 
in  which  disease  was  confined  to  the  thyroid  gland 
when  first  treated  but  who  developed  lymph  node 
metastases  later— 5 cases;  (C)  those  in  which  disease 

Frrom  the  Departments  of  Surgery  and  Pathology,  Hartford 


Dr.  Kemp.  Formerly  Resident  in  Surgery,  Hart- 
ford Hospital,  Hartford,  Connecticut 

Dr.  Tennant.  Visiting  Pathologist,  Hartford  Hos- 
pital, Hartford,  Connecticut 


SUMMARY 

The  authors  have  reviewed  all  the  papillary  tumors 
of  the  thyroid  in  the  Hartford  Hospital  from  1935  to 
1952.  The  pathological  features,  clinical  behavior,  and 
treatment  of  this  particular  group  are  noted.  It  was 
found  impractical  to  try  to  divide  these  tumors  into 
benign  and  malignant  as  other  essayists  have  done. 
All  are  classified  as  low  grade  papillary  carcinomas. 
Definite  recommendations  are  made  for  the  surgical 
procedures  to  be  followed  in  patients  w'ith  these 
tumors. 


was  present  in  cervical  nodes  when  first  treated— 9 
cases. 

Age:  1 he  average  age  at  onset  of  these  groups 
was  (A)  39.5  years;  (B)  49.8  years;  (C)  40.5  years. 
In  a frequency  diagram  (Chart  1)  the  distribution 
shows  a peak  in  the  30-40  decade  with  60  per  cent 
of  the  cases  under  50  years  of  age. 

Sex:  Females  predominated  in  the  groups  as  fol- 
lows: (A)  20/2;  (B)  4/1;  (C)  6/3:  (Total  30/6). 
1 his  age  and  sex  incidence  corresponds  with  that 
found  by  others. 

PATHOLOGICAL  FEATURES 

When  the  histological  features  of  these  tumors 
were  reviewed,  attention  was  paid  to  ( 1 ) the  general 
structural  pattern  with  an  effort  made  to  estimate 
the  amount  of  papillary  and  alveolar  components; 
(2)  the  degree  of  anaplasia  and  number  of  mitoses; 
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Table  I 


PREDOMINANT  STRUCTURE 

PAPILLARY 

ALVEOLAR 

PRIMARY  TUMOR 

NUMBER 

MORE  THAN 

MORE  THAN 

ANAPLASIA 

MITOSES 

LYMPHATIC 

CAPSULE 

GROUP 

CASES 

50  PER  CENT 

50  PER  CENT 

0-1+  1-2-4- 

2 + 

PRESENT 

INVASION 

INVASION 

A 

2 I 

18 

3 

9 

6 

7 

9 

8 

14  of  20* 

B 

5 

4 

1 

2 

I 

2 

5 

2 

2 Of  3’ 

C 

9 

8 

1 

6 

I 

2 

6 

5 of  5* 

4 of  5* 

Total 

35 

30 

5 

•7 

8 

1 1 

20 

15  of  31* 

20  of  28* 

“Indicates 

number  of 

cases  in  wh 

ich  sections 

available 

showed 

sufficient 

capsule  and  surrounding  thyroid  to 

determine  invasion,  i.e.,  in  Group  A 14  of  20  specimens  examined  showed  capsule  invasion. 


(3)  evidence  of  tumor  invasion  as  indicated  by 
lymphatic,  blood  vessel  and  capsular  extension.  All 
tumors  showed  a well  differentiated  pattern  with 
none  falling  into  definitely  undifferentiated  groups. 
An  attempt  to  classify  the  tumors  on  the  basis  of 
these  findings  is  presented  in  Table  1. 

Figure  1 shows  an  example  of  the  typical  papillary 
pattern  which  dominated  most  of  these  tumors  as 
shown  in  Table  I.  The  delicate  papillary  processes 


are  covered  by  a fairly  uniform  low  columnar  cell. 
Occasionally  a compact  papillary  pattern  is  encoun- 
tered as  illustrated  in  Figure  2.  Another  component 
commonly  seen  is  a small  alveolar  pattern  composed 
of  small  acini  largely  devoid  of  colloid,  again  lined 
by  low  columnar  epithelium  (Figure  3).  Zones  of 
this  type  are  frequently  intermingled  with  an  other- 
wise papillary  pattern. 

The  degree  of  anaplasia  encountered  in  these 


Figure  i 

Typical  papillary  pattern.  Low  columnar  epithelium 
with  little  variation  in  nuclear  size  is  apparent. 
(X  100) 
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Figure  2 

Papillary  pattern  in  which  the  delicate  processes  are 
arranged  in  a more  compact  pattern.  Variation  in 
nuclear  size  is  more  prominent  than  in  Figure  1. 
(X  100) 
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Figure  3 

Alveolar  pattern  showing  intimate  relationship  with 
papillary  area.  Benign  cellular  appearance  is  again 
evident.  (X  100) 


Figure  4 

Squamous  metaplasia  with  pearl  formation  found 
in  otherwise  typical  papillary  tumor.  (X  100) 


tumors  is  well  illustrated  in  Figures  1 and  2.  These 
are  representative  of  1 and  2-}-  anaplasia,  respective- 
ly. No  greater  degree  of  dedifferentiation  was  noted 
in  any  of  these  tumors. 

In  two  instances,  squamous  metaplasia  was  noted 
to  a significant  degree  (F'igure  4).  Both  patients  with 
this  finding  had  extensive  cervical  node  involve- 
ment. One  of  these  patients  died  as  a result  of  the 
metastatic  disease  (Chart  2,  Group  B,  Case  5). 

Evidence  of  invasion  of  tumor  capsule  was  noted 
in  14  of  Group  A,  two  of  Group  B and  4 of  Group 
C cases  (Table  I).  This  is  illustrated  well  in  Figures 
5 and  6.  Another  tvpe  of  invasion  seen  in  three 
instances  was  a diffuse  infiltration  through  the  nor- 
mal parenchyma  of  small  nests  of  tumor  tissue 
(Figure  7).  In  these  instances  there  was  no  well 
defined  capsule  surrounding  the  primary  growth. 

The  determination  of  lymphatic  vessel  invasion 
in  the  thyroid  itself  is  difficult  to  ascertain.  How- 
ever, it  is  possible  that  the  capsular  invasion  as 
illustrated  in  Figure  6 and  the  diffuse  thyroid  in- 
vasion mentioned  previously  in  Figure  7 may  actu- 


ally (at  least  in  part)  represent  extension  of  the 
tumor  through  lymphatic  channels.  Through  such 
channels  a ready  access  to  the  regional  lymph  nodes 
would  be  available. 

Blood  vessel  invasion  was  seen  in  but  one  instance 
in  this  series.  Therefore  it  does  not  appear  to  be  an 
important  means  of  spread  of  this  variety  of  thyroid 
neoplasm. 

CLINICAL  BEHAVIOR  AND  TREATMENT 

Adequate  follow-up  was  obtained  in  18  of  the  22 
cases  in  Group  A;  all  of  the  cases  in  Group  B;  and 
in  8 of  the  9 cases  in  Group  C.  Of  the  23  patients 
with  disease  limited  to  the  thyroid  when  first  seen 
and  treated  (Group  A and  B),  16  had  a local  ex- 
cision of  the  tumor  and  nine  had  a lobectomy  or 
subtotal  lobectomy.  In  spite  of  the  limited  surgery 
on  the  16  cases  treated  with  excision,  only  one 
developed  local  recurrence  (five  years  later)  and 
this  was  re-excised  locally  (Chart  2,  Group  A,  Case 
1).  This  patient  is  now  living  without  disease  eight 
years  following  the  last  operation.  There  were  no 
local  recurrences  after  subtotal  or  total  lobectomy. 
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Five  of  the  cases  with  tumor  confined  to  the  thyroid 
and  treated  with  excision  or  lobectomy  developed 
nodal  disease  requiring  further  surgery  (Group 
B),  a 22  per  cent  lymph  node  recurrence  rate. 
Two  of  these  five  cases  had  had  a subtotal  or  total 
lobectomy  as  the  initial  treatment.  This  suggests 
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that  lobectomy  has  little  to  offer  over  simple  ex- 
cision as  far  as  the  incidence  of  lymph  node  recur- 
rence is  concerned.  Despite  this,  we  feel  that  these 
tumors  should  be  treated  initially  with  lobectomy 
because  of  the  high  incidence  of  capsular  invasion 
indicated  in  Table  I.  The  fact  that  8o  per  cent  of 
the  cases  whether  treated  by  excision  or  lobectomy 
were  free  of  disease  for  one  to  1 1 Vi  years  (average 
six  and  one  half  years)  indicates  the  slow  progres- 
sion of  these  tumors  and  warrants  a conservative 
approach  in  initial  therapy.  It  should  be  noted  that 
the  only  deaths  due  to  tumor  were  in  Group  B. 
However,  no  therapy  beyond  the  initial  procedure 
was  employed  because  the  disease  was  far  advanced 
at  the  time  recurrence  was  noted  and  the  patients 
were  elderly  and  poor  surgical  risks.  The  remaining 
three  patients  were  treated  surgically  and  are  free 
of  disease:  one,  one  and  a half  and  seven  years 
later.  It  should  be  emphasized  that  close  follow-up 
must  be  maintained  so  that  recurrences  will  be 
treated  early. 

Of  the  eight  patients  in  whom  lymph  nodes  were 
involved  when  first  seen  (Group  C),  two  had 
lobectomy  and  radical  neck  dissection  (Chart  2, 
Cases  3 and  8),  one  had  biopsy  and  radiation  treat- 
ment because  of  inoperability  (Case  5)  and  five  had 
lobectomy  and  local  excision  of  involved  nodes. 
Three  of  the  latter  had  further  recurrence  of  nodal 
disease  necessitating  additional  surgery  which  again 
consisted  of  local  excision  of  involved  nodes  (Cases 
2,  4 and  6).  These  five  patients  are  free  of  disease 
one,  two  and  one  half,  three,  five  and  six  and  one 
half  years  following  the  last  procedure  (Cases  1,  2, 
4,  6 and  7).  Although  the  tumor  grow'th  and  exten- 
sion may  be  controlled  by  repeated  limited  node 
dissection,  we  feel  that  a radical  neck  dissection 
should  be  carried  out  when  lymph  node  extension  is 
present.  However,  our  experience  with  radical  neck 
dissection  in  these  cases  is  too  limited  and  follow-up 
of  too  short  a duration  to  indicate  the  effectiveness 
of  this  procedure  in  control  of  the  disease. 

In  this  series  there  were  three  cases  with  meta- 
stases  to  contralateral  lymph  nodes  (Chart  2,  Group 
B,  Case  3 and  Group  C,  Cases  3 and  4).  Though 
control  apparently  had  been  attained  in  these  cases 
with  local  excision  of  these  contralateral  nodes  in 
Cases  B3  and  C4  and  by  interstitial  radiation  in  C3, 
we  feel  that  radical  neck  dissection  is  necessary  to 
control  nodal  metastases  whether  ipsolatcral  or 
contralateral. 
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Figure  5 

Invasion  of  capsule  by  papillary  tumor.  (X  100) 
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Figure  6 

Capsule  invasion  of  papillary  tumor.  These  areas 
may  represent  lymphatic  vessel  invasion.  (X  100) 


DISCUSSION 

Warren1  and  others2  have  tended  to  divide  these 
tumors  into  three  groups:  e.g.,  (1)  benign  papillary 
adenomas;  (2)  papillary  carcinoma  (malignant 
papillary  adenoma);  (3)  papillary  adenocarcinoma, 
basing  classification  on  the  presence  or  absence  of 
capsule  or  lymphatic  invasion  in  (1)  and  (2)  and 
actual  lymph  node  involvement  in  (3).  In  this  series 
it  has  been  impossible  to  predict  the  subsequent 
course  of  the  patients  with  tumors  limited  to  the 
thyroid  at  the  time  of  initial  treatment  on  the  basis 
of  histological  appearance  (Table  I).  Lymphatic  in- 


vasion or  capsule  invasion  in  the  primary  tumor 
was  present  in  a large  number  of  cases  in  both 
Groups  A and  B at  the  time  of  initial  treatment, 
yet  no  node  involvement  has  occurred  in  Group 
A patients  to  date  (Chart  2).  Furthermore,  the 
degree  of  anaplasia  is  essentially  the  same  in  all 
three  groups  and  offers  in  this  series  little  aid  in 
classifying  these  tumors.  It  is  our  feeling  that  all  of 
these  neoplasms  should  be  classified  as  low  grade 
papillary  carcinomas  and  that  further  attempt  at 
division  into  a benign  and  malignant  group  is 
artificial. 
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Figure  7 

Papillary  tumor  invading  thyroid  parenchyma  dif- 
fusely. No  capsule  is  present.  This  diffuse  invasion 
may  also  represent  lymphatic  vessel  invasion. 
(X  100) 


With  papillary  tumors  confined  to  the  thyroid, 
lobectomy  should  lie  carried  out.  When  involved 
nodes  arc  present  at  the  initial  operation,  a lobec—  1 
tomy  and  homolateral  radical  neck  dissection  is 
indicated.  Lymph  node  recurrence  after  initial 
lobectomy  should  also  be  treated  with  a radical  neck 
dissection. 

It  would  seem  that  the  prophylactic  radical  neck  I 
dissection  advocated  by  Anglem-  and  Cattell3  is  not! 
justified  from  our  experience.  The  local  excision 
of  involved  lymph  nodes  as  advoated  by  Crile4 
seems  too  conservative  for  a disease  with  the  lethal 
potential  of  these  tumors.  Our  experience  w ith  this 
mode  of  treatment  has  resulted  in  multiple  opera- 
tions for  lymph  node  recurrence  before  control  has 
been  attained. 
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rT'1  ms  relatively  rare  complication  of  pregnancy 
has  been  suspected  since  the  turn  of  the  century. 
Review  of  gross  and  microscopic  postmortem  find- 
ings has  shown  conclusive  evidence  of  maternal 
infusion  with  amniotic  fluid  contents  and  intra- 
vascular coagulation  in  patients  heretofore  thought 
to  have  expired  from  hemorrhage  resulting  from 
uterine  atony,  or  rupture,  and  from  shock-like  syn- 
dromes clinically  consistent  with  massive  pulmonary 
embolization.2'8  Clinical  application  of  this  knowl- 
edge led  to  recognition  of  afibrinogenemia  and 
resulting  hemorrhagic  tendency  in  obstetrical 
patients  who  survive  the  original  episode  of  shock. 
Study  of  abnormal  bleeding  in  patients  carrying 
dead  fetuses  (especially  in  Rh-isosensitized  mothers) 
has  shown  low  fibrinogen  levels  and  fibrinolytic 
activity  in  the  patients’  sera.6  Low  fibrinogen  levels 
are  produced  by  maternal  infusion  with  thrombo- 
plastin which  is  present  in  large  amounts  in  amniotic 
fluid  and  in  placental  tissue.3’5  Thromboplastin  in- 
fusion causes  massive  intravascular  coagulation, 
thereby  depleting  the  fibrinogen.4  Fibrinolysins  are 
present  in  small  amounts  in  amniotic  fluid  and 
meconium,  and  they  are  released  in  appreciable 
quantity  during  autolysis  of  decidua  and  placenta. 
In  a case  of  death  in  utero,  slow  maternal  absorp- 
tion of  amniotic  fluid  products  occurs;  and  if  the 
amount  of  thromboplastin  and  fibrinolysins  depletes 
the  circulating  fibrinogen  more  rapidly  than  it  can 
be  produced,  bleeding  tendency  results.0 

TYPES 

The  sudden  type  of  afibrinogenemia  more  fre- 
quently accompanies  abruptio  placenta.  Exposure  of 
the  placental  implantation  site  promotes  amniotic 
infusion  into  the  maternal  circulation.  The  presence 
of  toxemia  does  not  necessarily  indicate  a more 
severe  afibrinogenemia.  Sudden  shock  in  late  first 
stage  of  labor  often  heralds  this  disease.  This  lends 
weight  to  the  belief  that  the  sudden  type  in  cases 
not  associated  with  abruptio  placenta  is  caused  by 
infusion  through  cervical  veins.  Intrauterine  pres- 
sure is  probably  responsible  for  forcing  the  in- 
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SUMMARY 

Because  of  its  serious  consequences  if  not  recognized 
and  treated  early,  the  comparatively  rare  complication 
of  pregnancy  known  as  afibrinogenemia  is  discussed 
in  some  detail.  The  different  situations  in  which  it 
arises  are  presented  together  with  the  means  of  diag- 
nosis and  the  methods  of  therapy. 

A case  of  afibrinogenemia  complicating  abruptio 
placenta  is  presented.  The  coagulation  defect  was  not 
recognized  until  cesarean  section  was  in  progress. 
Prompt  therapy  rapidly  corrected  the  defect  and  a 
favorable  outcome  was  accomplished. 


fusion  process;  tumultuous  labor  is  frequently  ob- 
served, and  increased  uterine  tonicity  usually 
accompanies  premature  separation  of  the  placenta. 
Pitocin  induction  of  labor  and  pitocin  stimulation 
of  an  inert  labor,  especially  after  the  membranes 
are  ruptured,  may  produce  circumstances  which 
predispose  to  amniotic  infusion. 

Slow  onset  of  afibrinogenemia  exists  in  prolonged 
retention  of  a dead  fetus,  especially  in  the  Rh-iso- 
sensitized.6 Autolysis  of  decidua  and  placenta 
releases  thromboplastin  and  fibrinolysins,  and  me- 
conium contains  fibrinolysins.  Maternal  absorption 
of  these  products  produces  coagulation  defects.  It  is 
possible  to  diagnose  this  condition  in  a case  of 
intrauterine  death  before  a critical  level  of  fibrino- 
gen depletion  is  reached,  and  actual  hemorrhagic 
disease  can  thus  be  prevented  by  hospitalization  and 
proper  therapy. 

DIAGNOSIS 

Predisposing  factors  include  abruptio  placenta, 
death  in  utero,  premature  rupture  of  the  membranes, 
tumultuous  labor  in  the  first  stage,  and  probably 
pitocin  stimulation  in  the  presence  of  ruptured 
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membranes.  The  possibility  of  amniotic  infusion 
must  be  suspected  when  any  labor  patient  demon- 
strates sudden  respiratory  distress  with  or  without 
a shock-like  circulatory  picture. 

Clot  observation  is  a simple  and  dependable 
means  of  presumptive  diagnosis.  If  a blood  sample 
observed  for  one  hour  at  98.6°F.  (37°C.)  fails  to 
clot  initially,  or  clots  poorly  or  demonstrates  lysis 
or  fragmentation,  full  preparation  for  treating 
afibrinogenemia  is  indicated.  Incubation  at  controlled 
temperature  is  ideal,  but  simple  observation  in  a 
breast  pocket  with  minimal  agitation  of  the  tube  or 
even  observation  at  room  temperature  will  serve  the 
purpose  when  only  mild  suspicion  of  hypofibrino- 
genemia  exists. 

More  complete  studies  on  the  blood  of  patients 
with  this  disease  will  reveal  low  fibrinogen  levels 
(350-400  mgm.  per  cent  is  normal  and  90  mgm.  per 
cent  is  the  critical  level  for  the  appearance  of 
hemorrhagic  tendencies).  Globulin,  prothrombin, 
and  platelets  may  be  reduced.  Coagulation  time  is 
prolonged,  bleeding  time  is  usually  not  altered,  clot 
retraction  and  clot  formation  are  poor,  and  calcium 
is  normal.  Fibrinolysins  are  usually  present  in  the 
patient’s  serum  in  the  stillborn  tvpe;  this  finding 
is  inconstant  in  those  cases  associated  with 
abruptio  placenta.  Normal  uncomplicated  post- 
partum patients  have  been  shown  to  demonstrate 
serum  fibrinolytic  activity  within  24  hours  after 
delivery.  This  condition  persists  to  the  fourth  and 
fifth  day  postpartum.  These  findings  were  present 
in  three  fourths  of  the  patients  so  studied.1  Natural 
regeneration  of  fibrinogen  is  believed  to  occur  in 
eight  to  twelve  hours  provided  continued  depletion 
is  blocked.  Antihemophiliac,  A-globulin,  and  serum 
prothrombin  conversion  accelerator  probably 
occupy  a secondary  role  in  this  disease,  but  a nor- 
mal prothrombin  time  is  usually  present  and  this 
indicates  that  changes  in  the  activity  of  these 
enzymes  are  not  significant  physiologically. 

THERAPY 

Fibrinogen  is  the  specific  therapeutic  agent.  Fresh, 
whole  blood  contains  minimal  amounts  of  fibrinogen 
and  also  contains  accelerator  substances  necessary 
for  treatment  of  afibrinogenemia.  Depots  of  limited 
supplies  of  fibrinogen  have  been  set  up  throughout 
the  State  on  recommendation  of  the  Maternal  Wel- 
fare Committee  with  the  cooperation  of  the  Red 
Cross  Blood  Program.  All  persons  practicing  obstet- 
rics should  contact  their  blood  bank  authorities  in 


order  to  know  how  to  obtain  fibrinogen  on  an 
emergency  basis. 

Drs.  Reid,  Weiner,  and  Diamond  and  associates 
at  the  Boston  Lying-In  Hospital  have  done  meticu- 
lous clinical  and  laboratory  study  of  this  disease.6’7’9 
Their  recommendations  for  therapy  include  the  fol- 
lowing: 

In  mild  premature  separation  of  placenta,  placenta 
previa  should  be  ruled  out  by  double  setup  pelvic 
examination  (with  operating  room  setup  and  team 
scrubbed  for  stat  cesarean  section,  if  necessary). 
Induction  of  labor  by  rupture  of  the  membranes 
and  anticipation  of  vaginal  delivery  is  to  be  pre- 
ferred. Pitocin  stimulation  would  predispose  to 
further  separation  of  the  placenta.  If  no  labor 
ensues  in  six  to  twelve  hours,  cesarean  section 
should  be  considered.  Fetal  distress  or  bleeding 
greater  than  400  to  500  cc.  are  indications  for  earlier 
cesarean  section,  but  only  after  determining  the 
adequacy  of  blood  clotting  mechanism. 

In  severe  premature  separation  therapy  is  aimed 
at  saving  the  mother  only.  Venous  cutdowns,  if 
necessary,  and  massive  blood  transfusions  must  be 
immediately  available  to  combat  shock.  Clot  ob- 
servation tests  should  be  done  each  hour.  Fibrinogen 
should  be  administered  in  amounts  calculated  to 
replace  the  lack  demonstrated  by  fibinogen  test. 
In  the  first  hour  treatment  should  include  two  to 
four  units  of  blood,  morphine  and  atropine,  and 
operating  room  ready  for  emergency  cesarean  sec- 
tion. In  the  second  hour  the  cervix  should  be 
evaluated  under  double  setup  and  the  membranes 
should  be  ruptured.  Pitocin  induction  or  pitocin 
stimulation  of  labor  is  contra-indicated  as  it  may 
increase  amniotic  infusion  and  further  separate  the 
placenta;  however,  its  dangers  must  be  weighed 
against  its  advantages  in  promotion  of  vaginal 
delivery.  After  three  to  four  hours  cesarean  section 
under  inhalation  anesthesia  should  be  carried  out  if 
the  clotting  mechanism  is  adequate  and  active  labor 
progress  has  not  been  made.  If  myometrial  infiltra- 
tion with  blood  contra-indicates  leaving  the  uterus 
in  place  after  cesarean  section,  hysterectomy  should 
be  considered  only  if  clotting  mechanism  is  again 
shown  to  be  adequate. 

Cases  of  intrauterine  death  may  be  safely  fol- 
lowed as  outpatients  to  await  spontaneous  labor  if 
frequent  clot  observation  does  not  reveal  a coagula- 
tion defect.  Fragmentation  and  poor  retraction  will 
be  evident  at  levels  of  fibrinogen  not  yet  low  enough 
to  precipitate  clinical  signs  and  symptoms.  TIos- 
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pitalization  for  transfusions  of  whole  blood  and/or 
fibrinogen  can  prevent  clinical  afibrinogenemia. 
Induction  of  labor  is  indicated  if  further  clot  ob- 
servation tests  show  progressive  or  repeated  fibrino- 
gen depletion.  Cortisone  administration  to  prevent 
release  of  fibrinolysins  and  to  combat  their  effect  on 
maternal  clotting  mechanism  is  now  under  investi- 
gation. Such  therapy  shows  promise  of  reducing 
afibrinogenemia  hazards  when  awaiting  spontaneous 
labor  of  patients  known  to  have  a dead  fetus. 

CASE  REPORT 

A 22  year  old,  grava  4,  para  3,  was  admitted  to  the 
emergency  room  October  26,  1954,  six  weeks  before  her 
expected  date  of  confinement.  Sbe  bad  been  awakened 
one-half  hour  previously  with  mid-epigastric  and  low  back 
pain.  Occurrence  of  bright  red  vaginal  bleeding  in  the 
emergency  room  led  to  star  transfer  to  the  delivery  floor. 
Her  pregnancy  bad  been  followed  in  clinic.  Sbe  showed 
8.5  Gm.  of  hemoglobin  at  her  routine  visit  to  the  clinic 
one  month  prior  to  admission.  She  complained  of  weakness 
and  fatigue.  Therapy  consisted  of  Mol  Iron  by  mouth, 
two  tablets  t.i.d.,  and  Feojectin  intravenously,  r cc.,  3 cc., 
and  5 cc.,  at  three-day  intervals.  There  was  no  edema, 
no  albuminuria.  The  blood  pressure  ranged  from  100/60 
to  110/65,  Weight  gain  had  been  15  pounds  since  concep- 
tion. The  serologic  reactions  of  the  blood  were  negative; 
blood  group  was  A,  Rh  positive.  The  chest  photoroentgen 
film  was  negative.  Three  pregnancies  in  1948,  1949,  and 
1952  were  terminated  in  spontaneous  deliveries.  Two  were 
at  term  and  one  was  at  32  weeks.  Iron  by  mouth  for  therapy 
of  mild  anemia  to  a 9.0  Gm.  level  was  necessary  in  each 
pregnancy.  Otherwise  she  had  no  obstetrical  complications. 

On  her  arrival  upon  the  delivery  floor  the  uterus  was 
found  to  be  eight  months  in  size  with  slight  generalized 
tenderness  but  good  relaxation  between  contractions  which 
were  of  35  seconds  duration  and  four  minute  intervals. 
1 he  fetus  was  LOA,  floating  over  the  inlet.  Fetal  heart 
was  regular  at  the  rate  of  90  in  the  left  lower  quadrant. 
The  physical  examination  was  normal  with  a pulse  of  98, 
a blood  pressure  of  120/80,  no  edema.  The  hematocrit  was 
29.  Urine  albumin  was  negative.  The  presumptive  diagnosis 


was  placenta  previa.  With  blood  on  reserve,  intravenous 
glucose  running,  and  with  a cesarean  section  setup  readv, 
a sterile  vaginal  examination  was  done,  showing  a thick, 
long  cervix,  2 cm.  dilated  with  no  placenta  palpable.  The 
membranes  were  found  ruptured,  and  the  vertex  presented 
at  minus  three  station.  The  fetal  heart  became  grossly 
irregular  during  the  vaginal  examination  despite  oxygen  by 
mask  to  the  mother.  A diagnosis  of  abruptio  placenta  was 
made  and  the  clot  which  had  previously  been  drawn  for 
blood  cross  matching  was  observed  to  have  formed  firm 
clot  with  no  evidence  of  fragmentation  of  lysis. 

Because  of  fetal  distress  in  the  presence  of  a long,  thick 
cervix  and  the  presumptive  diagnosis  of  abruptio  placenta, 
a stat  cesarean  section  was  performed  under  pentothal  and 
oxygen  anesthesia.  A premature  male  infant  was  delivered 
through  a low  vertical  bladder  flap  approach  approximately 
four  minutes  after  induction  of  anesthesia.  The  baby’s  heart 
was  irregular,  about  60.  After  resuscitation  he  breathed  and 
cried  spontaneously  within  three  minutes  and  was  trans- 
ferred to  the  premature  nursery. 

The  placenta  was  found  to  be  practically  free  in  the 
uterine  cavity  with  approximately  450  cc.  of  fresh  blood 
and  old  clot  contained  in  the  uterine  cavity.  The  implan- 
tion  site  was  anterior  fundus.  The  uterine  surface  was  mot- 
tled and  blue.  There  had  been  extravasation  of  blood  into 
the  myometrium.  The  uterus  was  closed  in  two  layers  and 
at  the  time  of  the  second  layer  closure  it  was  noticed  that 
each  needle  hole  bled  profusely.  The  anesthetist  at  this  point 
notified  us  that  the  patient  was  bleeding  from  under  the 
anesthesia  mask  without  history  of  any  oropharyngeal 
trauma,  as  no  airways  had  been  inserted.  The  clot  which 
had  been  previously  drawn  was  again  observed  and  was 
found  to  have  developed  complete  lysis.  Fibrinogen  and 
whole  blood  were  pumped  under  pressure  into  the  previ- 
ously running  intravenous  set.  Uterine  bladder  flap  and 
abdominal  wall  closure  were  rapidly  accomplished  and 
bleeding  from  all  areas  of  dissection  and  all  needle  holes 
continued  rather  profusely.  Even  the  skin  incision  required 
change  of  dressing  twice  before  the  patient  was  fully  awake. 

At  the  point  w'here  the  blood  clot  was  found  to  have 
developed  lysis  and  pulmonary  bleeding  occurred,  the  blood 
pressure  was  80/50.  The  pulse  was  not  obtainable.  Within 
the  first  90  minutes  after  pulmonary  bleeding  the  patient 
received  1200  cc.  of  whole  blood  and  two  units  of  fibrin- 
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Fibrinogen  Levels 


TIME  SINCE 
ADMISSION  TO 
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BLOOD 
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TOTAL 

BLOOD 
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I.V.  RECEIVED 
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FIBRINOGEN 

LEVEL 

MG.  PER  CENT 

5 minutes 
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88 

Slight  vaginal 

O 

O 

160 

'S  minutes 

80/50 

not 

Incisional  vaginal 

At  closure  of  uterus 

obtainable 

and  pulmonary 

IOO 

0 

O 

55  minutes 
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IOO-p 
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I 

v- 

1 hr.  25  minutes 
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90 

None 

1000 

3.96 

75 
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84 
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1500 

7.92 

203 

24  hours 

1 20/80 

80 

Normal  lochia  rubra 

2000 

7.92 

M2 
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ogcn.  Fibrinogen  levels  were  done  on  all  available  blood 
samples  and  routine  ones  were  drawn  hourly  after  the 
appearance  of  this  emergency.  The  patient’s  serum  did  not 
develop  lysis  of  normal  clots.  The  sample  before  cesarean 
section  on  admission  to  the  delivery  floor  showed  160 
mgm.  per  cent  fibrinogen.  At  the  point  where  the  pressure 
dropped  and  pulmonary  bleeding  was  noted,  fibrinogen  level 
was  o.  After  500  cc.  of  whole  blood  and  approximately 
1 Gm.  of  fibrinogen  the  blood  fibrinogen  level  was  32  mgm. 
per  cent.  After  a total  of  1000  cc.  of  whole  blood  and 
1.98  Gm.  of  fibrinogen  the  level  was  37  mgm.  per  cent. 
After  a total  of  1500  cc.  of  whole  blood  and  4 Gm.  of 
fibrinogen,  the  level  was  75,  and  after  a total  of  1500  cc. 
of  whole  blood  and  8 Gm.  of  fibrinogen,  the  patient’s 
fibrinogen  level  was  203  mgm.  per  cent.  One  additional  unit 
of  blood  was  given  over  night  and  the  fibrinogen  level  the 
following  morning  was  342  mgm.  per  cent. 

The  infant  weighed  2,050  Gm.  There  was  retraction  and 
evidence  of  hyaline  membrane  on  clinical  examination 
throughout  the  day  and  the  infant  expired  after  seven  and 
one-half  hours.  A postmortem  examination  was  not  allowed. 

The  mother  had  an  uneventful  postoperative  recovery. 
She  was  given  two  additional  pints  of  blood  during  the 
first  three  days  postoperatively  for  a total  of  3000  cc.,  after 
which  her  hematocrit  was  35  per  cent.  She  showed  no 
evidence  of  liver  or  renal  damage  and  was  discharged 
improved  on  her  ninth  postoperative  day.  Follow-up  in 
clinic  through  an  eight-month  period  revealed  no  signs  or 
symptoms  to  indicate  damage  from  her  episode  of  shock. 
She  did  not  develop  any  signs  of  hepatitis  from  the  use 
of  fibrinogen. 

CONCLUSIONS 

Continued  acute  awareness  of  this  condition  is 
needed. 

The  clot  observation  is  a simple  means  of  pre- 
sumptive diagnosis. 

Predisposing  factors  arc  abruptio  placenta  and 
prolonged  intra-uterine  retention  of  a dead  fetus. 
Spontaneous  restoration  of  coagulating  mechan- 


ism will  not  occur  while  the  patient  is  undelivered. 

Correction  of  the  fibrinogen  level  by  the  admin- 
istration of  fresh,  whole  blood  and  fibrinogen  should 
always  precede  any  operative  interference. 

Artificial  rupture  of  the  membranes  prevents 
further  fibrinogen  depletion  and  promotes  labor. 
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UNDERSTANDING  ADOLESCENCE 


Tt  is  commonly  said  that  adolescence  is  the  most 
difficult  period  of  an  individual’s  life,  yet  it  can 
he  an  interesting  and  rewarding  age  for  both 
parent  and  child.  Because  of  its  nature,  adoles- 
cence is  frequently  a trying  time,  hut  even  so, 
trouble,  either  serious  or  lasting,1  need  not  accom- 
pany it.  Most  of  the  so-called  problems  of  teen-age 
boys  and  girls  are  merely  expressions  of  the  normal 
growth  phase  through  which  these  young  people 
are  passing.  However,  parents  are  sometimes 
anxious  and  uncertain  as  their  children  approach 
this  life  period,  and  often  their  apprehensions  are 
transmitted  to  their  sons  and  daughters  with  result- 
ant accentuation  of  what  is  normal,  though  some- 
times annoying,  behavior.  How  can  this  be  avoided? 
How  can  fathers  and  mothers  best  help  their  chil- 
dren at  this  time?  The  answer  is  found  in  guiding, 
not  driving— guiding  with  wisdom  and  affection. 
This  parents  can  best  do  when  they  have  a sound 
knowledge  of  what  adolescence  is,  a clear  idea  of 
why  adolescence  is  a trying  period,  an  appreciation 
of  the  difficulties  to  be  expected  in  adolescence,  and 
an  awareness  of  those  attitudes  that  bring  a feeling 
of  security  to  young  people  in  adolescence.  It  is  such 
an  understanding  of  adolescence,  essential  to  good 
parenthood,  that  I should  like  to  discuss  with  you. 

AIXILESCENCF.  DEFINED 

Adolescence  is  the  growing  period  between  child- 
hood and  adulthood,  usually  spanning  the  ages  of  12 
to  20,  the  teenage.2  It  is  not  a sudden  or  mysterious 
event  but  a natural  growth  development  coming 
out  of  each  child’s  own  specific  life  experience,  his 
own  personality  which  parents  have  helped  to  fash- 
ion since  birth;3  and  it  follows  that  a child  who  has 
had  a happy  childhood  in  a happy  home  can  be 
expected  to  arrive  at  a happy  adulthood  in  spite  of 
the  inevitable  turbulence  of  adolescence.  But  why 
the  turbulence  and  why  is  it  inevitable? 

WHY  IS  ADOLESCENCE  A TRYING  PERIOD? 

Basically,  two  facts  account  for  most  of  the 
difficulties  of  adolescence.  One  is  that  the  individual 
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SUMMARY 

This  paper  was  first  presented  as  a talk  before  a lay 
audience.  Because  of  this  fact  and  also  because  the 
material  offered  consists  of  established  psychiatric 
facts,  the  author  hesitated  to  submit  the  manuscript  for 
publication  in  a medical  journal.  However,  the  editor 
believes  the  paper  should  be  brought  to  the  attention 
of  the  medical  profession.  It  is  timely,  it  is  in  non- 
technical language,  it  gives  a simplified  understanding 
of  adolescence,  and  it  brings  home  to  the  physician  the 
proper  approach  to  parents  in  the  handling  of  the 
adolescent's  problems. 

The  author  tells  what  adolescence  is,  emphasizes 
why  adolescence  is  a trying  period,  outlines  the  diffi- 
culties to  be  expected  in  adolescence  and  discusses 
what  can  be  done  about  these  difficulties.  In  conclu- 
sion, he  suggests  those  parental  attitudes  and  tech- 
niques that  are  most  helpful  to  the  adolescent.  He 
stresses  the  fact  that  it  is  this  help  from  the  parent 
that  brings  the  greatest  feeling  of  security  to  the 
adolescent. 


is  neither  a child  nor  an  adult,  and  the  other  is  that 
he  is  growing  up.  These  two  facts  are  self  evident 
and  at  first  glance  seem  simple,  yet  their  implications 
are  vast  when  motivation  and  total  behavior  are 
considered.  Being  between  life  periods,4  the  adoles- 
cent has  no  really  clear-cut  membership  in  any 
group,5  thereby  making  his  position  one  of  uncer- 
tainty. It  is  not  strange  that  at  times  the  adolescent 
does  not  know  whether  to  act  like  a child  or  an 
adult  and,  consequently,  does  both  in  a vacillating 
and  unpredictable  manner.  He  sometimes  appears 
childishly  self  centered,  and  at  other  times  acts  like 
a true  adult,  showing  thoughtfulness  and  devotion 
for  others.6  He  senses  that  within  a few  short  years 
he  must  assume  adult  responsibilities  which  he  both 
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desires  and  fears.7  Thus  the  adolescent  is  ambivalent, 
welcoming  the  increasing  privileges  of  independent 
action  and  at  the  same  time,  because  of  inexperience, 
living  with  the  fear  of  making  the  wrong  decisions, 
choosing  the  wrong  friends,  selecting  the  wrong 
vocations,1  and  often  too,  having  an  underlying  fear 
of  the  loss  of  parental  approval  and  affection.  Con- 
sequently, he  oscillates  between  regressive,  childlike 
action  and  thoughtful,  mature  behavior.  Indecision 
and  fluctuating  performance  inevitably  are  promi- 
nent as  the  adolescent  tries  to  meet  his  wavering 
inner  emotional  needs. 

Parents  must  consider  the  adolescent  growing-up 
process  not  only  as  anatomic  but  also  as  physiologic 
and  psychologic,  since  these  developmental  changes 
po  hand  in  hand.  The  child  really  matures  in  three 
ways:  physically,  intellectually,  and  emotionally; 
and  unfortunately,  the  speed  of  these  growth  com- 
ponents is  not  apt  to  be  synchronous  and  even. 
Disharmony8  and  disequilibrium9  frequently  exist: 
a child  with  a precocious  intellect  may  have  an 
emotionally  immature  personality,  or  one  with 
childish  intelligence  may  have  the  massive  body  of 
a husky  teen-age  boy.  In  either  case,  the  adolescent 
is  at  a disadvantage;  the  obviously  unequal  devel- 
opment of  physique,  intellect  and  emotions  makes  it 
impossible  for  him  to  function  physically,  intel- 
lectually, and  emotionally  as  either  a child  or  an 
adult.  He  is  in  between.  He  is  different.  He  is  an 
adolescent.  Hence,  he  behaves  like  an  adolescent,  in 
an  uneven,  child-adult,  vacillating  fashion  and 
adolescent  behavior  can  be  understood  only  if  one 
understands  the  several  growth  processes. 

Physical  growth  and  development  in  adolescence 
is  characterized  by  a relatively  rapid  increase  in 
height,  weight  and  size,  along  with  sweeping 
changes  in  the  endocrine  system.  In  girls  this  rapid 
growth  occurs  usually  between  8 and  14,  and  in 
boys  betw  een  ii  and  16.  Maximum  growth  in  girls 
ends  at  about  14,  continuing  slightly  until  about 
20.  In  boys,  rapid  growth  usually  ends  at  16,  but 
may  not  stop  entirely  until  22  or  2 3. 2 

All  the  glands  of  internal  secretion  develop  very 
noticeably,  but  the  greatest  changes  take  place  in 
the  glands  and  organs  of  reproduction.  With  the 
advent  of  puberty  at  12  to  15  years  in  girls,  and  a 
year  or  two  later  in  boys,  striking  changes  come 
about.  In  the  girl  menstruation  takes  place  and  in 
the  boy  potency  manifests  itself.  At  this  time,  too, 
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secondary  sex  characteristics  become  evident— en- 
larged hips  and  breasts  in  girls,  facial  hair  growth 
and  change  of  voice  in  boys.  Hair  in  the  axillae 
and  in  the  genital  regions  of  both  sexes  begins  to 
appear,  as  well  as  changes  in  the  skin  and  the  facial 
expression.  1 hese  alterations  of  the  body  are  indeed 
momentous,  and  many  of  the  difficulties  of  adoles- 
cence are  but  the  individual’s  reaction  to  them. 
The  sudden  increase  in  weight  and  size  often  pre- 
cipitates awkardness;  the  child  does  not  know  how 
to  handle  his  suddenly  bigger  feet,  gangling  arms, 
and,  to  him,  huge  body.  Along  with  awkwardness 
comes  self  consciousness,  and  with  it  social  timidity. 
For  the  adolescent  this  is  hardly  the  time  for  do’s, 
don’ts  and  criticism,  but  rather  the  time  for  reassur- 
ance and  encouragement,  as  w7ell  as  for  help  in 
selecting  attractive  and  well  fitting  clothes  so  that 
he  can  be  more  at  ease  socially. 

Girls  need  to  be  told  of  the  naturalness  of  men- 
struation and  not  that  it  is  a “monthly  sickness” 
requiring  limitation  of  activities  or  medical  care.  It 
must  be  looked  upon  for  what  it  is,  a normal  physio- 
logical process  which  need  not  interrupt  life  and 
which  should  be  handled  by  simple  hygienic  meas- 
ures.1011 If  there  is  discomfort  or  pain,  the  advice 
of  a gynecologist  or  the  family  physician  can  be  of 
greatest  help.  In  boys  an  understanding  of  erections 
that  occur  in  stimulating  situations  and  of  nocturnal 
emissions  is  important.  These  are  again  physiologic 
manifestations  and  should  be  so  understood. 

Alterations  in  the  skin,  such  as  pimples  or  acne, 
are  often  present  in  adolescents.  They  are  not  to  be 
considered  too  lightly  by  parents  as  “kid  pimples,” 
for  their  unsightly  appearance  often  adds  to  the 
individual’s  self  consciousness  and  feeling  of  in- 
security.12 They  may  tend  to  isolate  him  socially. 
The  prompt  medical  assistance  of  a dermatologist  is 
of  utmost  value  in  dealing  with  acne.  Let  parents 
remember  that  the  emotional  scars  of  adolescent 
acne  can  be  deeper  and  more  disturbing  than  the 
physical  ones. 

In  adolescence  one  often  sees  marked  changes  in 
appetite  and  food  consumption.  In  general,  boys  eat 
ravenously,  though  at  times  choosily;  girls  frequent- 
ly gorge  in  response  to  a great  desire  for  food,  and 
then  become  finicky,  or  almost  abstinent,  as  they 
realize  that  they  must  have  an  attractive  figure  and 
not  be  the  laughed-at  fat  girl.  Parents,  in  dealing 
with  these  situations,  w ill  do  wrell  to  minimize  dis- 
cussion of  diets  and  to  accent  simple  foods  and 
regular  eating  habits.  When  handled  in  this  manner 
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most  of  the  adolescent  dietary  problems  resolve 
themselves.  Only  when  patterns  of  eating  become  a 
battle  between  a parent  and  child  do  unfortunate 
habits  tend  to  become  fixed.111 

Intellectual  growth  and  development  is  not  easy 
to  assess  in  the  teen-age  boy  or  girl,  because  the 
maturing  intelligence  is  so  often  overshadowed  by 
the  physical  and  emotional  changes  which  are  taking 
place.  However,  it  is  during  this  period  that  both  the 
parents  and  the  adolescent  usually  become  clearly 
aware  of  the  intellectual  status. 

This  may  be  either  a happy  or  an  unhappy 
awakening  for  both  parties,  and  how  the  situation 
is  handled  can  bring  joy  or  grief.  Parents  must 
remember  that  the  potential  intelligence  level  of 
the  individual  is  largely  fixed  at  birth.14  He  may  be 
gifted,  superior,  average,  dull,  or  subnormal  in  in- 
tellect. While  it  is  not  necessary  in  every  instance 
to  have  an  accurate  estimate  of  a child’s  intellectual 
ability,15  parents  should  have  some  idea  of  an 
adolescent’s  aptitude  and,  whether  it  be  great  or 
small,  let  him  progress  at  his  own  pace.  It  is  not 
often  that  a teenager  has  the  innate  capacity  to 
achieve  all  of  his  parents’  perfectionist  ambitions. 
If  he  is  put  under  pressure  to  excel  academically,  he 
may  acquire  feelings  of  inadequacy  because  he  is 
not  fulfilling  the  expectations  of  his  parents.  Uncon- 
sciously, and  later  consciously,  he  considers  himself 
a failure  and  becomes  insecure  and  unsure  of  him- 
self. In  this  way  strong  feelings  of  inferiority  are 
evolved  from  which  he  may  try  to  escape  by  any 
one  of  a variety  of  neurotic  forms  of  behavior.16 

It  is  to  be  remembered  that  the  physical  and  emo- 
tional pressures  of  adolescence  tend  to  reduce  the 
; individual’s  intellectual  efficiency.  Then  too,  adoles- 
cents vary  widely  in  their  rates  of  maturing,  w hich 
often  shows  in  an  uneven  development  of  their 
potentialities.  Frequently  poor  intellectual  function- 
j ing  may  be  seen  from  12  to  14,  as  the  youngster 
! tries  to  “cope  with  some  emotional  problems  he 
does  not  know  how  to  handle”17  while  later,  at  16  to 
17,  functioning  is  better  as  work  habits  become 
organized,  conflicts  are  resolved  and  anxieties  less- 
ened. Failure  in  school  is  important  and  can  pre- 
cipitate serious  behavior  disorders.18  Such  difficul- 
ties usually  can  be  avoided  if  the  adolescent’s  intel- 
lectual capabilities  are  reasonably  well  established 
and  accepted  by  the  parents,  if  he  is  placed  in  school 
in  a group  with  which  he  can  compete  successfully, 


and  if  his  real  talents,  real  needs,  and  real  capacities 
(not  parental  ambitions)  ai*e  considered  as  the  guid- 
ing elements  in  planning  his  intellectual  training. 

Emotional  growth  and  development  in  the  adoles- 
cent is  dominated  by  the  emergence  of  three  great 
instincts:  the  sex  drive,  the  drive  for  emancipation, 
and  the  aggressive  drive  to  succeed.19 

These  enhanced  emotional  forces  inevitably  come 
into  conflict  with  the  conscience.  On  the  one  side 
the  adolescent  has  the  great  urge  to  express  himself 
sexually,  independently  and  competitively,  while 
on  the  other  he  feels  called  upon  to  live  up  to  atti- 
tudes and  standards  acquired  in  his  earlier  years. 
From  the  behavior  standpoint  he  is  trying  to  walk 
a tightrope  between  these  instinctive  forces  and  his 
conscience,  and  he  meets  with  but  variable  success. 
On  occasion  he  will  slip  to  one  side  and  give  full 
and  even  primitive  expression  to  one  or  more  of  his 
instinctive  drives  by  an  act  or  series  of  acts  which 
create  strong  feelings  of  guilt,  later  relieved  by  acts 
of  compensation  or  self  punishment.  At  another 
time  he  will  veer  to  the  opposite  side  in  rigid  asceti- 
cism. Finally,  he  may  because  of  what  to  him  seems 
like  an  insoluble  conflict  between  emotions  and 
conscience,  retreat  from  reality  and  live  in  a self- 
protective,  phantasy  world.  It  is  these  psychody- 
namic forces  and  conflicts  which  motivate  much  of 
the  adolescent’s  seemingly  incongruous  and  para- 
doxical  behavior,  behavior  that  can  be  anticipated 
and  influenced  by  knowing  something  about  the 
difficulties  that  may  be  expected. 

WHAT  DIFFICULTIES  ARE  TO  BE  EXPECTED  IN 
ADOLESCENCE? 

The  answer  to  this  question  is  found  in  a fuller 
understanding  of  the  sex,  the  emancipatory  and  the 
aggressive  drives,  and  the  way  in  which  the  adoles- 
cent meets  their  challenge. 

The  Sex  Drive  does  not  originate  suddenly  at 
puberty;  it  is  slowly  developing,  progressing 
through  growth  phases  from  the  time  of  birth.16  At 
puberty,  however,  strong  emotional  and  physical 
interest  in  sex  is  aroused.  The  adolescent  does  not 
know  how  to  manage  these  suddenly  enhanced 
sexual  interests  and  powers20  and,  as  a result,  sexual 
difficulties  of  some  sort  occur  in  the  life  of  every 
teenager.  It  is  here  that  the  benefits  of  good  sex 
education  are  important,  and  sex  education  is  a joint 
responsibility  of  the  parents,  the  school  and  the 
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community.21  Its  basis,  however,  is  in  the  family.  A 
happv,  warm  and  affectionate  home  gives  a founda- 
tion “of  discrimination  and  perception  so  that 
beauty,  love  and  pleasure  are  distinguished  from 
vulgarity,  romance  and  thrill.”22 

It  is  well  established  that  warm  and  affectionate 
relationships  in  the  family  during  early  years  govern 
the  expression  of  affection  in  adult  years— a critical 
factor  in  mature  heterosexual  adjustment.23  It  must 
not  be  forgotten  that  curiosity  is  one  of  the  import- 
ant elements  of  intelligence;  consequently  the 
intelligent  adolescent  seeks  facts.  If  accurate  facts 
are  not  supplied  by  parents,  school  or  community, 
he  will  get  sex  education  from  readily  available  and 
less  desirable  sources,  for  sex  education  is  a must  in 
his  life.  Upon  parents  devolves  the  simple  but  definite 
responsibility  of  answering  questions  frankly.  Per- 
sonal inhibitions  and  repressions  frequently  make  a 
prudish  father  or  mother  turn  aside  intimate  queries, 
and  purposely  or  unwittingly  create  feelings  of 
guilt  or  shame  in  the  adolescent  by  leading  him  to 
believe  that  his  inquiries  are  “dirty”  or  naughty,  or 
in  some  way  shameful.  Parental  responses  of  this 
kind  may  find  their  effect  in  marital  unhappiness 
later  on.24  The  best  type  of  sex  education  in  the 
home  is  truthfulness  given  in  quantities  that  can  be 
understood  at  a given  age. 

The  school  has  its  responsibilities  even  though  it 
may  be  thought  unwise  to  include  special  courses 
on  sex  in  the  curriculum.  In  the  hands  of  skillful 
mature  teachers,  courses  in  art,  literature,  biology 
and  others  are  excellent  vehicles  for  establishing 
facts  and  attitudes  about  sex  and  love.22 

But  the  sexually  driven  adolescent  has  sources 
other  than  home  and  school  from  which  to  increase 
his  information  about  sexual  matters.  Among  these 
are  the  typical  customs  of  talking  about  sex  with  his 
friends,  reading  salacious  literature  and  studying 
pornographic  material.  These  practices  are  frequent- 
ly disturbing  to  parents  but  they  really  need  cause 
but  little  concern.  They  disappear  rapidly  once  the 
adolescent  becomes  more  secure  in  his  knowledge 
of  sex.  The  period  of  foul  w ords,  smutty  stories  and 
looking  at  questionable  pictures  is  to  be  more  or  less 
expected  in  the  adolescent’s  life  as  he  seeks  informa- 
tion, reassures  himself,  and  tries  to  be  important  in 
his  group;  but  it  likewise  can  be  expected  to  dis- 
appear when  he  has  achieved  these  goals. 

Even  though  strengthened  by  good  sex  education, 
the  teenager  still  has  a difficult  time  with  the  expres- 
sion of  his  personal  sex  urge,  a drive  that  is  at  its 
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maximum  in  adolescence  and  when,  in  our  culture,  I 
there  is  a minimum  of  opportunity  for  its  gratifica-  I 
tion  in  an  acceptable  manner.  Even  without  con-  I 
sidering  morals  or  ethics,  sexual  activities  with  the  I 
same  sex  are  not  countenanced  either  by  society  or  I 
the  individual  himself;  premarital  sexual  relationships  I 
with  the  opposite  sex  arc  endangered  by  pregnancy  I 
and  disease;  and  continence  is  impossible.  For  the 
individual,  the  only  alternative  is  masturbation,  a 
biologic  device  that  can  be  used  with  safety.  It 
logically  follows  that  masturbation  is  almost  univer- 
sal among  adolescents,  especially  boys;25  and  it  can 
be  said  that  in  itself  it  is  physiologically  harmless. 

It  becomes  injurious  only  if  guilt  and  anxiety  are 
engendered  by  its  practice.  While  no  teenager 
should  be  encouraged  to  use  this  method  of  sex 
gratification,  he  should  understand  frankly  what  it 
and  nocturnal  emissions  signify.  Only  in  this  wav 
will  he  be  able  to  maintain  his  sexual  equilibrium 
and  avoid  problems  and  feelings  of  guilt. 

Boys  and  girls  are  frequently  attracted  to  mem- 
bers of  their  own  sex  and  have  “ crushes ” during  the 
teen-age  period.  Because  of  convention,  boys  are 
thrown  with  boys,  and  girls  with  girls,  earlv  in 
adolescence,  and  the  boy  becomes  a male  hero 
worshipper  and  a girl  hater,  and  the  girl  becomes 
the  reverse.  This  is  a transitory  homosexual  phase, 
from  which  teenagers  evolve  shortly  into  hetero- 
sexual interest.  It  is  in  this  phase  that  boys  and 
girls,  especially  the  latter,  may  become  involved 
with  a friend,  a teacher,  or  some  other  leader  of  the 
same  sex.  Only  occasionally  do  these  attachments 
have  any  specific  sexual  significance.  They  may, 
however,  be  harmful  because  they  give  the  individual 
the  excuse  to  escape  from  persons  of  the  opposite 
sex  (of  whom  she  is  afraid  but  with  whom  she 
should  learn  to  associate),  and  also,  they  interfere 
with  the  individual’s  general  social  adjustment.  Such 
relationships  must  be  handled  with  the  greatest 
delicacy  and  finesse,  for  they  are  not  easily  inter- 
rupted. Aggressive  parental  attitudes  only  tend  to 
solidify  them  and  accentuate  their  significance  while 
patience  and  time  usually  cause  such  attachments  to 
resolve  themselves. 

As  the  adolescent  leaves  this  transitory  homo- 
sexual phase  of  his  psychosexual  development,  he 
begins  to  showT  interest  in  the  opposite  sex— girls  at 
a somewhat  earlier  age  than  do  boys.  Parents  are 
now  often  troubled  bv  relations  between  girls  and 
boys,  and  want  to  know  some  things  about  “dates,” 
hours  of  retiring,  “petting”  and  sexual  relations. 
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Dates  are,  of  course,  desirable  and  to  be  encouraged, 
since  boys  and  girls  must  learn  to  get  along  together. 
Our  wide  coeducational  system  has  made  this  less 
of  a problem  today  than  in  the  past,  and  it  perhaps 
also  accounts  for  the  “petting”  that  is  so  evident 
not  only  in  the  parlor  and  in  the  park  hut  every- 
where—in  the  bus,  in  the  train,  and  on  the  public 
streets.  Parents  should  not  try  too  hard  to  inter- 
rupt these  simple  manifestations  of  affection,  for 
there  seems  to  he  no  evidence  that  the  increased 
“petting”  of  today  has  led  to  increased  incidence 
of  premarital  intercourse.  On  the  contrary,  “pet- 
ting” may  be  a sexual  sublimation,2  and  thus  reduce 
the  risks  of  actual  sexual  activity. 

It  is  well  established  that  rigid  sexual  restriction 
and  inhibition  in  childhood  and  adolescence  may 
lead  to  marital  maladjustment  later  and  perhaps  to 
female  frigidity  and  male  impotence.23  This  does 
not  mean  that  looseness  is  to  he  encouraged  in 
adolescence,  that  license  is  to  he  condoned,  that 
hoys  should  not  adhere  to  the  rules  of  decency,  or 
that  girls  should  not  he  taught  that  promiscuity  is 
a poor  stepping  stone  to  popularity.  However,  it 
does  mean  that  parents  must  be  prepared  to  take 
some  calculated  risks  w ith  adolescents  if  they  are 
to  guide  them  toward  a warm  and  satisfactory 
heterosexual  adjustment  in  adult  life. 

Finally,  it  is  to  remembered  that  problems  relating 
to  sex  need  not,  and  should  not,  he  given  over- 
emphasis, since  they  are  really  a part  of  the  adoles- 
cent's general  adjustment,  and  as  this  becomes  more 
satisfactory,  so  does  its  sexual  component. 

The  Emancipatory  Drive  brings  difficulties  in 
adolescence,  too.  These  are  the  issues  which  center 
around  the  teenager’s  effort  to  establish  his  in- 
dependence and  to  become  emancipated  from  par- 
ental authority.  As  a child  he  expected  to  be  depend- 
ent, looked  after  and  told  what  to  do.  Now  he 
visualizes  himself  as  an  adult,  independent  and  free 
to  do  as  he  pleases.  It  is  the  struggle  with  this 
dependent-independence  conflict  that  leads  to  be- 
havior that  is  often  harsh  and  brazen,  and  sometimes 
grotesque  and  bizzare. 

“A  good  offense  is  the  best  defense”  is  blatently 
manifest  in  the  adolescent  who  denounces  his  par- 
ents and  many  of  the  things  in  which  they  believe. 
Mothers  usually  are  called  upon  to  suffer  more 
punishment  in  this  regard  than  fathers,  since  they 
more  frequently  are  the  symbol  of  authority  in 
childhood.  Accordingly,  if  the  mother  believes  in 
orderliness  and  cleanliness,  the  adolescent  goes  in  for 
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dishevelment  and  the  rare  bath.  If  the  mother 
prefers  school  A,  then  school  B is  the  favorite.  If 
the  father  is  a Republican,  then  the  son  more  likely 
espouses  the  Democratic  cause;  or  if  the  father  is  an 
ultra  conservative,  the  son  may  favor  communistic 
principles.  And  so  it  goes.  It  is  just  at  such  times 
that  the  wise  parent  will  hold  his  tongue  and  not 
force  his  own  viewpoint,  because  usually  if  given 
time,  the  adolescent  will  find  proper  values  and  the 
proper  path. 

This  is  the  period,  too,  w hen  parents  must  help 
the  adolescent  find  legitimate  expressions  of  his  in- 
dependence. The  question  of  tnoney  is  of  prime 
importance.  The  adolescent  should  have  an  allow- 
ance gauged  to  the  family  means  and,  if  possible, 
consistent  with  that  of  his  friends.  In  this  wray  he 
can  function  more  independently  and  not  have  to 
ask  for  spending  money  as  he  formerly  did.  Allow- 
ances  may  be  extended  gradually  to  include 
clothing,  so  that  by  mid  teenage  the  boy  or  girl  has 
the  responsibility  of  selecting  his  own  apparel. 

Finally,  parents  must  not  forget  the  importance 
of  friends.  Parents  cannot  take  the  place  of  con- 
temporaries with  adolescents.  They  must  face  the 
fact  that  their  sons  and  daughters  are  temporarily 
detached  from  the  intimacies  of  the  family  circle, 
being  reassured  by  the  knowledge  that  they  will 
return  in  the  later  teen  years  if  situations  are 
handled  wisely.  This  means  that  parents  should  not 
try  to  be  pals  with  early  adolescent  boys  or  girls. 
These  young  people  want  to  be  with  others  who 
have  the  same  insecurities,  speak  the  same  language, 
who  are  interested  in  the  same  things  and  who  are 
searching  for  the  same  answers.  Parents  should  make 
all  efforts  to  provide  adolescents  with  adolescent 
friends  in  order  to  fulfill  this  emotional  need  for 
contemporary  companionship,  so  essential  to  health- 
ful, stabilizing  development. 

The  Aggressive  Drive  to  Suceed,  to  dominate  and 
to  establish  one’s  personal  worth  is  the  third  great 
emotional  force  in  adolescence.  This  drive  motivates 
a cardinal  and  classic  feature  of  adolescence,  rebel- 
lion. Perhaps  the  aggressive,  hard-hitting,  energetic 
youngster  is  afraid  of  authority  because  he  is  afraid 
he  cannot  impose  authority  on  his  own  rampant 
instinctual  impulses;  or  possibly  his  feelings  of  in- 
feriority and  inadequacy  frighten  him  and  thus 
make  him  unduly  aggressive;  or  it  may  be  that  he 
fears  that  any  sort  of  restriction  will  prevent  him 
from  establishing  himself  in  a competitive  society. 
But  whatever  the  psychological  interpretation,  the 
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fact  is  that  at  some  time  during  the  adolescent 
period  the  teenager  is  in  opposition  to  authority, 
and  herein  lie  great  hazards  and  great  hopes. 

If  this  normal  phase  of  development  is  handled 
w isely,  the  adolescent’s  potentialities  for  the  future 
are  enhanced;  if  it  is  handled  unwisely,  the  seeds  of 
hostile  and  even  delinquent  behavior,  or  shy  and 
uncertain  actions,  are  sown.  I hese  misfortunes  must 
be  avoided,  as  they  well  can  be,  if  parents  avoid 
strict  and  rigid  rules  of  conduct  and  instead  help 
the  turbulent  adolescent  prove  his  own  prowess  and 
worth.  This  does  not  mean  that  a completely  per- 
missive attitude  is  to  be  fostered.  On  the  contrary, 
allowing  unlimited  expression  of  every  impulse  will 
give  false  ideas  of  life  which  are  increasingly  diffi- 
cult to  correct.20  “No  child  today  can  grow  up 
doing  entirely  as  he  pleases.”27  Each  one  must  learn 
reasonable  restraint,  if  he  is  to  share  the  privileges 
of  the  group.  To  avoid  strict  and  rigid  rules  of 
conduct  parents  should  examine  their  own  patterns 
and  those  by  which  their  home  operates.  If  a 
parent’s  attitudes  are  arbitrary,  dictatorial,  interfer- 
ing and  adapted  to  his  own  prejudices  and  con- 
venience, they  must  be  modified  to  meet  the  desires 
and  needs  of  the  family.  Even  if  a parent  is  right  in 
principle  (a  word  which  adolescents  frequently 
resent),  he  must  be  flexible;  strictness,  no  matter 
how  right,  invalidates  the  adolescent’s  desperate 
efforts  to  assert  himself.  When  faced  with  such 
rigidity,  the  adolescent  is  impelled,  in  fact  often 
compelled,  to  go  counter  to  authority  and  break 
the  rules  in  order  to  prove  his  own  worth.  Flexibil- 
ity, amiability,  and  adaptability  in  the  home  go  a 
long  way  toward  easing  this  repeated  adolescent 
tension. 

As  with  independence,  parents  should  thought- 
fully help  in  finding  legitimate  outlets  for  aggres- 
sive impulses,  and  legitimate  ways  in  which  the 
adolescent  can  establish  worth  and  self  esteem.  His 
ow  n efforts  are  seen  in  his  characteristic  rapid  shift 
in  interests.  Thus,  as  he  tries  to  achieve  success,  he 
will  become  an  enthusiastic  golfer,  a violent  tennis 
player,  an  ardent  photographer,  a devoted  hunter, 
or  pursue  with  boundless  energy  any  of  a variety 
of  activities.  These  efforts  are  not  to  be  discour- 
aged—in  fact,  the  adolescent  should  be  warmly 
praised  for  his  accomplishments— but  the  parent 
would  be  w ise  not  to  invest  in  expensive  equipment, 
knowing  that  in  a few  weeks  or  months  the  striving 
drive  will  probably  find  another  vehicle  for  a pas- 
sionate new  interest.  In  this  the  parents  should  go 


along  with  the  breeze  and  evince  renewed  enthusi- 
asm, for  as  time  passes  an  interest  w ill  be  found  in 
which  the  adolescent  can  truly  succeed  and  excel. 

I hen  the  parent  can  support  the  project  to  its 
fullest. 

Another  way  to  help  in  establishing  personal 
worth  is  to  help  the  adolescent  learn  to  'work.  Jobs 
consistent  with  age  and  ability,  preferably  away  I 
from  home,  in  the  employ  of  a friend  or  other  I 
understanding  adult,  will  aid  as  much  or  more  than 
anything  else  in  providing  wholesome  outlets  for  j 
aggression  and  in  establishing  self  confidence.  For 
similar  reasons,  games  and  sports  should  be  encour- 
aged. Here  is  an  opportunity  to  achieve— splendid 
channels  for  the  vast  amounts  of  energy,  and  out- 
lets for  the  rampant  emotions.  When  young  people 
do  not  participate  in  sports,  the  scales  are  weighted 
against  their  successful  social  and  emotional  adjust- 
ments. Without  adequate  phvsical  activity  they  have 
lost  an  important  type  of  sublimation,  and  fre- 
quently have  failed  to  learn  good  sportsmanship. 
Sports  for  adolescents  are  highly  important. 

ATTITUDES  THAT  I5KING  A FEELING  OF  SECURITY 

Lastly,  we  must  consider  those  attitudes  and 
methods  of  parents  that  bring  a feeling  of  security 
to  the  adolescent,  because  parents  are  his  major 
reliance  for  reassurance,  love  and  affection.28  I 
Specific  techniques  of  guidance  matter  far  less  than 
the  spirit  of  family  relationships.29  The  general 
attitude  of  parents,30  the  example  they  set,31  and  the 
emotional  climate  in  the  home32  are  prime  factors 
that  daily  shape  the  character  with  which  the  teen- 
ager meets  the  challenges  of  adolescence. 

To  create  such  a friendly,  stabilizing  and  emo- 
tionally helpful  home,  parents  must  shed  their  own 
residual  adolescent  attitudes  and  behave  as  emotion- 
ally  mature  adults.33  Parents  who  lead  full  and  active 
lives  are  not  apt  to  deny  their  sons  and  daughters 
the  independence  towards  which  they  are  striving. 
Thoughtful  parents  realize  that  if  it  were  not  for 
this  desire  for  independence,  they  would  be  called 
upon  indefinitely  to  guide,  direct  and  make  all  de- 
cisions for  their  children,34  with  the  result  that  their 
children  would  remain  inadequate,  irrespective  of 
their  chronologic  age.  Consequently,  they  conclude 
that  adolescent  behavior  serves  a useful  purpose 
and  is  not  just  perverse  activity.35  With  such  under- 
standing it  becomes  easier  for  parents  to  see  their 
adolescent  sons  and  daughters  as  individuals  strug- 
yling  for  their  places  in  the  sun,  and  as  those  who 
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want  the  love  and  affection  and  respect  of  parents 
even  when  they  seem  to  be  rebellious.36 

When  thus  enlightened,  parents  find  it  easier  to 
learn  and  to  cultivate  those  attitudes  that  are  most 
helpful  to  the  adolescent: 

1.  They  learn  to  tell  themselves  repeatedly  that 
the  difficulties  of  adolescence  are  not  problems , but 
normal  phases  through  which  every  youngster  must 
pass  as  he  develops  from  a child  into  an  adult.  The 
dramatic,  unpredictable  and  sometimes  troublesome 
behavior  of  an  adolescent  is  just  as  natural  as  the 
cuddling,  clinging  behavior  of  an  infant  or  the 
objective,  independent  behavior  of  an  adult. 

2.  They  learn  not  to  expect  too  much  too  soon 
and  not  to  attribute  to  an  adolescent  son  or  daughter 

O 

a stability  which  has  not  yet  been  attained.  They 
know  that  it  takes  time— many  years— for  a child  to 
grow  into  an  adult. 

3.  They  learn  not  to  interpret  rebellion  and  re- 
sentment as  personal  attacks  but  rather  as  general 
expressions  of  a desire  for  independence. 

4.  They  learn  to  avoid  or  to  ignore  minor  issues 
and  reserve  control  for  major  and  essential  matters. 

5.  They  learn  to  direct  with  a loose  rein  and  with 
flexibility , not  with  arbitrary  dogmatism.  Experience 
has  taught  them  that  resistance  breeds  resistance  and 
that  cooperation  breeds  cooperation. 

6.  They  learn  to  reassure  and  encourage  and  to 
encourage  and  reassure,  all  with  frank  and  justifiable 
praise— and  with  a minimum  of  criticism. 

7.  They  learn  to  be  patient  in  a way  they  have 
never  known,  often  in  the  face  of  trying  circum- 
stances. 

8.  They  learn  to  be  humorous,  to  have  the  light 
touch.  They  see  the  amusing  side  of  every  per- 
formance. 

9.  They  learn  to  try  to  understand  each  action,  to 
place  themselves  in  the  shoes  of  their  adolescent 
sons  and  daughters  so  that  they  can  appreciate  their 
problems.  And  lastly, 

10.  They  learn  to  be  tolerant  and  to  reassure 
themselves  because  kind  and  trusting  parents  can  be 
reasonably  sure  that  their  mercurial  adolescent  will, 
in  time,  become  a stable  adult. 

Such  parental  attitudes  bring  security  in  adoles- 
cence. 
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THE  MEANING  OE  SYMPTOMS 


Human  beings  must  use  symbols,  signs,  or  sounds 
to  transfer  thoughts  or  to  communicate  with  one 
another.  A baby  transmits  his  motives  by  signs  and 
sounds,  but  as  he  grows  older,  if  he  can  talk  and 
hear,  he  begins  to  use  symbols  more  and  more.  The 
letters  of  the  alphabet  are  the  first  symbols  he  uses, 
although  he  knows  the  meaning  of  a smile  or  a 
frown,  a laugh  or  a growl,  much  earlier. 

As  a child  matures  and  becomes  an  adolescent  he 
finds  that  he  must  repress  unsuitable  emotions  and 
forget  unhappy  feelings.  He  wants  to  express  them 
but  is  fearful  of  the  consequences  if  he  does.  His 
mind  has  been  working  with  symbols.  He  knows 
many  things— basically  he  loves  and  hates,  desires 
and  dislikes,  wants  and  avoids  many  things.  What 
he  wants  and  can’t  have,  he  longs  for  and  creates  a 
substitute  for;  what  he  can’t  avoid,  but  fears,  he 
fights  or  tries  to  forget.  So  in  his  dream  life  and 
phantasy  world,  symbols  take  the  place  of  frustrated 
desires  and  forgotten  hates. 

As  the  years  go  by,  experience  grows,  the  mind 
develops  and  the  memory  deepens.  Always  in  the 
same  pattern— longings  changed  into  symbolic  sub- 
stitutes, fear  and  anger  into  symbolic  feelings.  The 
super-ego  or  conscience  having  now  developed  and 
the  parents  being  no  longer  in  control,  the  desires, 
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if  unworthy,  are  only  apparent  in  disguised  form, 
and  the  evil  emotions  are  completely  buried  and 
only  appear  incognito  as  symptoms  of  dis-ease. 

The  purpose  of  this  paper,  however,  is  not  to 
trace  all  the  processes  of  symptom  formation,  but 
merely  to  remind  the  student  of  medicine  that 
symptoms  always  have  a meaning,  always  are  sym- 
bolic, and  always  can  be  interpreted  not  only  as  a 
warning  but  also  as  a longing,  a need  and  an  adapta- 
tion. Being  a symbolic  disguise  of  an  emotion,  which 
is  so  powerful  it  must  be  expressed  somehow,  a 
symptom  is  also  a shadow  of  a conflict  and  as 
energy  is  involved  in  the  conflict  and  in  its  repres- 
sion, so  there  is  relief  and  benefit  to  the  sufferer  in 
its  expression.  This  “secondary  gain”  of  illness  or 
symptoms  is  universal,  for  the  human  being  is  so 
beautifully  constituted,  integrated  and  coordinated 
in  a homeostatic  equilibrium  that  if  this  were  other- 
wise he  could  not  exist.  The  symptom  must  express 
in  the  automatically  chosen  organ  something  which 
the  conscious  human  being  cannot  express  volun- 
tarily. Hence,  whether  he  suffer  pain  or  further 
frustration  he  gains  a modicum  of  relief  for  he 
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knows  deep  inside  that  he  deserves  and  needs  what 
he  is  getting.  He  can’t  prevent  it.  His  body  is 
responding  to  the  hidden  anxiety  according  to  its 
training. 

So  the  student  of  medicine  must  realize  that 
symptoms  are  symbols.  The  body  organ  is  express- 
ing automatically  what  the  conscious  mind  cannot 
voluntarily  do.  The  symptom,  therefore,  has  mean- 
ing and  value.  It  is  an  adaptation  in  itself,  although 
often  so  well  disguised  that  this  may  seem  impos- 
sible. As  in  a dream,  the  symbolic  meaning  may  be 
completely  upside  down  or  inside  out.  To  come  out 
it  must  elude  the  ever  present  censor,  the  rigid  heart- 
less conscience,  and  this  may  require  brilliant  decep- 
tion. However,  man  learns  the  art  of  deception 
early.  He  must  rationalize  to  save  face.  He  may  not 
lie  to  others  but  he  does  to  himself.  He  manufac- 
tures excuses  for  his  conduct  as  fast  as  he  can  and 
he  must,  else  he  would  have  to  surrender  his  free- 
dom and  his  self  respect,  and  this  he  cannot  do  since 
it  is  his  birthright.  Innately  he  knows  that  love  and 
freedom  are  meant  for  him,  but  not  finding  them 
he  deceives  himself  and  says  he  has  them. 

Then  he  gets  symptoms.  Flis  health  begins  to  fail 
and  he  comes  to  the  doctor  for  relief  of  his  aches 
and  his  pains.  He  knows  they  are  of  his  own  making. 
Inwardly  he  knows  he  is  at  fault,  but  he  has  lied 
to  himself  so  much,  he  has  rationalized  so  long,  that 
all  he  can  do  now  is  ask  for  a reprieve. 

“Take  away  my  pain,”  he  begs.  Alas,  it  is  too  late, 
for  one  symptom  merely  replaces  another.  He  is 
grist  for  the  surgeon’s  knife.  However,  removal  of 
an  organ  merely  moves  the  shadow  to  another  area. 

“Make  me  well  and  I’ll  be  happy!”  Alas,  that,  too, 
is  only  an  inane  plea.  A symptom  comes  from  un- 
happiness. It  is  the  end-result.  Removing  it  will  not 
bring  happiness  for  happiness  was  lost  at  the  time  of 
the  conflict.  Of  course,  it  apparently  makes  him 
happy  to  remove  a symptom,  but  that  is  only  if  he 
fails  to  see  the  symptom’s  protective,  adaptive  and 
useful  nature.  Real  happiness  and  real  health  are 
synonymous  and  are  only  possible  with  mental  and 
spiritual  health. 

Removing  symptoms  with  modern  drugs  is  quite 


possible  but  dangerous.  Since  they  have  meaning 
and  are  shadows  of  inner  trouble  they  must  be 
understood  and  not  tampered  with.  Stripped  of  their 
disguise  they  often  automatically  disappear  for,  like 
nightmares,  they  are  not  things,  but  feelings.  In 
other  words,  symptoms  are  unexpressed  emotions, 
hidden  fears,  angers  and  guilt  feelings  made  mani- 
fest. Don’t  fear  them— that  only  closes  the  viscious 
circle  and  makes  them  worse— learn  to  interpret 
them.  They  come  from  the  past.  They  come  from 
memories  which  will  never  go  until  we  die,  and  the 
power  and  force  behind  them  is  terrific.  It  is  as 
explosive  as  an  epileptic  seizure,  as  painful  as  a 
migraine  attack,  as  ugly  as  an  eroding  cancer  and 
as  brutal  as  a crushed  skull  or  a bullet  through  the 
roof  of  the  mouth.  Don’t  tamper  with  them  ignor- 
antly, especially  in  a hospital  setting  where  they 
often  disappear  spontaneously.  This  is  what  doctors 
must  learn  and  this  is  what  they  must  teach  those 
who  come  to  them. 

Doctors  are  in  honor  bound  to  teach  the  truth  as 
it  is  revealed  to  them.  I his  knowledge  of  symptoms 
has  been  revealed  not  only  through  modern  physi- 
ology, and  psychology  but  also  through  sociology 
and  Christian  philosophy.  If  we  deny  it  we  deny  both 
science  and  truth  and  we  are  left  with  nothing— only 
empiricism  and  hypocrisy.  Doctors  must  be  more 
moral  than  their  patients.  If  the  doctors  are  as  weak 
and  ignorant  and  sick  and  anxious  as  their  patients, 
why  should  they  try  and  help  them?  Can  the  blind 
lead  the  blind?  If  the  doctor  uses  a magic  or  hidden 
formula  to  remove  the  expression  of  a past  con- 
flict made  visible  or  conscious  to  a friend,  what  is 
he  doing  to  the  friend?  Is  he  not  encouraging  his 
friend  to  avoid  the  truth  about  himself?  Is  he  not 
saying:  “Here,  take  this  for  your  pain  and  be  grate- 
ful to  me  and  my  magic!”?  Usually  he  says,  “Your 
symptom  is  due  to  a disease  called  so-and-so  which 
comes  from  a ‘germ’  or  a ‘virus’  or  a ‘bug’  or 
‘God  only  knows’— don’t  worry  and  you’ll  get 
well.”  Is  this  fair?  Isn’t  the  doctor  deluding  both 
himself  and  his  patient? 

The  meaning  of  symptoms  is  clear  to  those  who 
really  want  the  Truth,  but  Truth  is  only  revealed 
to  those  “who  wait  upon  the  I.ord.” 
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REHABILITATION  AND  READJUSTMENT  OF  THE  CARDIAC  PATIENT 

Bertram  J.  Black,  New  York , N . Y . 


/''V  n the  sew  ing  machine  table  of  a cardiac  patient 
at  Altro  Work  Shops  is  a neatly  lettered  sign 
in  1 lebrew  with  quotations  from  the  sages,  and  a 
little  poem  w hich,  in  its  English  translation,  reads 
as  follows: 

Your  heart  you  should  better  watch 

She  is  the  center  of  your  life 

She  could  stop  your  work  in  the  middle 

And  no  one  can  replace  her 

Go  on  with  your  work,  sincere  and  quiet 

Don’t  give  in  to  any  worries 

If  you  only  be  well 

You  will  have  enough 

For  today,  and  also  a little  for  tomorrow. 

The  savings  of  the  sages  begin  with:  “Do  not 
be  influenced  by  the  sight  of  the  pitcher,  but  look 
into  what  it  contains.” 

While  the  little  gentleman's  Puerto  Rican,  Negro 
and  Irish  neighbors  cannot  read  his  sign,  they  agree 
most  heartily  with  its  intent.  Both  the  poem  and  the 
saying  of  the  sage  are  illustrative  of  a very  import- 
ant fact  about  heart  disease,  and  possibly  many 
other  disabling  chronic  illnesses  as  well.  1 his  is  that 
the  root  of  the  handicap  or  disability  is  much  less 
the  effect  of  the  organic  condition  than  the  state  of 
mind  of  the  patient  himself. 

During  the  past  seven  years,  Altro  Work  Shops 
has  been  responsible  for  the  rehabilitation  of  some 
200  cardiac  patients.  These  have  ranged  in  their 
heart  classsifications  from  the  1I-C  through  the 
Ill-C  categories.  Our  experience  with  these  patients 
is  illustrative  of  many  of  the  problems  in  the  prep- 
aration of  the  cardiologically  disabled  for  reemploy- 
ment. 

A fact  which  was  increasingly  surprising  in  the 
early  stage  of  our  experience  w as  the  large  propor- 
tion of  cardiac  patients  whose  symptoms  were 
entirely  unrelated  to  the  heart  condition.  Not  that 
these  patients  did  not  have  organic  heart  disease,  for 
medical  examination  upon  admission  to  Altro  Work 
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SUMMARY 

Forty-five  per  cent  of  patients  referred  in  the  II-C 
to  Ill-C  classification  were  able  to  return  to  normal 
work  activity.  The  rate  of  rehabilitation,  though,  de- 
creases with  age.  A significant  finding  is  that  the 
symptoms  which  appeared  to  the  patient  as  disabling 
were  frequently  unrelated  to  the  organic  heart  condi- 
tion. The  state  of  mind  of  the  patient  is  most  im- 
portant in  rehabilitation.  The  article  describes  the 
setting  at  the  Altro  Work  Shops  which  preserves 
work  normalcy  with  an  adequacy  of  medical  super- 
vision. It  was  learned  that  the  work  setting  is  fre- 
quently needed  for  an  adequate  determination  of 
working  capacity  even  though  the  usual  clinical  tests 
were  utilized  for  cardiac  reserve. 


Shops  determined  that  they  had.  It  was  simply  that 
either  the  heart  condition  was  insufficient  to  explain 
their  inability  to  perform  normal  work,  or  the 
symptoms  included  many  which  the  patient  ascribed 
to  his  heart,  but  which  actually  had  a different 
origin.  Fear  and  anxiety  played  a large  role  in  each 
of  these  patients. 

R E MARIE  I TAT  I OX  RESULTS 

In  an  analysis  which  we  completed  for  the  Na- 
tional Heart  Institute  of  the  first  144  patients  w ho 
w ere  served  at  Altro  Work  Shops,  54  were  success- 
fully rehabilitated;  and,  at  the  time  of  the  study,  25 
others  were  still  in  the  process  of  rehabilitation.  Of 
those  w ho  had  completed  the  program,  45  per  cent 
were  able  to  return  to  relatively  normal  work  activ- 
ity. Fifty-tw  o of  the  patients  might  be  classified  as 
failures  from  the  purely  objective  employment 
standpoint,  although,  from  the  standpoint  of  their 
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medical  conditions,  and  various  social  and  psycho- 
logical gains  which  they  made,  they  might  not  he 
considered  as  failures. 

Rehabilitation  was  most  successful  for  the  arterio- 
sclerotic group  of  patients  under  50  years  of  age, 
and  for  the  rheumatic  heart  group  in  those  below 
the  age  of  35.  Failure  to  become  rehabilitated  was 
mostly  due  to  advanced  congestive  or  anginal  heart 
failure  in  the  arteriosclerotic  group,  and  auricular 
fibrillation  with  evidence  of  congestive  heart  failure 
in  the  rheumatic  group.  Eighteen  of  the  rehabilita- 
tion failures  died;  14  from  the  arteriosclerotic  group, 
three  from  the  rheumatic  heart  group,  and  one  of 
the  two  who  had  congenital  malformations.  The 
rate  of  death  is  not  considered  high  by  our  cardiolo- 
gists, and  only  emphasizes  the  fact  that  the  Altro 
sample  was  chosen  from  among  those  very  serious- 
ly ill.  It  is  significant  that,  as  one  might  expect,  the 
rate  of  rehabilitation  increases  as  one  goes  down  the 
age  range.  For  example,  among  the  hypertensive  and 
arteriosclerotic  patients,  rehabilitation  was  68  per 
cent  successful  in  the  age  range  36  to  45,  but  had 
dropped  to  32  per  cent  in  the  group  over  53.  Among 
those  with  rheumatic  heart  disease,  successful  re- 
habilitation reached  72  per  cent  among  those  18  to 
25  years  of  age,  and  dropped  to  45  per  cent  in  the 
group  over  35  years  of  age. 

OCCU PAT  ION  AL  15 ACKGROU N D 

The  range  of  occupational  background  from 
which  our  patients  come  is  broad.  I hey  include 
business  managers,  salesmen,  tailors,  clerks,  garment 
operators,  taxicab  drivers,  skilled  tradesmen  of  a 
variety  of  sorts,  small  shop  owners,  and  a sprinkling 
of  professional  people.  Generally  speaking,  more  of 
the  patients  returned  to  occupations  similar  to 
those  they  had  followed  prior  to  their  illness,  though 
a few  received  training  in  garment  operating  and 
business  machine  practice  from  us,  or  in  some  other 
line  of  work  through  the  State  Division  of  Voca- 
tional Rehabilitation.  This  points  up  a maxim  which 
has  been  stated  repeatedly  at  more  recent  discussions 
on  rehabilitation  of  the  cardiac  that,  with  few 
exceptions,  the  kind  and  amount  of  work  with 
which  the  patient  has  been  familiar,  and  to  which 
he  has  already  become  conditioned,  is  not  only  not 
dangerous  but  frequently  preferable. 

WORK  SHOP  PROGRAM 

In  our  program  for  cardiac  patients,  we  have  con- 
tinued a design  of  service  which  over  long  years 
has  been  found  beneficial  for  those  with  arrested 


tuberculosis.  This  takes  the  form  of  returning  the 
patient’s  living  habits  to  as  near  normalcy  as  is 
possible  in  the  course  of  his  rehabilitation.  There- 
fore, our  Altro  Work  Shops  looks  and  operates  like 
a normal  factory.  Patients  are  required  to  be  pres- 
ent in  a work  setting  for  the  full  work  day.  The 
factory  deals  in  normal  commercial  production, 
buys  and  sells  on  the  open  competitive  market.  The 
supervisors  and  instructors  are  skilled  in  their 
trades.  To  the  casual  outsider,  there  is  no  appearance 
of  a rehabilitation  center,  a sheltered  workshop,  or 
of  special  medical  supervision.  Yet,  all  of  this  is 
present.  There  are  two  full-time  registered  nurses 
who  do  not  wear  uniforms,  but  who  nevertheless 
carry  responsibility  for  keeping  tab  on  the  health 
condition  of  the  patients.  These  nurses  have  the 
power  to  reduce  the  hours  of  work  for  any  patient, 
or  to  see  that  he  gets  immediate  medical  attention. 
Increases  in  the  hours  of  work  can  be  made  only 
upon  the  physician's  prescription.  Three  cardio- 
logical clinics  per  week  are  held  for  approximately 
half  a day  at  a time  staffed  by  experienced  cardiolo- 
gists. They  have  at  their  disposal  a fluoroscope, 
cardiograph  and  other  of  the  commonly  utilized 
clinical  testing  devices. 

1 he  patient  is  assigned  usually  on  a four  hour  a 
day  basis.  He  alternates  work  and  rest  throughout 
the  normal  work  day,  utilizing  rest  facilities  on  the 
top  floor  of  the  factory  building.  As  his  condition 
permits,  his  hours  of  work  are  increased  and  hours 
of  rest  decreased  until  he  reaches  sufficient  work 
tolerance  to  move  on  either  back  to  normal  industry 
or  into  specialized  training,  if  that  be  warranted,  or, 
for  some  20  per  cent  of  the  patient  load,  into  pro- 
vision for  permanently  sheltered  work. 

A staff  of  social  caseworkers,  vocational  coun- 
selor and  other  medical  and  specialized  consultants 
are  available  to  assist  in  the  social  and  psychologi- 
cal services  necessary  for  adequate  rehabilitation.  It 
is  of  little  avail  to  provide  a fine  work  atmosphere 
with  adequate  medical  protection  if  the  social  and 
psychological  needs  of  the  patient  and  his  family 
continue  to  be  such  that  he  cannot  take  advantage 
of  them.  Provision  is  made  through  the  City  Depart- 
ment of  Welfare,  if  the  family  is  eligible  for  assist- 
ance, or  through  resources  available  by  way  of  the 
Greater  New  York  Fund  and  Federation  of  Jewish 
Philanthropies  for  subsidies  to  ensure  a decent  bud- 
get income  for  the  patient  and  his  family.  He  is,  of 
course,  paid  for  the  work  he  produces  at  Altro 
Work  Shops  at  the  union  scale  for  piecework;  but 
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frequently,  at  least  in  the  early  part  of  his  program, 
the  income  from  his  production  may  not  meet  his 
family’s  needs. 

WORK  CAPACITY 

It  has  been  significant  to  our  cardiologlists  and  to 
our  social  caseworkers  that  frequently  an  adequate 
determination  of  the  working  capacity  of  the 
cardiac  patient  cannot  be  made  until  after  there  has 
been  some  experience  with  him  in  the  factory  work 
setting.  The  clinical  medical  examination  and  tests 
may  reveal  clues  to  cardiac  reserve  or  apparent 
physical  potential,  but  they  may  be  far  afield  in 
determining  how  much  work  the  patient  can 
actually  undertake.  The  social  and  psychological 
condition  of  the  patient,  his  motivation  and  interest, 
are  frequently  much  greater  determinants  for  suc- 
cess in  rehabilitation  than  the  extent  of  his  organic 
heart  disease,  or  even  the  amount  of  superimposed 
psychosomatic  symptoms.  It  is  not  at  all  infrequent 
to  find  men  and  women  with  extremely  bad  hearts, 
for  whom  the  medical  prognosis  is  poor,  continuing 
to  work  and  maintaining  themselves  for  long 
periods  of  time  in  a stabilized  condition.  On  the 
other  hand,  people  for  whom  the  prognosis  should 
be  good  may  deteriorate  rapidly.  The  workshop 
setting  allows  for  observation  by  medical  staff  and 
psychological  staff  for  a more  adequate  determina- 
tion of  work  capacity.  Altro  Work  Shops  is  used  in 
this  way  by  work  classification  clinics,  by  private 
practitioners  and,  frequently,  by  employment  or 
vocational  agencies. 

DURATION  OF  STAY  REQUIRED 

We  are  frequently  asked  what  is  the  average 
duration  of  stay  necessary  for  rehabilitation  of  the 
cardiac.  While  we  can  quote  a six  month  average, 
the  range  about  the  average  is  very7  great.  For  some 
people,  where  the  functional  component  of  illness 
is  great,  a very  short  stay  at  the  Workshops  may  be 
sufficient  to  allay  anxiety  and  demonstrate  ability  to 
perform  without  increasing  symptoms.  We  have 
had  patients  who,  after  a few  days  or  a week  or  two, 
have  decided  to  return  to  former  positions  or  to 
seek  new  employment,  and  who  have  gotten  along 


quite  well  since  leaving  us.  At  this  point  it  is  im-  fl 
portant  to  note  that  we  do  not  provide  ongoing  lj 
medical  care.  Our  staff  of  physicians  is  there  for  C 
the  purpose  of  supervising  the  medical  aspects  of  | 
rehabilitation.  We  see  to  it  that  the  patient  receives  I 
care  from  his  personal  physician  or  from  a clinic 
and,  in  our  follow-up  at  regular  intervals,  we  inquire 
both  of  the  patient  and  his  physician  as  to  his 
condition. 

CONTRIBUTING  FACTORS  IN  REHABILITATION 

Our  experience  w ith  the  rehabilitation  of  cardiac 
patients  highlights  some  facts  w hich  arc  of  interest 
and  value  to  the  larger  community.  The  person  with 
heart  disease  who  is  under  adequate  medical  care, 
and  who  is  helped  to  a realization  of  what  his  work 
capacities  are,  can  be  returned  to  productive 
capacity  to  a much  larger  extent  than  is  ordinarily 
thought  possible.  Individuals,  even  with  pain  and 
discomfort,  who  are  taught  to  understand  the  limits 
of  energy  output  dangerous  to  them,  and  who  can 
be  sufficiently  motivated  to  continue,  will  be  happier 
in  employment  than  in  nursing  their  ills.  We  have 
had  no  patients  die  while  on  the  job,  and  it  is  inter- 
esting that  the  families  of  patients  who  did  die, 
usually  at  home  or  in  the  hospital  following  their 
sojourn  at  Altro  Work  Shops,  have  written  to  us 
or  informed  the  social  worker  of  their  gratitude 
for  the  opportunity  given  the  patient  of  enjoyment 
in  productivity  w hile  he  lived.  None  has  accused 
his  work  at  Altro  of  being  the  cause  of  his  decease. 

It  is  interesting,  too,  to  note  that  one  phase  of  our 
study,  which  has  not  yet  been  completed  and  which 
deals  with  the  social-psychological  factors  in  heart 
disease,  seems  to  point  up  that  when  the  organic 
condition  is  equal,  a clue  to  the  success  or  failure 
of  rehabilitation  can  be  found  in  the  stability  of  the 
family  life  of  the  patient.  This,  too,  is  not  new' 
nor  startling  but  is  significant  for  rehabilitation 
services  and  employers  to  consider.  As  one  well 
known  physician  put  it  recently,  in  the  rehabilita- 
tion of  chronic  illness,  one  must  be  concerned  less 
with  what  ills  people  have  than  with  what  people 
have  ills. 
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LYMPHOSARCOMA  OF  THE  CONJUNCTIVA 


A Case  Report 


Walter  M.  Schardt,  m.d.,  Manchester 


T ymphomatous  tumors  can  arise  from  any  nodal 
J-'  or  extranodal  site  in  the  body  where  lymphoid 
i tissue  is  known  to  exist.  T hey  can  also  arise  from 
sites  where  no  lymphoid  tissue  is  known  to  exist. 
These  tumors  may  be  localized,  may  extend  to 
multiple  areas  of  the  body,  or  may  involve  the  blood 
stream  as  in  the  leukemias. 

Lymphoma  may  be  classified  into  three  main 
types:  (1)  lymphocytic  cell,  (2)  reticulum  cell,  and 
(3)  giant  follicle.  These  cell  types  are  closely  re- 
lated and  an  initial  biopsy  of  a tumor  may  appear 
as  a chronic  lymphogranuloma  which  later  may 
develop  into  one  of  the  malignant  lymphosarcomata. 
These  types  may  also  change  one  into  another  as 
time  progresses.  If  an  original  biopsy  is  benign  and 
multiple  sites  are  present,  repeated  biopsies  should 
be  performed  along  with  repeated  blood  counts 
and  bone  marrow  studies.  These  blood  studies 
should  be  done  since  true  leukemia  may  be  the 
original  disease  or  may  develop  at  a later  date. 

Lymphomatous  tumors  around  the  eye  may  be 
primary  tumors  or  evidence  of  a general  lympho- 
matous disease.  The  sites  of  involvement  in  the  eye, 
according  to  frequency  of  occurrence,  are  the  orbit, 
conjunctiva,  lids  and  lacrimal  gland,  iris,  ciliary 
body  and  choroid.  The  lymphocytic  and  reticulum 
cell  types  are  the  most  frequent  primary  lympho- 
sarcomas of  the  eye. 

The  treatment  of  these  so-called  primary  tumors 
is  excision  for  diagnosis,  followed  by  local  x-rav 
therapy  after  the  diagnosis  has  been  made. 

The  prognosis  for  the  disease  after  excision  and 
x-ray  therapy  differs  according  to  the  statistics  pre- 
sented by  various  authors.  However,  all  are  agreed 
that,  if  the  disease  is  seen  early  and  the  eye  is  the 
primary  site,  a dismal  outlook  is  not  necessary.  In 
one  series  of  twenty  cases  (McGavic2)  followed  for 
a sixteen  year  period,  five  are  still  alive  and  five  died 
from  other  causes  than  lymphosarcoma  after  an 
average  of  15.5  survival  years.  The  other  ten  cases 
died  from  recurrence  and  systemic  spread  of  the 
disease. 

CASK  PRES  F.NTAT  I ON 

M.  W.,  a 47  year  old  white  male  was  seen  at  the  office 
in  January,  1955  complaining  of  a small  “blood  spot”  in 
the  left  eye.  The  vision  was  20/20  in  both  eyes.  The  intra- 


The  Author.  Associate  Ophthalmologist,  Man- 
chester Memorial  Hospital 


SUMMARY 

This  article  was  written  to  alert  the  general  practi- 
tioner to  the  need  for  early  diagnosis  and  treatment 
of  tumors  around  the  eye  and  adnexa. 

The  case  presented,  a primary  lymphosarcoma  of 
the  conjunctiva,  will  have  a better  prognosis  because 
of  early  biopsy  and  treatment. 


ocular  tension  and  fundal  examinations  were  normal.  The 
patient  had  a small  subconjunctival  hemorrhage  just  nasal 
to  the  limbus  at  the  nine  o’clock  meridian.  There  was  a 
salmon-colored  mass  measuring  2 cm.  x 0.5  cm.  in  width 
in  the  outer  aspect  of  the  inferior  fornix.  The  lesion  was 
avascular,  smooth,  covered  with  conjunctiva  and  took  the 
shape  of  the  surrounding  globe  and  lid.  The  patient  was 
unaware  of  this  growth.  He  was  advised  to  have  this  mass 
removed.  This  was  done  in  March;  an  attempt  at  complete 
excision  was  made.  The  specimen  was  sent  to  the  Eye  In- 
stitute in  New  York  and  a pathological  diagnosis  of  lympho- 
cytic lymphosarcoma  was  made.  The  patient  had  x-ray 
therapy  to  the  site  of  removal  in  the  hope  of  eradicating 
any  neoplastic  tissue  left  behind.  While  in  the  hospital  a 
complete  physical  examination  revealed  the  presence  of  no 
other  tumors.  There  were  no  enlarged  nodes.  The  x-ray 
examination  of  the  chest,  complete  blood  count,  sedementa- 
tion  rate,  and  marrow  puncture  were  normal.  When  last 
seen  three  months  ago  the  original  site  of  the  conjunctival 
lesion  appeared  free  from  tumor  growth.  The  patient  was 
feeling  well  and  had  no  symptoms  of  any  illness.  The 
vision  in  the  affected  eye  was  20/20. 

This  case  is  being  presented  in  the  hope  that  the 
general  practitioner  and  the  eye  specialist  will  pick 
up  these  various  lesions  around  the  eye  and  lids  and, 
in  case  of  doubtful  diagnosis,  provide  for  biopsy  of 
the  suspected  lesion.  Skin  cancers  of  the  lids,  malig- 
nant melanomas  of  the  conjunctiva  and  uveal  tract, 
and  lymphosarcomas  can  be  thus  diagnosed  and 
treated.  Early  diagnosis  and  treatment  is  essential 
for  a good  prognosis. 
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CORTOCOTROPHIN  AND  CORTISONE 

IN  LETTERER  SI  WE  DISEASE  AND  GAUCHERS  DISEASE 

Jacob  Green blatt,  m.d.,  Stamford 


HP  he  chief  purpose  of  this  report  is  to  emphasize 
the  fact  that,  in  the  proper  dosages,  cortico- 
trophine  and  cortisone  were  able  to  restrain  the 
progress  of  a case  of  Letterer  Siwe  disease.  Mention 
will  also  he  made  of  the  results  of  similar  therapy 
in  a new  case  of  Gaucher’s  disease.  The  value  of 
these  medications  in  the  former  disorder  is  not 
universally  appreciated,  as  is  apparent  from  the 
number  of  cases  reported  recently,1*9  in  which  this 
form  of  therapy  was  either  not  at  all  or  inadequately 
employed.  It  is  true  that  only  lately  has  it  been 
realized  that  large  doses  of  these  compounds  are 
rather  innocuous.20'32  The  successful  results  in 
Letterer  Siwe  disease  were  reported  beginning  in 
1 953. 10-13  Another  point  to  be  considered  is  that  this 
disease  is  not  as  extremelv  rare  as  is  usually  thought. 
Christie14  mentions  that  forty  one  cases  have  been 
reported,  and  that  it  is  being  recognized  with  in- 
creasing frequency. 

In  order  to  understand  the  rationale  of  any  form 
of  therapy,  a brief  statement  of  the  pathology,  clini- 
cal course,  and  etiology  of  reticuloendotheliosis  is 
in  order.  The  general  condition  may  be  defined  as 
a proliferation  of  the  embryonic  reticulum  cells  of 
the  body  (Freud8).  Letterer  Siw  e disease  is  the  rarer 
acute  form  occurring  in  children  under  two  years 
of  age,  and  is  characterized  by  generalized  lymph- 
adenopathy,  hepatosplenomegalv,  anemia,  purpura, 
fever,  cachexia,  pulmonary  emphysema,  bone  de- 
fects, and  generalized  seborrhea  or  eczematous-like 
skin  lesions.  It  is  fatal  within  a matter  of  a few  weeks 
or  months.  The  chronic  forms  of  reticuloendotheli- 
osis are  Hand-Schiiller-Christian  syndrome  and 
eosinophilic  granuloma.  All  three  forms  may  be 
present  in  various  combinations  in  the  same  patient, 
evolve  into  each  other,  or  into  leukemia. 7-8ir'-44 
Letterer-Siwe  disease  can  also  be  looked  on  as  the 
bridge  between  benign  hyperplasia  and  malignancy. 
The  above  three  entities  are  usually  grouped  as 
reticuloendotheliosis  per  se,  as  distinct  from  the 
primary  lipid  storage  diseases  of  the  reticuloendo- 
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SUMMARY 

A case  report  of  Letterer  Siwe  disease  is  presented  to 
show  the  suppressive  effect  of  corticotrophin  and  corti- 
sone. A comparison  is  made  with  the  effects  of  similar 
therapy  in  a case  of  Gaucher’s  disease  and  the  reasons 
are  offered  for  the  difference  in  results  obtained.  The 
value  of  x-ray  therapy  in  reducing  adenopathy  is 
pointed  out. 


thelial  system.  The  latter  consist  of  Gaucher’s  and 
Nieman  Pick  diseases,  but  few  authorities10  still 
classify  some  or  all  of  these  entities  as  primary 
storage  diseases  w ith  secondary  reticuloendothelio- 
sis or  vice  versa.  Our  results  in  Gaucher’s  disease 
w ill  be  shown  to  have  a bearing  on  this  aspect  of 
the  problem. 

As  far  as  etiology  of  Letterer  Siwe  disease  is  con- 
cerned, there  are  two  opinions:  infectious  and 
lymphogenous.  The  evidence  for  the  former  is  both 
direct  and  indirect.  Thus,  Fischer17  reports  the  iso- 
lation of  paracolon  Arizona  in  his  case.  Aronow  3 
makes  no  claim  for  etiological  relationship,  but  he 
found  pseudomonas  and  staphylococci  in  his  patient. 
Tornqvist18  reports  inclusion  bodies  in  liver  cells. 
The  variety  of  infectious  agents  reported,  in  itself, 
speaks  against  that  type  of  causation.  I he  indirect 
evidence,  however,  is  more  impressive.  It  consists 
of  the  fact  that  a number  of  cases  have  been  appar- 
ently cured,  temporarily  or  permanently,  by  the 
use  of  antibiotics.  Bierman19  did  a controlled  study 
in  twins  with  various  antibiotics  with  favorable 
results,  but  residua  occurred.  Koch20  employed 
aureomycin  with  success,  as  did  Aronson21  with 
streptomycin.  Howeyer,  opposed  to  all  this  are 
numerous  reports  both  of  failure  to  isolate  a specific 
organism,  and  of  failure  to  cure  with  anti- 
biotics.22-23-1  0-43  It  also  must  be  remembered  that 
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apart  from  not  isolating  a causative  organism,  it  has 
not  been  possible  to  produce  Letterer  Siwe  disease 
with  any  infectious  agent. 

The  evidence  in  favor  of  lymphogenous  origin  is 
more  clear  cut.  First  of  all,  the  gross  and  micro- 
scopic pathology  favors  this.  Secondly,  evolution 
into  leucemic  forms  occurs  (v.s.).  Finally,  there 
is  a rather  consistent  response  to  agents  known  to 
control  lymphomatous  diseases.  Therein  lies  the 
rationale  for  the  use  of  x-ray  therapy,7’24  TEM,6 
antifoles,11’27,26  nitrogen  mustards,3'5  and  finally 
corticotrophin  and  cortisone.  None  of  these,  either 
singly  or  in  combination,  has  been  100  per  cent  suc- 
cessful. Reports  vary  from  complete  failure  to  suc- 
cess for  at  least  one  year.  (v.i.). 


In  deciding  upon  the  type  of  therapy  to  employ 
in  any  illness,  it  is  natural  to  choose  the  one  most 
j likely  to  be  effective  and  least  likely  to  cause  harm, 
i as  reported  in  the  literature  reviewed  above.  Based 
on  these  considerations,  antibiotics,  corticotrophin, 

| cortisone,  and  x-ray  therapy  were  used  in  the  fol- 
I lowing  new  case  of  Letterer  Siwe  disease. 

CASE  REPORT 

M.  C.  is  a white  male,  who  was  first  seen  at  the  age  of 
j five  and  one  half  months  with  a chief  complaint  of  swelling 
| of  the  entire  neck.  This  condition  began  three  weeks  pre- 
I viouslv,  and  had  been  treated  with  an  injection  of  penicillin 
without  effect.  Family  history  was  noncontributory.  Past 
history  revealed  that  he  was  born  on  February  15,  1953, 
weighing  8 lbs.  2 oz.  The  pregnancy  was  not  remarkable; 
j circumcision  was  performed  several  davs  after  birth  (coagu- 
lation time=i  minute). 


Examination  revealed  a well  developed,  well  nourished 
white  male  weighing  16  lbs.  and  8 oz.,  and  25  X inches  in 
length.  One  was  immediately  impressed  by  his  “bull  neck” 
appearance,  caused  by  large  masses  on  both  sides  of  the 
neck.  These  were  hard,  nontender,  and  both  discrete  and 
matted  in  various  areas.  There  was  no  enlargement  of 
axillary  or  inguinal  nodes.  However,  both  liver  and  spleen 
were  palpable  about  3.5  cms.  below  the  costal  margin.  He 
also  had  seborrhea  of  the  scalp.  W.B.C. =5,400:  N=io  per 
cent,  L=74  per  cent,  E=i4  per  cent,  M=2  per  cent. 
Temp.=i  10.4F.  (rectal).  100  mg.  of  oxytetracycline  were 
given  q.i.d.  for  the  next  six  days  without  effect.  He  was 
then  hospitalized  for  biopsy,  during  which  time  streptomy- 
cin and  penicillin  were  given  in  full  dosage.  X-rays  were 
taken  of  his  skull,  long  bones,  and  chest;  there  were  no  areas 
of  erosion  or  other  pathologic  conditions.  Bone  marrow 
aspiration  revealed  no  abnormalities.  He  ran  an  intermittent 
fever  up  to  io2°F.  during  this  time.  By  the  age  of  six  and 
one  half  months  his  spleen  was  3 cm.  and  liver  4 cm.  below 
the  costal  margin.  The  cervical  nodes  had  become  larger, 
varying  from  4 to  5 cm.  in  diameter.  W.B.C. = 10,500,  RBC= 
3,880,000,  Fib. =:8.6  Gm.;  N=33  per  cent,  E=i2  per  cent, 
L=25  per  cent,  compared  to  another  blood  count  done  two 
weeks  prior  consisting  of  W.B.C.=$500,  RBC=3,93o,ooo, 
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Hb.=9.9  Gm.,  N=i8  per  cent,  E=i2  per  cent,  L=7i  per 
cent.  VDRL  test  for  syphilis  was  negative.  Tuberculin 
patch  test  was  negative.  Cholesterol  87  mg.  per  cent.  All 
this  time  (one  month),  he  had  received  penicillin  450,000  U 
and  streptomycin  0.3  Gm.  every  other  day,  chlortetracycline 
100  mg.  daily,  with  oxytetracycline  also.  The  report  on  the 
biopsied  cervical  mass  was  Letterer  Siwe  disease  (see  Figures 
1 and  2). 


Figure  i 

The  sinuses  of  the  lymph  node  are  expanded  by  the 
accumulation  of  the  histiocytes  of  Letterer  Siwe 
disease,  with  resulting  compression  of  lymphoid 
tissue 

In  view  of  the  worsening  of  the  infant’s  condition  it  was 
decided  to  try  corticotrophin,  which  was  begun  in  the 
dosage  of  10  mg.  units  of  ACTH  gel  i.m.  every  other  dav. 
This  was  given  when  he  was  seven  months  old,  and  the  dose 
gradually  increased  to  30  units  every  other  day.  Within  a 
few  days  his  fever  of  ten  days  duration  receded  completely. 
A blood  transfusion  had  to  be  given  at  this  point  because 
of  a low  hemoglobin  (6.5  Gm.).  Also  a cough  developed, 
and  lateral  x-rays  revealed  retropharyngeal  edema  displacing 
the  cervical  airway  anteriorly.  Roentgen  therapy  consisting 
of  400R  was  given  to  either  side  of  the  neck  to  correct  this 
displacement.  At  eight  months  of  age  (wt.  19  lbs.  6 oz.) 
ACTH  gel  was  increased  to  40  mg.  for  one  dose  because  his 
facial  eczematous  lesion  had  recurred.  There  was  no  dele- 
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Figure  2 

I ligh  power  view  of  lymph  node  of  Letterer  Siwe 
disease.  Note  mutinucleated  giant  cell 


terious  effect  from  this,  and  it  was  decided  to  change  to  the 
more  convenient  oral  cortisone  in  doses  of  75  mg.  daily. 
He  suddenly  developed  a cough  and  temperature  of  1020- 
io5°F.  For  fear  of  enhancing  any  infection,  cortisone  was 
omitted  for  a few  days.  Only  the  antibiotics  (which  had 
been  given  all  during  hormone  therapy)  were  continued, 
consisting  of  streptomycin  0.3  Gm.,  chlortetracycline  100 
mg.,  and  erythromycin  300  mg.  daily.  Despite  this  the  tem- 
perature persisted  and  the  rash  became  generalized. 

In  view  of  the  apparently  hopeless  condition  of  the  infant, 
he  was  given  40  to  50  units  of  ACTH  gel  i.m.  every7  other 
day,  and  cortisone  100  mg.  daily7.  Within  a few  days  the 
fever,  cough,  and  rash  receded.  “Tarquinor”  (crude  coal 
tar  and  chlorhydroxy-quinolin  ointment — Squibb)  was  also 
used  on  the  rash.  It  was  noticed,  for  the  first  time,  that  his 
nodes  were  decreasing  in  size.  Bv  the  age  of  eight  and  one 
half  months,  the  cervical  nodes  varied  from  1 to  2 cms.  in 
diameter,  and  the  liver  and  spleen  were  felt  only  1.5  to  2.5 
cms.  below  the  costal  margin.  A small  axillary  lymph  node 
was  also  receding.  His  weight  was  19  lbs.  13  oz.,  and  blood 
pressure  136/90.  The  dose  of  cortisone  was  varied  between 
75  to  too  mg.  depending  on  his  blood  pressure.  It  was 
“covered”  by  oxytetracycline  100  mg.  daily,  and  potassium 
triplex,  (E.  Lilly  Co.)  one  teaspoon  daily.  This  regimen  was 


continued  until  he  was  ten  months  old.  He  never  became  I 
edematous,  but  had  a suggestion  of  “moon  facies.”  At  this  age 
cortisone  was  decreased  to  50  and  gradually  to  25  mg.  daily.  I 
(ACTI 1 gel  had  been  discontinued  after  four  doses  of  40-50  ( 
units  every  other  day  v.s.  both  to  avoid  injections  and  j 
because  it  was  felt  that  the  improvement  warranted  this  I 
step.)  He  was  given  x-ray  therapy  (400R)  to  each  side  of 
the  neck,  when  the  nodes  would  not  scent  to  decrease  any  I 
further  on  hormone  therapy.  It  was  hoped  thereby  to 
lessen  the  need  for  the  latter,  with  its  potential  dangers.  I 
Eczematous  lesions  were  also  present  during  the  period  of 
25  mg.  cortisone  dosage;  these  were  improved  with  local 
therapy.  At  the  age  of  eleven  months  it  was  noted  that  the 
hepatosplenomegaly  was  diminished.  I lowever,  at  this  time 
a severe  cough  had  developed.  Since  it  was  possibly  infec- 
tious in  origin,  125  mg.  of  tetracycline  was  given  daily7. 
Cortisone  was  discontinued  again  to  avoid  aggravating  an 
infection.  X-ray  revealed  atelectasis  of  the  right  upper  lobe  I 
of  the  lung. 

I hrec  and  one  half  weeks  after  cortisone  was  stopped  a 
few  pea  sized  nodes  were  found  in  the  right  inguinal  region. 
By  this  time  the  lung  lesion  had  improved  clinically  and 
it  was  felt  safe  to  resume  cortisone  in  doses  of  75  mg. 
daily.  There  was  a noticeable  diminution  in  the  size  of  the 
nodes. 

At  the  age  of  13  months  his  liver  and  spleen  were  barely 
1 cm.  below  the  costal  margin.  He  weighed  21  lbs.,  was 
well  developed  both  mentally  and  physically,  except  for 
the  signs  of  the  disease  enumerated  previously.  In  addition, 
the  inguinal  nodes  did  not  decrease  below  1 cm.  in  diameter, 
and  a dry7,  scaly,  papular  rash  developed  over  his  face  and 
body.  Cortisone  was  then  increased  to  100  and  then  125 
mg.  daily,  despite  blood  pressure  readings  of  86  to  130 
systolic  over  70  to  80  diastolic.  Much  of  the  apparent 
hypertension  was  due  to  crying.  The  skin  cleared  in  one  and 
one  half  weeks,  and  the  nodes  became  slightly7  smaller. 
Cortisone  was  reduced  to  75  mg.  daily  at  the  age  of  14 
months,  but  had  to  be  increased  to  125  mg.  because  of  the 
recurrence  of  the  rash  and  increase  in  the  size  of  the  node. 
The  dose  was  varied  from  75  to  100  mg.  daily  for  the  next 
five  months  (age  19  months).  At  this  time,  in  view  of  the 
fact  that  his  liver  and  spleen  were  only  1 cm.  below  the 
costal  margin,  the  nodes  no  larger,  and  the  rash  gone,  it 
was  decided  to  reduce  the  cortisone  to  25  mg.  daily. 

Within  one  month  the  right  inguinal  node  enlarged  to  2 
cms.  Cortisone  was  increased  to  75  mg.  daily,  but  after 
failure  to  respond  to  this  dose  after  10  day7s,  the  node  was 
treated  with  400R  and  then  500R  units.  Within  a few 
weeks  it  became  smaller  and  hard. 

At  the  age  of  22  months,  in  view  of  his  stationary  condi- 
tion, cortisone  was  discontinued.  His  condition  remained 
good,  but  a sy7stolic  murmur,  loudest  inside  the  apex  and 
to  the  left  of  the  sternum,  was  heard  for  the  first  time  at 
23  months  of  age. 

At  two  years  of  age  he  suddenly  developed  an  enlarged 
(2.5  cms.)  right  submaxillary  node.  Again  x-ra\7  therapy 
in  the  form  of  225R  was  given,  with  a resulting  decrease  in 
size  to  one  half. 

In  view  of  the  fact  that  these  nodal  enlargements  occurred 
each  time  after  cortisone  was  discontinued,  it  was  decided 
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: to  follow  the  regimen  Lange31  uses  in  maintaing  nephrotics 
in  remission  (but  employing  a smaller  dosage).  The  child 
I accordingly  was  placed  on  40-60  mg.  of  hydrocortisone 
I daily  for  three  days  each  week.  This  has  been  continued 
I since  the  age  of  two  years.  Now,  at  the  age  of  three 
I years  no  lymph  nodes  have  enlarged.  Those  that  had 
I been  affected  both  in  the  inguinal  and  cervical  areas  have 
I become  small  (about  0.5  cms.)  in  size  and  hard.  The  liver 
, seems  to  be  3 cms.  and  spleen  1 cm.  below  the  costal  mar- 
gin. He  is  34  inches  tall  and  weighs  28  lbs.  Blood  pressure  is 
1 100/60.  He  looks  and  acts  like  any  other  child  his  age.  At 
the  age  of  two  he  presented  the  following  blood  picture: 
RBC=4,ooo,ooo,  W.B.C.=  ij,6oo,  N=54  per  cent,  L=43 
1 per  cent,  E=3  per  cent,  Hb.=  i2.6  Gm.,  hematocrits  3 6 
per  cent.  Coombs  test  was  negative.  At  this  time  a skull 
x-ray  revealed  no  abnormality,  except  for  widening  of  the 
diploic  space. 


Figure  3 

Gaucher  cells  in  the  bone  marrow 


DISCUSSION 

The  results  of  the  biopsy  and  clinical  course  of 
fever,  anemia,  hepatosplenomegaly,  lymphadeno- 
pathy,  eczematous-like  lesions,  and  possible  pul- 
monary lesions  establish  this  as  a new  case  of  Let- 
terer  Siwe  disease  of  moderate  severity. 

At  first  antibiotics  in  full  doses  as  recommended 
in  the  literature  (v.s.)  were  used  alone  for  one 
month.  In  view  of  the  fact  that  the  patient  became 


progressively  worse,  corticotrophin  and  cortisone 
were  then  employed.  The  hopeless  outlook  forced 
the  use  of  rather  large  doses  of  these  hormones.  The 
favorable  results  that  followed  are  apparent. 

Justification  for  the  use  of  relatively  large  doses 
in  infants  and  children  can  be  found  in  the  work 
of  Klein.28  He  found  that  serum  corticoid  levels  in 
children  under  stress  are  much  higher  than  in  adults 
under  similar  conditions.  From  a therapeutic  ap- 
proach, as  compared  to  the  theoretical  approach  of 
Klein,  both  Heflfer29  and  Greenmail30  found  the  use 
of  large  doses  of  the  hormones  more  effective  in 
first  attacks  of  rheumatic  carditis.  Before  them, 
Lange,31  Cooke,32  and  others  advocated  such  doses 
in  nephrosis.  I hey  also  found  prolonged  use  of  this 
therapy  to  be  relatively  innocuous,  as  did  Bunim33 
who  used  cortisone  in  children  with  rheumatoid 
arthritis  for  as  long  as  four  years.  Close  supervision 
is  essential,  consisting  of  the  observation  of  blood 
pressure,  edema,  salt  restriction,  antibiotics,  and 
potassium. 

It  must  be  admitted,  however,  that  in  a number 
of  reported  cases  of  successful  treatment  by  this 
method  the  dose  was  not  as  large.  Thus,  Cox10  used 
40  mg.  of  cortisone  daily  on  a 17  month  old  girl 
for  1 5 weeks  with  gradual  reduction  of  dosage,  and 
then  had  to  repeat  it  in  amounts  ranging  from  40  to 
100  mg.  per  day  because  of  a relapse.  He  then  tap- 
ered the  dose  to  12.5  mg.  per  day,  and  had  given 
it  for  1 3 months  at  the  time  of  his  report.  Orrild12 
gave  5 mg.  of  ACTH  q.i.d.  to  a four  and  one  half 
months  old  girl  for  a total  of  530  mg.,  and  found  the 
child  to  be  well  after  one  year.  Sewell13  produced 
improvement  in  a three  year,  ten  months  old  girl 
with  Hand-Schuller-Christian  disease  with  doses 
of  25  to  50  mg.  of  cortisone  daily,  after  failure  with 
x-ray  therapy.  In  treating  that  form  of  reticulo- 
endotheliosis,  Bass,  Sapin,  and  Hodes11  likewise 
report  good  results  with  relativelv  large  doses  of  the 
hormones  (after  failures  with  x-ray,  radioactive 
phosphorus,  and  antifoles).  These  authors  also  re- 
port a fatal  result  in  a case  of  I.etterer  Siwe  disease, 
despite  the  use  of  large  doses  of  corticotrophin.  The 
cause  of  failure  might  have  been  the  severity  of  the 
illness,  as  manifested  by  temperature  up  to  io5°F. 
and  ecchymoses,  in  addition  to  the  usual  manifesta- 
tions. Daily  doses  of  40  to  60  mg.  of  corticotropin 
for  eight  days  had  no  effect. 

Failures  have  been  reported  by  others.  Mermann 
and  Dargeon43  state  that  the  steroid  compounds  are 
ineffective,  but  the  dosage  used  is  not  specified. 
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Keats34  gave  a two  and  one  half  year  old  girl  75 
nig.  of  cortisone  daily  for  six  days,  but  she  expired. 
Gray15  administered  100  mg.  ACTH  daily  for  three 
days,  and  then  50  mg.  for  four  days  with  fatal 
result  to  a six  year  old  male.  Levin35  gave  50  mg.  of 
cortisone  daily  for  about  five  weeks  to  an  1 1 
month  old  girl  with  improvement,  but  the  symp- 
toms recurred  at  13  months.  The  medication  was 
then  resumed  in  doses  of  100  mg.  daily  for  six  days, 
and  decreased  to  50  and  then  25  mg.,  only  to  be  re- 
sumed in  doses  of  50  mg.  daily.  Despite  this  and 
penicillin,  the  patient  died  five  months  later.  It  is 
important  to  go  into  the  above  detail  on  these  failures 
with  the  use  of  hormone  therapy  on  these  cases  of 
Letterer  Si  we  disease  in  order  to  attempt  to  discover 
the  reasons.  One  outstanding  reason  is  that  none  of 
them  received  as  large  doses  on  an  age  or  weight 
basis  as  our  case,  except  for  the  one  mentioned  by 
Bass,  Sapin,  and  Hodes.  The  severity  of  this  case 
played  a deciding  role,  as  previously  stated,  as  it 
did  in  others.  Thus,  Gray’s  patient  developed 
monocytic  leukemia.  Keats’  patient  had  cystic  lung 
changes. 

Returning  to  our  case,  another  point  indicating 
the  value  of  cortisone  was  that,  whenever  it  was 
reduced  or  dicontinued,  flare-ups  in  the  form  of 
isolated  lymph  node  enlargement  occurred.  It  is 
true  that  they  did  not  respond  to  cortisone  imme- 
diately. X-ray  therapy  was  given  to  these  glands 
and  the  retropharyngeal  involvement  for  two 
reasons.  First  of  all,  they  apparently  required  much 
higher  doses  of  hormone,  if  they  would  respond  at 
all.  Secondly,  since  they  were  isolated  sites,  they 
were  considered  particularly  suitable  for  roentgen 
therapy.  Varga22  warns  against  the  use  of  general- 
ized x-ray  therapy  in  this  disease,  for  fear  of  de- 
pressing the  bone  marrow  further.  It  is  unlikely  that 
the  type  of  x-ray  therapy  influenced  the  general 
disease,  Sewell,13  Saenger,7  Childs,24  and  others 
report  failure  for  the  most  part  with  radiation  ther- 
apy alone  in  acute  reticuloendotheliosis. 

It  is  also  true  that  ointments  helped  to  clear  the 
eczematous  rash,  which  probably  was  a manifesta- 
tion of  the  disease  (there  being  no  positive  family 
history  of  allergy).  Also,  the  antibiotics  helped  to 
overcome  the  bronchitis  and  possibly  infected 
atelectasis  he  had  developed.  These  two  might  have 
been  manifestations  of  Letterer  Siwe  disease.  Never- 
theless, one  cannot  help  concluding  from  the  short 
time  that  these  agents  were  used  that  they  were 
accessory.  The  general  disease  was  distinctly  kept  in 
check  by  the  hormones. 


1 he  most  recent  confirmation  of  the  advisability 
of  using  these  hormones  in  acute  reticulocndothcli- 
osis  comes  from  as  authoritative  a source  as  the  Chil-  ' 
dren’s  Hospital  in  Boston.36  Their  present  policy  is 
to  use  AC  I H with  cortisone  as  a close  second 
choice.  The  nitrogen  mustards  and  antifoles  arc 
least  valuable. 

A final  word  as  to  prognosis  is  in  order.  Transi- 
tion into  the  more  chronic  Hand-Schiiller-Christian 
disease,  or  worse  (into  leukemia)  has  occurred  in 
both  treated  and  untreated  cases  as  noted  previous- 
ly. On  the  other  hand,  complete  cure  for  at  least 
one  year  has  been  mentioned  by  others.  Probably, 
the  most  that  could  be  hoped  for  is  that  the  hor- 
mones should  continue  to  suppress  the  disease  until 
perhaps  spontaneous  cure  occurs.  This  hope  is  a 
distinct  possibility  in  view  of  Lightwood  and 
I izzard’s46  report  of  recovery  from  Letterer  Siwe 
disease  in  a seven  year  old  child,  in  whom  the  illness 
began  at  five  and  one  half  months  and  signs  dis- 
appeared at  19  months  of  age.  It  is  most  interesting 
that,  except  for  a three  week  course  of  penicillin 
and  one  week  of  sulfamethazine,  no  other  medica- 
tion had  been  used. 

An  interesting  comparison  with  the  results  of  hor- 
mone treatment  in  the  above  case  is  to  be  found  in 
the  effects  of  similar  treatment  of  Gaucher’s  disease. 
The  literature  does  not  mention  any  patient  with 
this  disease  ever  being  given  such  therapy.  Hence, 
the  author  proposed  this  on  a new  case  of  Gaucher’s 
disease  found  on  the  staff  service.  A full  case  report 
is  being  presented  by  others;37  only  the  treatment 
will  be  mentioned  here. 

This  child  is  a ten  year  old  white  girl  in  good 
general  condition,  but  having  a hepatosplenomegaly, 
leucopenia  (as  low  as  2,800),  and  thrombocytopenia 
(54,800  to  88,000).  The  clinically  suspected  diag- 
nosis of  Gaucher’s  disease  was  proved  by  bone 
marrow  aspiration.  (Figure  3.) 

Cortisone  was  first  given  for  one  week  in  a dosage 
of  75  mg.  q.i.d.,  followed  by  100  of  ACTH  gel 
daily  for  three  days.  For  the  next  three  months  she 
received  300  mg.  of  cortisone  daily  with  the  usual 
precautions.  Except  for  the  development  of  rounded 
facies,  there  were  no  harmful  effects.  Neither  were 
there  any  favorable  effects  on  the  basic  disease. 
This  conclusion  was  reached  because  Gaucher  cells 
were  still  present  on  bone  marrow  aspiration  at  the 
end  of  the  treatment  period.  Also,  the  hepatospleno- 
megaly, leucopenia  (3,800),  and  thrombocytopenia 
(80,000)  remained  relatively  unchanged  at  this  time. 
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This  result  was  not  unexpected,  because  Gaucher’s 
disease  is  primarily  a metabolic  or  storage  disorder, 
while  Letterer  Siwe’s  disease  is  primarily  an  inflam- 
matory or  hyperplastic  process.  Although  there  are 
no  reports  of  hormone  treatment  of  Gaucher’s 
disease,  cases  of  similar  storage  disorders  have  been 
given  such  therapy.  Thus,  Hastrup38  found  no  effect 
[from  cortisone  on  a case  of  Nieman  Pick  disease. 
Tay  Sachs  disease,  which  is  related  to  Nieman  Pick 
disease,  was  not  altered  in  any  way  by  ACTH  in  a 
case  reported  by  Gitman.39  Amyloidosis  is  different 
from  the  previous  disorders,  but  it  can  be  considered 
a form  of  storage  disease.  In  a case  of  this  reported 
by  Frenkel,40  not  only  was  the  illness  unaffected, 
but  possibly  even  aggravated  by  the  hormones. 

Interestingly  enough,  eosinophilic  granuloma— 
the  most  chronic  and  benign  of  the  reticuloendo- 
thelioses— apparently  does  not  respond  to  cortico- 
trophin.41'42  However,  the  dosage  in  the  reported 
cases  might  have  been  too  low.  Thus,  Henderson 
and  Thompson41  used  60  mg.  daily  on  a 32  year  old 
male.  Keizer  and  Rochat42  employed  only  4 to  10 
mg.  daily  on  a 17  month  old  girl,  who  also  had 
Letterer  Siwe  disease  and  lipid  granulomatosis  at  the 
same  time.  Hence,  the  factors  of  dosage  and  com- 
plications in  these  cases  do  not  allow  one  to  con- 
clude with  certainty  about  the  effect  of  the  hor- 
mones on  eosinophilic  granuloma. 

Returning  to  our  case,  the  therapeutic  experiment 
does  offer  a valuable  contribution.  The  failure  of 
cortisone  can  be  considered  both  as  further  evidence 
of  Gaucher’s  disease  being  basically  one  of  the 
storage  diseases,  and  these  in  turn  being  distinct  from 
the  reticuloendothelioses. 


CONCLUSIONS 

1.  In  adequate  dosage,  cortisone  and  cortico- 
trophin  had  at  least  a suppressive  effect  in  a new 
case  of  Letterer  Siwe  disease. 

2.  X-ray  therapy  was  of  definite  value  for  local- 
ized lymphadcnopathy  in  the  above  case. 

3.  These  hormones  had  no  demonstrable  effect  in 
a new  case  of  Gaucher’s  disease. 

ADDENDUM 

A recent  article  by  Jaccottet47  reports  another 
instance  of  remission  in  a case  of  Letterer  Siwe 
disease  with  the  use  of  cortisone.  However,  he  em- 
ployed only  12.5  to  25  mg.  in  an  eight  month  old 
child. 

A more  recent  report  by  Batson  et  al.4S  states  that 
two  children  with  this  disease  were  apparently 
helped  by  antibiotics,  but  some  others  of  their  series 
of  fifteen  were  not. 

I herefore,  although  the  treatment  is  still  a moot 
point,  it  would  seem  justified  to  try  both  cortisone 
and/or  antibiotics.  At  any  rate,  we  can  be  certain 
that  this  illness  is  not  100  per  cent  fatal,  as  hereto- 
fore thought. 

Complete  bibliography  furnished  with  reprints. 
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THE  RED  CROSS  EMBLEM 

Dr.  Jean  Maystre,  Geneva , Switzerland 


The  Author.  World  Medical  Association  Liaison 
Officer  to  all  International  Organizations  in  Geneva 


■pVuRiNG  rhe  7th  General  Assembly  in  1953  at  The 
Hague,  The  World  Medical  Association  adopt- 
ed a Resolution  which  requested  the  International 
Red  Cross  Committee  to  extend  the  protection  of 
the  Red  Cross  emblem  to  include  medical  personnel, 
equipment  and  vehicles  of  Civil  Defense  Units. 

I he  Red  Cross  Geneva  Convention  of  1949,  and 
specifically  the  4th  Convention  which  covers  the 
protection  of  the  civil  population,  does  not  contain 
clauses  for  the  adequate  protection  of  the  civilian 
doctor  who  is  carrying  out  his  professional  services 
to  the  sick  and  wounded. 

Studies  published  by  the  International  Committee 
of  the  Red  Cross  (ICRC)  entitled  “The  Doctor  in 
the  Geneva  Convention  of  1949,”  by  Mr.  J.  P. 
Schoenholzer,  point  out  that  the  doctor  does  not 
benefit  under  the  articles  of  the  Conventions  unless 
he  is  a member  of  the  armed  services,  in  a National 
Red  Cross  Society,  or  in  the  medical  services  of  civil 
defense  and  with  the  condition  that  the  Civil  De- 
fense Unit  and  the  National  Red  Cross  must  be 
associated  with  the  armed  services. 

It  is  not  without  interest  to  review  certain  facts  in 
passing;  the  actual  situation  is  then  more  easily 
understood.  The  distinctive  emblem  of  the  Red 
Cross  upon  a white  field  was  adopted  by  the  1st 
International  Conference  on  October  28,  1863  dur- 
ing the  discussion  of  Article  9 of  the  agreement. 
Some  countries  had  already  considered  the  problem 
of  having  a distinctive  emblem  for  the  protection  of 
the  sick  and  wounded  of  their  armies.  Various  col- 
ored flags  were  used  as  distinctive  emblems  for 
ambulances  and  hospitals;  for  example,  Austria  used 
a white  flag;  France,  a red  one;  and  Spain  and  North 
America  used  a yellow  flag.  (See  Article  115,  In- 
structions for  Military  Services  of  the  United  States 


of  America  of  1863.)  If  the  source  of  rhe  Red  Cross 
emblem  is  controversial  as  pointed  out  in  the  study 
by  J.  S.  Pictet,  “T  he  Emblem  of  the  Red  Cross,” 
published  in  Revue  Internationale  de  la  Croix  Rouge, 
March  1949,  the  following  quotations  are  authentic 
as  they  are  extracts  from  the  report  of  the  Confer- 
ence of  1863.  Article  9 is  worded  as  follows:  “In 
all  countries  the  voluntary  hospital  attendant  will 
wear  a similar  or  a distinctive  identifying  emblem.” 
After  discussion  the  following  text  was  adopted  by 
the  Conference,  “In  all  countries  they  will  wear  a 
white  armlet  with  a red  cross  as  such  a uniform 
distinctive  emblem.”  Besides,  the  following  is  added 
to  the  Resolution:  “Motion  C,  That  a uniform  or 
distinctive  identifying  emblem  will  be  adopted  for 
the  Medical  Corps  of  all  the  Armies  or  at  least  for 
all  the  personnel  attached  to  this  service  in  the 
same  Army.  That  an  identifying  flag  will  be  adopt- 
ed in  all  the  countries  for  ambulances  and  hos- 
pitals.” Fhe  motion  of  the  Conference  of  1863  was 
adopted  at  the  Conference  of  1864.  In  1906  a new 
Convention  (Article  18)  emphatically  states,  “As 
an  honor  to  Switzerland  its  federal  colors  were 
reversed  forming  the  heraldic  emblem  of  the  red 
cross  upon  a white  field,  which  became  the  distinc- 
tive sign  and  emblem  of  the  Medical  Corps  of  the 
Army.”  Finally,  the  Convention  of  1929  specified 
that  “in  countries  using  the  red  crescent  or  the  lion 
and  the  red  sun  on  a white  field  as  their  distinctive 
emblem  in  place  of  the  red  cross,  these  emblems  arc 
also  recognized  under  the  terms  of  this  current 
Convention.” 

For  the  first  time  early  in  1864  during  the  Schles- 
wig War,  two  delegates  of  the  International  Red 
Cross  Committee  wore  the  emblem  of  the  Red  Cross 
on  the  white  field  into  battle. 

The  first  Society  that  provided  aid  to  wounded 
soldiers  was  organized  in  Holland  in  1867  and  was 
known  as  the  Red  Cross  Society. 
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The  International  Committee  has  been  known  by 
the  following  names: 

1 863—  Geneva  Committee  for  the  Aid  of  Military 
Wounded 

1 864—  International  Committee  for  the  Aid  of 
Military  Wounded 

1868— International  Committee  for  the  Aid  of 
Wounded  Soldiers 

1875— International  Red  Cross  Committee 

In  responding  to  the  Resolution  of  1 he  World 
Medical  Association  in  1953,  the  International  Red 
Cross  Committee  made  the  following  statements: 

“The  emblem  of  the  Red  Cross  adopted  by  the 
International  Conference  of  1863,  which  was  con- 
vened for  that  purpose,  received  its  official  ratifica- 
tion at  the  Diplomatic  Conference  the  following 
year,  making  it  the  unique  and  distinctive  emblem 
of  the  Medical  Corps  of  the  Army,  the  voluntary 
Aid  Societies,  military  hospitals  and  ambulances. 

“This  emblem,  or  rather  its  significance  and  use, 
became  a part  of  international  law  under  the  ex- 
clusive jurisdiction  of  those  governments  that  rati- 
fied this  law.  The  International  Convention,  that  is, 
the  Geneva  Convention  of  1864  for  the  care  of  the 
sick  and  M ounded  of  the  armies  in  the  field  (revised 


in  1906,  1929  and  1949)  interprets  the  law  and 
determines  its  regulations.  It  has  only  been  ratified 
by  a feu'  governments  and  only  affects  them.  These 
are  the  only  governments  that  have  the  power  to 
modify  the  emblem,  to  extend  or  to  limit  its  use. 
A modification  can  only  be  initiated  by  the  govern- 
ments Mho  have  signed  the  Geneva  Convention. 
This  Mould  require  ratification  by  a Diplomatic 
Conference  of  the  governments  that  signed  the 
Geneva  Convention.” 

The  International  Committee  of  the  Red  Cross 
shares  our  opinion  that  among  the  possible  solutions 
that  would  insure  the  doctor  of  safety  in  carrying 
out  his  duties  to  the  sick  and  the  wounded,  the 
adoption  of  a special  emblem  for  the  protection  of 
the  medical  profession  Mould  be  most  advisable.  In 
order  to  avoid  confusion  this  emblem  cannot  be 
identical  with  the  red  cross,  the  red  crescent,  the 
red  sun  and  the  red  lion;  it  could  be  worn  or  carried 
in  time  of  war  or  peace,  not  only  as  the  personal 
emblem  of  the  doctor  but  also  to  protect  all  Civil 
Defense  Units.  This  distinctive  emblem  must  be 
controlled  by  the  medical  profession  and  be  recog- 
nized on  the  national  level  by  each  government; 
eventually  its  significance  and  its  use  could  be  rati- 
fied at  the  international  level. 
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164th  ANNUAL  MEETING 
of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

Hamden  High  School,  Hamden 

April  24,  25,  26,  1956 


PR OG RAM  COM M 1 1 TEE 

Walter  Weissenborn,  Hartford,  Chairman 
James  W.  Major,  Willimantic 
Vernon  I,.  Lippard,  New  Haven 

LOCAL  COMMITTEE  ON  ARRANGEMENTS 

Charles  S.  Culotta,  New  Haven , Chairman  Samuel  D.  Kushlan,  New  Haven 

John  H.  Bumstead,  New  Haven  Henry  Merriman,  Waterbury 

Arthur  Ebbert,  Jr.,  New  Haven  Michael  J.  Conroy,  Meriden 

Richard  B.  Elgosin,  Hamden  Walter  I.  Russell,  New  Haven 


PRELIMINARY  PROGRAM 
Tuesday,  April  24 

Auditorium 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
Cole  B.  Gibson,  Speaker  of  the  House,  presiding 


io:oo 

Call  to  Order 

Business  Session 

i : oo 

Luncheon  for  Officers,  Members  of  th 

if.  House,  and  ( 

2:00 

Resumption  of  Business 

7:00 

Annual  Dinner  of  the  Council 
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Wednesday,  April  25 

9:00  Registration— Exhibit  Hall 

Auditorium 

9:30  Call  to  Order— President  of  the  Society 

Address  of  Welcome— President  of  the  New  Haven  County  Medical  Association 

9:45  Panel  on  the  Management  of  Myocardial  Infarction 
Speakers  to  he  announced 

10: 35  Cortisone  Therapy  and  ACTH 

Albert  E.  Renold,  Boston  Massachusetts 

11:10  Intermission  to  visit  technical  exhibits 

1 1:40  Poisoning  With  Common  Substances 

Mr.  F.  Leslie  Hart,  Boston , Massachusetts 

12:15  National  Legislation  Relating  to  Medicine 
David  B.  Allman,  Atlantic  City,  New  Jersey 

1:00  Luncheon— Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 


PROGRAM  ARRANGED  BY  CONNECTICUT  CHAPTER-AMERICAN  ACADEMY  OF 

GENERAL  PRACTICE 

President:  Jacques  Van  B.  Yoris,  Darien  Secretary:  Peter  J.  Scafarello,  Hartford 

Richard  B.  Elgosin,  Hamden,  presiding 

2:00  The  Use  of  Chemotherapeutic  Agents  in  the  Prevention  of  Infection 
Louis  Weinstein,  Boston,  Massachusetts 

2:40  Management  of  Thyroid  Disorders 

Carl  E.  Cassidy,  Boston,  Massachusetts 

3:20  Discussion 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

3:30  Section  on  Anesthesiology 

Connecticut  State  Society  of  Anesthesiologists 
Section  on  Gastroenterology 
Section  on  Proctology 

Association  of  Medical  Examiners  in  Connecticut 
Connecticut  Association  of  Medical  Record  Librarians 
Connecticut  Allergy  Society 

Connecticut  Regional  Group  of  the  Medical  Library  Association 
Connecticut  Rheumatism  Association 
Hezekiah  Beardsley  Pediatric  Club 

7:00  Annual  Dinner  of  the  Society  — New  Haven  Lawn  Club 


Joint  Meeting 
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Thursday,  April  26 


9:30  Registration— Exhibit  Hal 


Auditorium 


10:00  Uterine  Bleeding 

F.  Bayard  Carter,  Durham , North  Carolina 

10:35  Cornell  Automotive  Crash  Injury  Research 
Mr.  John  O.  Moore,  New  York , New  York 

11:10  Intermission  to  visit  technical  exhibits 


11:40  Plastic  Surgery  for  General  Surgeons 
James  B.  Brown,  St.  Louis,  Missouri 

12:15  Dermatological  Clues  to  Internal  Disease 
John  R.  Haserick,  Cleveland,  Ohio 

1:00  Luncheon— Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 


2:00  Program  Arranged  by  The  Connecticut  Society  of  American  Board  Surgeons 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

3:30  Section  on  Dermatology 

Eye,  Ear,  Nose,  and  Throat  Section 

Section  on  Orthopedics 

Section  on  Physical  Medicine 

Connecticut  Society  for  Psychiatry  and  Neurology 

Section  on  Pathology  j 
c , (oint  Meeting 

Section  on  Radiology  ) ' e 

Section  on  Urology 

Connecticut  Diabetes  Association 

Connecticut  Branch  of  American  Association  of  Medical  Social  Workers 
Connecticut  Occupational  Therapy  Association 

The  Connecticut  Society  of  American  Board  Obstetricians  and  Gynecologists 
Connecticut  Chapter,  American  Physical  Therapy  Association 
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THE  CONNECTICUT  PHYSICIAN’S  ART  ASSOCIATION 

1956 

EXHIBITION 

Receiving— One  day  only— April  22,  1956—12  noon  to  4 p.  m.  All  works  must  be  delivered  uncrated  by 
the  artist  or  his  agent  to  the  Committee  in  Charge.  Entries  are  limited  to  two  (2)  per  person. 

Where— Hamden  High  School,  2040  Dixwell  Avenue,  Hamden,  Connecticut 

Works  Eligible— Original  works  or  copies— if  copies— they  must  he  so  labeled.  Oil,  water  color,  tempera, 
pastel,  black  and  white,  sculpture,  ceramics,  etchings,  photography. 

Who  May  Exhibit?— Members  of  the  Medical  Society  and  wives.  Members  of  the  Woman’s  Auxiliary 
and  their  children. 

Eee—A  hanging  fee  of  $1  will  be  charged  to  members  for  each  article.  No  fee  for  children.  Fee  for 
nonmembers  of  the  Woman’s  Auxiliary,  $5. 

The  exhibition  will  be  hung  on  Sunday,  April  22,  1956.  No  work  may  be  removed  until  the  last  day 
of  the  Connecticut  State  Medical  Meeting,  April  26,  and  must  remain  as  hung  by  Hanging  Committee 
until  that  date. 

Pictures  to  be  exhibited  should  be  suitably  framed,  ready  for  hanging. 

Further  Information— Members  who  wish  to  exhibit  may  contact  the  following  chairmen  for  further 
information  and  entry  blanks: 

John  M.  Freiheit,  85  Grove  Street,  Waterbury 
Mrs.  Newell  W.  Giles,  Watchtower  Road,  Darien 
Mrs.  Edwin  R.  Connors,  416  Boston  Avenue,  Bridgeport 
Mrs.  Charles  Sullivan,  800  Corbin  Avenue,  New  Britain 
Mrs.  Thomas  J.  Danaher,  445  Prospect  Street,  Torrington 
Mrs.  Vincent  Vinci,  Randolph  Road,  Middletown 
Airs.  Orvan  Hess,  Old  Orchard  Road,  North  Haven 
Airs.  James  AlcGaughey,  Morningside  Terrace,  Wallingford 
Airs.  Page  Nielson,  571  Ocean  Avenue,  New  Fondon 
Airs.  Robert  Bowen,  South  Street,  South  Coventry 
or  your  county  president 

Works  will  be  judged  by  professional  artists  on  Sunday  evening,  April  22. 

A special  effort  w ill  be  made  this  year  to  recognize  merit  in  each  group  relative  to  the  experience  of 
the  artist  so  it  is  IAIPORTANT  to  fill  in  the  entry  blank  completely,  stating  number  of  years  you  have 
been  enjoying  this  hobby. 

The  Society  can  assume  no  responsibility  for  loss,  damage,  or  any  cause  whatsoever. 
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Technical  Exhibits — 1956  Annual  Meeting 


Space 

Firm 

Location 

i 

The  National  Drug  Company 

Philadelphia,  Pa. 

2 

R.  J.  Reynolds  Tobacco  Company 

Winston-Salem,  N.  C. 

3 

Desirin  Chemical  Company 

Providence,  R.  I. 

4 

Smith,  Kline  & French  Laboratories 

Philadelphia,  Pa. 

5 

Pfizer  Laboratories 

Brooklyn,  N.  Y. 

6 

Schering  Corporation 

Bloomfield,  N.  J. 

7-8 

The  Professional  Equipment  Company 

New  Flaven,  Conn. 

9 

J.  B.  Roerig  and  Company 

Chicago,  111. 

10 

Ciba  Pharmaceutical  Products 

Summit,  N.  J. 

1 1 

C.  B.  Fleet  Company,  Inc. 

Lynchburg,  Va. 

I 2 

E.  R.  Squibb  & Sons 

New  York,  N.  Y. 

13 

Lederle  Laboratories  Division,  American  Cyanamid  Company 

Pearl  River,  N.  Y. 

14 

Beech-Nut  Packing  Company 

New  York  City,  N.  Y. 

>5 

Saratoga  Springs  Authority 

Saratoga  Springs,  N.  Y. 

16 

W.  B.  Saunders  Company 

Philadelphia,  Pa. 

>7a 

Brewer  & Company,  Inc. 

Worcester,  Mass. 

i7B 

Pcpperidge  Farm,  Inc. 

Norwalk,  Conn. 

18 

The  Purdue  Frederick  Company 

New  York  City,  N.  Y. 

‘9 

The  G.  F.  Harvey  Company 

Saratoga  Springs,  N.  Y. 

20 

Abbott  Laboratories 

North  Chicago,  111. 

21 

Riker  Laboratories,  Inc. 

Los  Angeles,  Calif. 

22 

Parke,  Davis  & Company 

Detroit,  Mich. 

23 

E.  F.  Mahady  Company 

Boston,  Mass. 

24 

Doho  Chemical  Corporation 

New  York,  N.  Y. 

25 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc. 

Tuckahoe,  N.  Y. 

26 

G.  I).  Searle  & Company 

Chicago,  111. 

1 

OC 

Sealy  Mattress  Company 

Watcrbury,  Conn. 

29 

Nepera  Chemical  Company,  Inc. 

Yonkers,  N.  Y. 

3° 

E.  Fougera  & Company,  Inc. 

New  York,  N.  Y. 

31 

Sandoz  Pharmaceuticals 

Hanover,  N.  J. 

32 

Picker  X-Ray  Corporation 

White  Plains,  N.  Y. 

33 

The  Stuart  Company 

Pasadena,  Calif. 

34 

Ayerst  Laboratories 

New  York,  N.  Y. 

35 

Alaltbie  Laboratories  Division,  Wallace  & Tiernan,  Incorporated 

Belleville,  N.  J. 

36 

The  Baker  Laboratories,  Inc. 

Cleveland,  Ohio 

37 

Surgeons  & Physicians  Supply  Company 

Boston,  Mass. 

38 

Wilfred  Pharmaceutical  Company 

Hamden,  Conn. 

39 

Richard  Danz  & Sons 

New  York  City,  N.  Y. 

40 

A.  H.  Robins  Company,  Inc. 

Richmond,  Va. 

4' 

The  D.  G.  Stoughton  Company 

Hartford,  Conn. 

42 

U.  S.  Vitamin  Corporation 

New  York  City,  N.  Y. 

43 

Eli  Lilly  and  Company 

Indianapolis,  Ind. 

44 

The  Coca-Cola  Company 

Atlanta,  Ga. 

45 

Ames  Company,  Inc. 

Elkhart,  Ind. 

46 

E.  L.  Washburn  & Company,  Inc. 

New  Haven,  Conn. 

47 

H.  J.  Heinz  Company 

Pittsburgh,  Pa. 

48 

American  Ferment  Company,  Inc. 

New  York,  N.  Y. 

49 

The  American  Surgical  Supply  & Equipment  Company 

Bridgeport,  Conn. 

5° 

Warncr-Chilcott  Laboratories 

New7  York,  N.  Y. 

5i 

Mead  Johnson  & Company 

Evansville,  Ind. 

52 

A.  S.  Aloe  Company 

St.  Louis,  Mo. 

53 

M & R Laboratories 

Columbus,  Ohio 

54 

Milex  of  New  York 

Long  Island  City,  N.  Y 
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EDITORIALS 


Combating  Obstetrical  Hemorrhage 

I he  steady  reduction  observed  each  year  in 
maternal  mortality  rates  continues  to  be  a source 
of  great  satisfaction  to  all  medical  men.  It  should 
not  be  forgotten,  however,  that  present  figures  are 
still  considerably  higher  than  those  which  would 
represent  an  irreducible  minimum  in  accordance 
with  present  obstetrical  knowledge.  It  also  should 
be  remembered  that  death  due  to  complications 
associated  with  hemorrhage  have  not  declined  pro- 
portionately with  those  associated  with  infection 
and  toxemia. 

Since  vital  statistics  accumulated  each  year  in  the 
State  of  Connecticut  indicate  that  death  due  to 
hemorrhage  outrank  all  others  obstetrically,  the 
question  may  well  be  posed  as  to  what  therapy  at 
the  present  time  offers  most  toward  a reduction  of 
current  figures.  Here  the  obvious  answer  is  that 
prompt  and  liberal  replacement  of  the  lost  blood  by 
transfusion.  At  the  present  time  there  would  seem 
to  be  no  reason  why  every  hospital  accepting 
maternity  patients  should  not  have  available  and 
near  the  delivery  room  blood  for  transfusion  pur- 
poses, and  this  should  include  some  type  O,  RH 
negative  blood  for  extreme  emergencies.  It  should 
be  emphasized  that  this  blood  should  be  bottled  and 
ready  to  use  and  not  circulating  in  the  veins  of  an 
available  donor. 

For  some  time  it  has  been  known  that  instances 
of  uncontrollable  hemorrhage  occur  not  infrequent- 
ly with  premature  separation  of  the  placenta  or 
fetal  death  in  utero.  It  was  earlier  suspected  that 
such  hemorrhage  was  in  part  at  least,  due  to  some 


defect  in  the  clotting  mechanism  of  the  blood. 
Recently  it  has  been  found  by  numerous  investiga- 
tors, notably  including  Reid  and  his  co-workers  in 
Boston,  that  a relative  or  almost  complete  afibrino- 
genemia exists  and  is  the  cause  of  such  bleeding'.  In 
this  issue  of  the  Journal  appears  an  article  dealing 
v ith  this  subject  which  clearly  sets  forth  the  etiol- 
ogy of  the  condition. 

Afibrinogenemia  has  in  the  past  been  associated 
v ith  a high  death  rate.  Its  diagnosis  clinically  is 
simple  by  the  clock  stability  test.  Its  treatment  is 
now  established  and  is  highly  successful,  consisting 
of  prompt  blood  replacement  together  with  the 
intravenous  administration  of  fibrinogen  itself.  For 
some  time  Connecticut  has  been  fortunate  in  having 
a limited  amount  of  fibrinogen  for  emergency  use. 
Now  the  substance  is  available  to  all  commercially. 
In  addition,  a further  supply  is  available  on  request 
to  the  committee  to  study  maternal  mortality  and 
morbidity.  It  is  urged  that  all  hospital  pharmacies 
stock  fibrinogen  and  that  obstetrical  services 
familiarize  themselves  with  the  procedures  necessary 
to  obtain  more  from  the  emergency  stock  pile  so 
that  deaths  from  afibrinogenemia  in  Connecticut 
may  become  a thing  in  the  past. 

The  Needs  of  the  Chronically  111  Patient 

When  the  physician  sees  a patient  with  an  acute 
illness  for  a relatively  short  period  of  time,  the  rela- 
tionship between  patient  and  physician  is  ordinarily 
formal,  although  it  may  and  should  be  pleasant. 
Neither  asks  much  of  the  other  beyond  the  con- 
cerns of  the  moment.  The  patient  hopes  the  physi- 
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cian  will  rid  him  quickly  and  efficiently  of  his 
complaint  so  that  he  may  terminate  the  relationship 
as  speedily  as  possible.  The  physician  hopes  that 
the  patient  will  be  cooperative  and  will  not  intro- 
duce too  many  side  issues  which  are  not  relevant 
to  the  immediate  problem.  Otherwise  the  patient’s 
personality  and  behavior  generally  may  be  of  little 
interest  to  him. 

When  the  patient  is  chronically  ill  and  where 
intensive  care  and  close  contact  between  patient  and 
physician  are  necessary,  the  whole  circumstances  of 
the  patient’s  life  may  gradually  become  exposed  to 
the  physician  and  the  individual’s  personality  is  laid 
bare.  The  judicious  physician  will  deal  very  cau- 
tiously with  this  revelation  of  character,  although 
he  may  be  able  to  exploit  his  findings  for  the 
patient’s  benefit  with  great  effect.  He  will  often 
find,  however,  that  attitudes  and  mannerisms  of  the 
patient  which  appeared  charming  or  inconsequen- 
tial at  the  first  appearance  become  wearisome  and 
annoying.  He  may  be  tempted  to  make  judgments 
about  the  patient  which  impair  the  scientific  im- 
partiality he  would  like  to  maintain  in  diagnosis 
and  treatment. 

Yet  it  is  the  physician,  himself,  who  is  often  on 
trial  in  the  case  of  a prolonged  illness,  particularly 
one  which  will  eventually  result  in  the  death  of  the 
patient.  Now,  as  never  before,  he  must  call  upon  his 
resources  of  patience,  kindness,  gentleness,  courage, 
generosity,  cheerfulness,  rectitude,  and  sometimes 
even  stamina.  More  is  at  stake  than  the  good  opinion 
of  one  patient,  one  family,  or  even  a whole  com- 
munity. The  patient’s  life  may  well  depend  upon 
the  resourcefulness  of  the  physician  and,  in  the  case 
of  death  as  the  result  of  his  illness,  the  manner  in 
which  the  patient  meets  this  greatest  challenge,  the 
departure  from  life,  also  may  depend  upon  a similar 
resourcefulness  on  the  part  of  the  physician. 

How  frequently  one  hears  the  attitude  expressed 
today  by  certain  physicians  that  when  drugs,  sur- 
gery and  radiation  have  little  or  nothing  more  to 
offer,  it  is  a waste  of  their  and  the  patient’s  time  to 
continue  visits!  This  is  exactly  the  time  when  the 
patient  needs  the  physician  most.  Particularly  is  this 
true  with  regard  to  the  person  with  an  incurable 
malignancy.  It  is  for  the  proper  care  of  these  un- 
fortunate people  that  we  study  medicine  as  well  as 
for  the  dramatic  operation  or  the  therapeutic 
triumph  with  the  antibiotic  drug. 

Physicians  should  consider  carefully  what  the 


effect  of  their  attitudes  toward  the  individual  care 
of  the  chronically  ill  patient  in  the  office  and  at 
home  can  be  today  in  the  light  of  the  increasing 
demand  for  institutional  care  for  these  persons,  and 
of  the  number  of  those  seeking  help  from  quacks 
and  cultists.  Even  in  these  days  of  considerable 
therapeutic  achievements,  many  patients  do  or  can 
he  brought  to  realize  that  they  can  be  relieved  of 
their  symptoms  even  if  they  cannot  always  be 
cured.  The  irregular  practitioner,  even  if  he  may  be 
beset  with  doubts  himself,  does  not  betray  his  in- 
security to  the  patient  but  offers  him  hope,  con- 
fidence, and  reassurance  which  work  a certain  magic 
of  their  own. 

Be  Still  My  Heart 

Alert  editors  of  mass  circulation  magazines  are 
ever  on  the  lookout  for  articles  on  medical  subjects 
and  many  people  learn  most  about  their  health  from 
these  sources.  Some  of  these  contributions  are 
written  by  lay  “science  writers”  who  are  journal- 
ists and  often  do  not  know  much  about  the  subject 
at  hand.  Others  come  from  the  pens  of  physicians 
who  have  varying  degrees  of  technical  knowledge 
and  skill  as  writers.  The  lav  authors  arc  inclined  to 
go  off  into  sensationalism  and  put  their  deficient 
knowledge  in  an  atmosphere  of  shock.  Medically 
trained  writers  are  apt  to  be  more  conservative. 

Out  of  all  of  this  material  that  is  published,  it  is 
rare  to  find  so  scholarly  and  honest  a contribution 
as  “Don’t  Be  Afraid  of  Your  Pleart,”  in  the  January 
American  Magazine,  by  H.  M.  Marvin,  m.d.,  recent- 
ly president  of  this  Society,  and  a foremost  cardi- 
ologist. Dr.  Marvin  has  written  clearly,  raised  no 
alarms  and  many  of  the  millions  of  readers  who 
have  worried  about  their  hearts  will  derive  comfort 
and  assurance.  The  hypochondriac  will  have  to  find 
something  else  the  matter  with  himself,  for,  as  Dr. 
Marvin  says,  “The  heart  is  not  a delicate  or  erratic 
organ.” 

We  have  one  regret  in  the  expert’s  statement 
although  we  know  it  to  be  true.  It  is  the  falsity  of 
the  term,  “broken  heart,”  the  favorite,  though 
transient,  affliction  of  adolescent  females,  and  boys 
too  sometimes,  and  the  sophomore  who  fails  to  kick 
the  winning  goal  after  a touchdown  in  the  big  game. 
There  is  no  pathology  for  experts  to  recognize  of 
course,  but  maybe  the  expression  should  stay  in  our 
vocabulary. 
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This  article  in  a popular  magazine  and  the  recent 
technical  contributions  of  Harris  Shumacher,  for- 
merly in  Connecticut  and  now  professor  of  surgery 
at  the  University  of  Indiana,  on  cardiac  surgery  and 
replacement  of  deficient  circulatory  mechanisms, 
should  go  a long  ways  in  dispelling  apprehension. 

Hospital  Visitors 

“Like  angel’s  visits,  short  and  bright.” 

Rev.  John  Norris 

A while  ago  an  old  friend,  engaged  in  the  Public 
Health  field,  wrote  about  her  experiences  in  a first- 
class,  well  known  hospital  after  a major  abdominal 
operation.  She  said,  “I've  had  all  sorts  of  mail, 
flowers,  presents  and  visitors— all  nicely  distributed 
except  the  visitors!  They  invariably  show  up  all  at 
once,  and  they  definitely  stayed  too  long  during  the 
first  few  days.  I’ve  decided  someone  ought  to  do 
something  about  educating  visitors.”  This  criticism 
came  after  a surprised  and  appreciative  account 
of  the  new  postoperative  treatment:  early  mobiliza- 
tion, etc. 

Anyone  w ho  has  experienced  a major  abdominal 
operation,  and  many  doctors,  including  ye  scribe, 
have  gone  through  the  mill,  knows  that  the  first 
forty-eight  postoperative  hours  are  the  hardest, 
even  with  the  newer  postoperative  techniques.  No 
one  goes  through  a major  operation  of  any  kind 
and  escapes  without  at  least  a feeling  of  exhaustion 
for  the  first  48  hours,  even  if  there  is  no  actual 
physical  discomfort.  It  is  questionable  to  the  writer 
whether  any  visitors,  except  perhaps  the  immediate 
family,  should  be  permitted  during  this  period  and 
then,  for  several  days,  only  for  brief  periods.  Even 
after  that  there  should  be  restrictions.  In  hospital 
w ards,  of  course,  there  are  definite  visiting  hours 
and  even  then  some  supervision,  usually  by  the  nurse 
in  charge,  is  necessary.  I11  patients  in  private  or 
semiprivate  rooms  much  more  leeway  is  usually 
allowed.  In  the  case  of  semiprivate  rooms  the  pres- 
ence of  a second  patient,  who  might  be  disturbed 
by  visitors,  is  a complicating  factor.  It  is  quite  clear 
that  in  some  hospitals  sufficient  thought  has  not 
been  given  to  this  problem.  Anything  which  con- 
duces to  the  patients’  comfort  or  discomfort  or  to 
the  building  up  of  their  morale  is  a subject  for 
thoughtful  consideration,  and  should  be  carefully 
discussed  by  representatives  of  the  hospital  admin- 
istration and  the  medical  and  nursing  staffs. 

G.  B. 
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The  Cancer  Conference  Moves  to  Hartford 

I he  Cancer  Conference  for  Physicians,  which 
for  the  past  eight  years  has  been  held  in  New  Haven, 
will  take  place  for  the  first  time  in  Hartford  at  the 
Hotel  Statler  on  the  afternoon  of  Wednesday, 
March  14.  This  represents  the  9th  consecutive  year 
such  a conference  has  been  arranged  through  the 
cooperative  efforts  of  the  Connecticut  Division  of 
the  American  Cancer  Society,  the  Association  of 
Connecticut  Tumor  Clinics,  the  Connecticut  State 
Medical  Society,  and  the  Connecticut  State  Depart- 
ment of  Health. 

While  there  has  been  some  evidence  to  indicate 
that  there  has  been  in  recent  years  a declining 
interest  in  cancer  meetings  and  tumor  clinics,  it  is 
interesting  that  these  conferences  have  always  been 
extraordinarily  popular.  Last  year,  for  example,  over 
400  physicians  attended  the  conference  in  New 
Haven,  and  the  panels  on  cancer  of  the  colon  and 
rectum,  and  breast,  were  enthusiastically  received. 

This  year  the  program  w ill  be  divided  into  two 
parts;  a panel  on  the  lymphomata  and  leukemias,  and 
a second  one  concerning  thyroid  nodules.  All  of  the 
speakers  are  of  national  repute,  and  have  made 
significant  contributions  to  our  knowledge  of  malig- 
nant disease  in  general,  and  their  respective  fields  in 
particular. 

The  selection  of  lymphomata  and  leukemias  as 
the  topic  for  the  first  symposium  is  intriguing  for 
two  reasons:  first,  because  in  the  absence  of  detect- 
able nodes  or  characteristic  blood  smears,  the 
bizarre  clinical  manifestations  of  these  diseases  with 
their  erratic  febrile  courses,  can  present  exception- 
ally confusing  diagnostic  problems;  and  secondly 
because  some  of  the  most  interesting  developments 
in  the  chemotherapy  of  cancer  have  been  in  this 
field. 

Furthermore,  although  thyroid  nodules  have  been 
with  us  since  the  dark  ages,  their  classification, 
significance,  and  adequate  therapy  are  still  highly 
controversial.  The  physician  who  so  often  detects 
these  nodules  in  his  office  in  the  course  of  his 
physical  examinations,  should  be  aware  of  the 
modern  concept  of  their  management. 

With  a selection  of  such  eminent  speakers  on  these 
common  and  difficult  problems,  the  conference  this 
year  should  prove  to  be  as  rewarding  as  in  the  past. 

Hotel  Statler  — Hartford  — 

Wednesday,  March  14 
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THE  HISTORIAN’S  NOTE  BOOK 


PREMATURE  BABIES  IN  THE  EARLY  NINETEENTH  CENTURY 

Arthur  S.  Brackett,  m.d.,  Riverside 


Dr.  W.  P.  Dewees  (1768-1841)  was  the  Professor 
of  Midwifery  in  the  University  of  Pennsylvania,  a 
member  of  the  American  Physiological  Society,  the 
Royal  Medical  Society  of  Denmark,  the  Philadelphia 
Medical  Society,  etc.,  etc. 

The  tenth  edition  of  his  Treatise  on  the  diseases 
of  women  and  children  lies  before  me. 

On  page  248  he  gave  his  method  of  treating  pre- 
mature babies— “children  who  arrive  at  their  full 
period  . . . will  stand  a little  better  chance 

. . . but  the  latter  should  not  be  abandoned. 

“1  have  witnessed  two  instances  of  complete  re- 
covery. The  children  had  but  exceeded  their  sixth 
month.  They  were  neither  washed  nor  dressed  for 
many  days— but  they  were  preserved  at  a uniform 
temperature  by  means  of  a stove  and  a bed  of  cot- 


ton—a few  drops  of  whey  from  time  to  time  was 
all  the  food  they  received  for  three  weeks  on  which 
they  throve  surprisingly.” 

One  of  the  children  was  carefully  weighed  w hen 
it  had  attained  the  sixth  week,  the  clothing,  diaper 
and  its  little  self  weighed  one  pound  and  three  quar- 
ters. “1  he  other  child  lived  but  three  months— its 
death  was  occasioned  by  a catarrhal  fever,  contract- 
ed improper  exposure.” 

“The  former  is  living  at  this  moment  and  is  now 
the  mother  of  two  children.”  “There  can  be  no 
question  that  the  children  were  preserved  by  not 
subjecting  them  to  the  fatigue  of  washing  and 
dressing.  They  were  more  than  a month  old  before 
they  were  subjected  to  those  ordeals.” 


Look  at  These  Figures! 


U.  S.  population  December  31,  1955  166,740,000 

U.  S.  population  December  31,  1954  163,930,000 

Increase  in  1955  2,810,000 

# # * * 

Babies  born  in  1955  4,100,000 

Babies  born  in  1954  4,073,000 

Increase  in  1955  over  1954  27,000 

# # * * 


Infant  mortality  rate  1955  26.4  per  1,000  live  births 

Infant  mortality  rate  1954  28.1  per  1,000  live  births 

Infant  mortality  rate  1945  56  per  1,000  live  births 


# * * * 

Death  rate  for  1955  9-3  Per  C°°° 

Death  rate  for  1954 9-2  per  1,000* 

*This  represented  an  all  time  low 

# # * * 

Excess  of  births  over  deaths  in  1955  2,560,000 

Excess  of  births  over  deaths  in  1954  2,590,000 

Gain  in  immigration  in  1955  250,000 

# # # * 


States  showing  highest  rate  of  increase  in 
population  in  1955 Arizona  and  Nevada 


Next  highest  rate  in  other  States 

Florida,  California  and  Delaware 
Above  National  average  Michigan,  Ohio, 

Connecticut,  N ew  Jersey,  Maryland 
States  with  fewer  residents  at  end  of  1955 
than  in  April  1954  Arkansas,  Mississippi, 

Oklahoma,  Maine,  Alabama 
# # # # 

Accidental  deaths  in  1955  92,000 

Accidental  deaths  in  1954  90,000 

Accidental  deaths  in  1952  96,000 

Death  rate  of  accidents  in  1955 

56  per  100,000  population 
Death  rate  of  cancer  in  1955 

140  per  100,000  population 
Deaths  from  motor  vehicles  in  1955 

(highest  in  14  years)  38,500 

Deaths  from  motor  vehicles  in  1954  36,000 

Deaths  from  public  accidents  other  than  motor 
vehicle  in  1955  (slight  increase  over  1954)  16,000 

Deaths  from  employment  injuries  in  1955 


(about  same  as  1954)  14,000 

Deaths  from  home  injuries  in  1955 

(less  than  1954) 27,000 
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MEDICAL  STUDENTS  WHO  RECEIVED  THE  SOCIETY’S  1955-1956  SCHOLARSHIPS 


Edward  G.  Lopez 
Residence:  Hartford 
Medical  School:  Howard  University 
School  of  Medicine 


Sebastian  R.  Italia 
Residence:  Hartford 
Medical  School:  Yale  University 
School  of  Medicine 


Frank  J.  Takacs 
Residence.  Easton 

Medical  School:  Johns  Hopkins  University 
School  of  Medicine 


Mary  A.  Tumillo 
Residence:  Windsor 
Medical  School:  Woman's  Medical 
College  of  Pennsylvania 
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widely  prescribed  because  of  these 
important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 

3)  true  broad-spectrum  activity  (proved  , 
effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa) 

4)  negligible  side  effects 

Tetracycline  Lederle 

5)  every  gram  produced  in  Lederle’s  own 
laboratories  under  rigid  quality  control, 
and  offered  only  under  the  Lederle  label 

6)  a complete  line  of  dosage  forms 


in  prolonged  illness , prescribe 


ACHROMYCIN  SF 

TETRACYCLINE  with  STRESS  FORMULA  VITAMINS 

Attacks  the  infection,  bolsters  the  body’s  natural 
defense.  Stress  vitamin  formula  suggested  by 
the  National  Research  Council  in  dry-filled , 
sealed  capsules  with  Achromycin,  250  mg. 

Also  available:  Achromycin  SF  Oral 
Suspension  (Cherry  Flavor),  125  mg.  per  5 cc. 
plus  vitamins. 


® 

^gjg  fill* 


filled  sealed  capsules 


(a  Lederle  exclusive!)  for  more  rapid 
and  complete  absorption.  No  oils, 
no  paste,  tamperproof! 


LEDERLE  LABORATORIES  DIVISION  americax  G/anamid compaxy 

*REG.  U.  S.  PAT.  OFF. 
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PRESIDENT 


THE  PRESIDENT’S  PAGE 


Last  Fall,  October  29  and  30  to  be  exact,  I attended  a Regional  Con- 
ference of  the  AMA  conducted  by  its  Committee  on  Legislation  and  its 
Legal  Department.  Approximately  one  hundred  and  fifty  representative 
members  of  the  medical  profession  from  the  fifteen  northeastern  States 
were  present,  augmented  on  the  thirtieth  by  about  seventy-five  to  one 
hundred  lawyers  from  the  same  area. 

The  legislative  program  was  very  interesting  and  opened  our  eves 
to  the  magnificent  job  Dr.  F.  E.  Wilson  and  his  staff  are  doing  in  the 
Washington  office.  Their  most  important  function  is  to  furnish  factual 
medical  information  to  the  members  of  Congress  and  other  governmental 
agencies.  In  addition,  they  keep  a weather  eye  on  proposed  legislation 
pertaining  to  health  matters. 

The  Medical-Legal  Conference  carried  out  by  the  Legal  Department 
was  very  enlightening.  All  through  the  addresses  and  skits  one  could 
observe  the  honest  effort  of  the  lawyers  and  physicians  to  show  ways  and 
means  of  protecting  the  innocent  and  prosecuting  the  guilty  in  matters 
pertaining  to  medical  care.  Attention  was  called  to  the  growing  number 
of  malpractice  suits  appearing  and  the  enormous  sums  being  awarded  by 
jurors.  It  is  interesting  to  note  that  throughout  the  country  the  largest 
number  of  these  suits  were  against  surgeons,  orthopedists  and  psychiatrists. 

The  lawyers  put  on  a skit  depicting  a court  room  scene,  complete 
with  judge,  prosecutor,  defense  attorney  and  the  accused.  As  the  skit 
proceeded,  many  of  the  “do’s”  and  “don’ts”  of  the  accused  were  force- 
fully depicted.  The  outstanding  impression  left  on  my  mind  was  the 
importance  of  good  records  kept  bv  the  physician.  One  speaker  stated,  if 
a physician,  sued  for  malpractice,  had  good  records,  he  had  nothing  to  fear. 

Upon  returning  home  I remembered  an  article  on  malpractice  in  our 
State  Journal,  so  I reread  it.  I suggest  you  do  likewise.  It  is  written  by 
Howard  Hassard,  Esq.,  and  you  will  find  it  in  the  January  1955  issue  of 
the  Connecticut  State  Medical  Journal.  You  will  be  well  rewarded. 

Many  malpractice  suits  in  our  State  have  been  thwarted  when  your 
County  Society’s  Committee  reviewed  the  records  and  found  them  ade- 
quate, showing  that  the  physician  gave  evidence  he  possessed  the  average 
skill  of  the  physicians  doing  the  same  work  in  his  community.  Be  pre- 
pared, this  could  happen  to  you. 


’s  pace 

, 


Oliver  L.  Stringfield,  m.d. 


secretary’s  office 


22  1 


THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Public  Relations  Administrative  Assistant 

160  St.  Ronan  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 


CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1 956  Annual  Meeting  of  the  House  of  Delegates  will  be  held  in  the  auditorium  of 
Hamden  High  School,  Hamden,  commencing  at  10:00  o’clock  in  the  morning  of  Tuesday, 
April  24. 

Following  luncheon,  the  House  will  reconvene  for  the  completion  of  business. 

Oliver  L.  Stringfield,  President 
Creighton  Barker,  Secretary 


introduction  of  resolutions 
Article  VII,  Section  4 of  the  By-Laws  of  the 
Society  provides: 

Par.  1.  All  resolutions  to  be  introduced  before  tbc  House 
of  Delegates  at  an  annual,  semi-annual  or  special  meeting, 
except  resolutions  and  recommendations  from  the  Council 
and  resolutions  and  recommendations  that  may  be  contained 
in  committee  reports,  shall  be  delivered  to  the  Executive 
Secretary  in  time  for  publication  in  the  official  agenda  for 
the  meeting  at  which  action  is  to  be  taken. 

Par.  2.  Resolutions  and  recommendations  to  be  intro- 
duced before  the  House  of  Delegates  at  an  annual,  semi- 
annual or  special  meeting  by  the  Council  or  resolutions 
and  recommendations  that  may  be  contained  in  reports  of 
Standing  or  special  committees  of  the  Society  shall  be  pub- 
lished in  the  official  agenda  for  the  meeting  at  which  action 
is  to  be  taken.  The  official  agenda  shall  be  distributed  to 
the  members  of  the  House  of  Delegates  at  the  earliest  pos- 
sible date  preceding  the  meeting. 

Par.  3.  Resolutions  and  recommendation  which  do  not 
meet  the  requirements  of  Paragraphs  1 and  2,  of  Section  4 
of  this  article  may  be  accepted  for  action  by  a session  of 
the  House  of  Delegates  by  a majority  vote  of  the  delegates 
present.  Such  resolutions  and  recommendations  shall  be 
referred  at  once  by  the  presiding  officer  to  reference  com- 
mittees appointed  by  him  from  the  membership  of  the 
House.  These  reference  committees  shall  consider  the  reso- 
lutions and  recommendations  referred  to  them  and  shall 
report,  with  recommendations,  to  the  House  before  ad- 
journment of  the  session. 


AMENDMENT  TO  BY-LAWS  CREATING  A STANDING 
COMMITTEE  ON  EYE  CARE 

The  Council  recommends  to  the  House  of  Dele- 
gates that: 

Article  X,  Section  1,  Paragraph  1 of  the  By-Laws 
he  amended  by  the  addition  of  “A  Committee  on 
Eye  Care”  and  that 

Article  X,  Section  3,  be  amended  by  the  addition 
of  a new  paragraph  16  to  read: 

1 lie  Nominating  Committee  shall  nominate  annually 
to  the  House  of  Delegates  a Committee  on  Eye  Care  and 
nominate  the  chairman  thereof.  The  membership  of  this 
committee  shall  be  not  more  than  fifteen  members  and  shall 
include  at  least  four  but  not  more  than  seven  members  of 
the  Executive  Committee  of  the  Eye,  Ear,  Nose  and  Throat 
Section  and  shall  include  the  advisors  from  the  Society  to  the 
Public  Relations  Committee  of  the  American  Medical  Asso- 
ciation Section  on  Ophthalmology.  The  purpose  of  this 
committee  shall  be  to  coordinate  and  integrate  the  efforts 
of  various  agencies  whose  functions  may  include  some 
phase  of  eye  care,  to  cooperate  with  other  committees  of 
the  Society  in  the  eye  care  phases  of  their  activities,  and  to 
cooperate  with  the  AMA  committees  concerned  with  the 
promotion  of  eye  care.  The  Committee  shall  develop  and 
make  available  to  members  of  the  Society  and  all  other 
persons  interested  in  improving  eye  care,  information  on  all 
phases  of  eye  care.  The  Committee  shall  also,  as  occasion 
arises,  recommend  for  the  Society’s  consideration  desirable 
legislative  enactments  to  promote  improvements  in  eye  care 
within  the  State. 
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RELEGATES  TO  ANNUAL  MEETING 

1 he  By-Laws  of  the  Society  provide  that  each 
county  association  is  entitled  to  one  delegate  in  the 
I louse  of  Delegates  for  each  thirty-five  members  in 
the  association  or  fraction  thereof  based  on  the 
membership  as  of  December  31  of  eacli  year. 
According  to  this,  the  quota  of  delegates  from  each 
county  association  w ho  should  attend  the  Annual 


Meeting  of  the  1 1 

ouse  of  Delegates 

which 

will  be 

held  in  Hamden, 

April  24  and  the 

Semi 

-Annual 

Meeting  in  Decern 

her  is  as  follows: 

MEMBERSHIP 

OFFICIAL 

COUNTY 

DECEMBER  3 I, 

'955 

DELEGATES 

Fairfield 

778 

1 lartford 

9 10 

26 

1 dtchfield 

128 

4 

Middlesex 

103 

3 

New  1 laven 

880 

26 

New'  London 

167 

5 

Tolland 

20 

1 

Windham 

62 

2 

ELECTION  OK  COUNCILORS  AND  ALTERNATE  COUNCILORS 

Councilors  and  Alternate  Councilors  should  be 
elected  for  a term  of  two  years  at  the  annual  meet- 
ing of  the  county  associations  this  year  in  Fairfield, 
Litchfield,  New  Haven,  and  1 olland  counties.  No 
Councilor  or  Alternate  Councilor  elected  bv  a 
county  association  shall  serve  more  than  three  suc- 
cessive terms  of  two  years  each  in  his  respective 
office,  but  after  a lapse  of  one  term  of  two  years, 
such  Councilor  or  Altern  tc  Councilor  may  be 
eligible  for  re-election. 

API  OINTMENT  TO  COMMITTEE  ON  PROFESSIONAL 
RELATIONS 

1 he  By-Laws  require  that  the  county  associations 
in  Fairfield,  Litchfield,  New  Haven,  and  Tolland 
counties  at  their  annual  meeting  in  1956  elect  a past- 
president  of  the  association  to  serve  for  two  years 
on  the  state  Committee  on  Professional  Relations. 
No  member  of  the  Council  of  the  State  Medical 
Society  is  eligible  for  election  to  this  committee  and 
no  member  shall  be  elected  to  serve  two  consecutive 
terms. 

PROFESSIONAL  POLICY  COMMITTEE  OF  CMS 

In  accordance  w ith  the  By-Laws  of  the  Corpora- 
tion, the  Council  of  the  Society  has  nominated  two 
members  for  appointment  to  the  Professional  Policy 
Committee  of  CMS  to  fill  vacancies  left  by  the 
termination  of  the  appoinments  of  Henry  A. 


Archambault,  surgery;  and  Walter  I.  Russell,  medi- 
cine. The  appointments  arc:  surgery,  Allan  J.  Ryan, 
Meriden,  m.d.  Columbia  P.  & S.  1940,  Diplomate 
American  Board  of  Surgery;  medicine,  Harold  F. 
f peight,  Middletown,  m.d.  Georgetown  1927,  Dip- 
lomate American  Board  of  Internal  Medicine. 

Student  Members  Elected 

Samuel  Michael  Belinsky,  Oxford 
George  Washington  University  School  of 
Medicine— 1959 

Pre-Med:  Bridgeport  University 
Parent:  Samuel  Belinsky 

Ceroid  Nathan  Borodach,  Willimantic 
1 ufts  University  College  Medical  School— 1959 
Pre-Med:  Brown  University 
Parent:  Abraham  Borodach 

Robert  John  Cronin,  Derby 
New  York  Medical  College— 1959 
Pre-Med:  Fairfield  University 
Parent:  Timothy  J.  Cronin 

William  Timothy  Cronin,  Derby 
New  York  Medical  College— 1959 
Pre-Med:  Fairfield  University 
Parent:  Timothy  J.  Cronin 

Frank  Fisher  Davidoff,  New  Canaan 
P & S,  Columbia  University— 1959 
Pre-Med:  Harvard  University 
Parent:  Leo  M.  Davidoff 

Richard  Joseph  DiBella,  Newington 
University  of  Vermont  College  of  Medicine— 
•959 

Pre-Med:  Trinity  College 
Parent:  Frank  DiBella 

Muriel  Ruth  DuBrow,  Hartford 
Yale  Medical  School— 1959 
Pre-Med:  Smith  College 
Parent:  Paul  William  DuBrow 

Anton  Oscar  Kris,  Stamford 
Harvard  Medical  School— 1959 
Pre-Med:  Yale  College 
Parent:  Ernst  Kris 

Polly  Cheever  Moffette,  Trumbull 
Tufts  Medical  School— 1959 
Pre-Med:  Connecticut  College  for  Women 
Parent:  Robert  B.  Moffette 

Anthony  Carmen  Noto,  New  I laven 
University  of  Buffalo— 1959 
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Pre-Med:  Yale  University 
Parent:  Frank  Anthony  Noto 

Malcolm  S.  Roth,  West  Hartford 

New  York  University  College  of  Medicine— 1959 

Pre-Med:  Dartmouth  College 

Parent:  Frank  Edward  Roth,  m.d. 

Dominick  Vincent  Sorge,  Bridgeport 
St.  Louis  University  School  of  Medicine— 1959 
Pre-Med:  Fairfield  University  College  of  Arts 
& Sciences 
Parent:  John  Sorge 

William  Joseph  Squires,  West  Hartford 
New  York  Medical  College— 1959 
Pre-Med:  Trinity  College 
Parent:  Noah  W.  Squires 

Wichard  Anne  Jclle  Van  Hcuven,  New  Haven 
New  York  Medical  College— 1959 
Pre-Med:  Yale  University 
Parent:  J.  Alexander  Van  Heuven 


Meetings  Held  During  February 


February 


February 


February 

February 

February 

February 

February 

February 

February 


1 —Connecticut  Medical  Examining 
Board 

Committee  on  Industrial  Health 
6— Woman’s  Auxiliary 

Conference  Committee  with  Pharma- 
ceutical Association 

8—  Connecticut  Heart  Association 
Subcommittee  on  Toxemia 

9—  Committee  on  Public  Health 

14—  Conference  Committee  with  Dental 

Association 

1 5—  Committee  on  Perinatal  Morbidity 

Mortality 

21— Annual  Meeting  of  Board  of  Direc- 
tors of  Connecticut  Medical  Service 
2 3—  Nominating  Committee 
27— Committee  on  Eye  Care 


Connecticut  Public  Accomodations 
Statute 

1 lie  General  xWsembly  in  1955  amended  the  Con- 
necticut Public  Accommodations  Statute  by  Public 
Act  410.  The  new  law  provides: 

“All  persons  . . . shall  be  entitled  to  full  and 
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equal  accommodations  in  every  place  of  public 
accommodation  . . . any  denial  of  such  accom- 

modation by  reason  of  race,  creed  or  color  of  the 
applicant  therefore  shall  be  a violation  of  the  pro- 
visions of  this  section.” 

1 he  Statute  defines  a place  of  public  accommoda- 
tion as: 

“•  • • any  establishment  . . . which  caters 

or  offers  its  services  or  facilities  or  goods  to  the 
general  public.” 


All  Aboard  for  AMA’s  Annual  Meeting  in 
Chicago 

Plans  are  rapidly  taking  shape  for  the  AMA’s 
105th  Meeting  June  11-15  in  Chicago.  AMA  has 
lined  up  nearly  five  full  days  of  lectures,  scientific 
and  technical  exhibits,  color  television  and  motion 
picture  presentations  to  give  physicians  a good 
“short  course”  in  postgraduate  medical  education. 
Between  12,000  and  15,000  physicians  are  expected 
to  attend  the  convention  which  will  center  its  activ- 
ities at  Navy  Pier,  Northwestern  University,  and 
near  northside  hotels.  Headquarters  for  the  Flouse 
of  Delegates  will  be  at  the  Palmer  House. 

Some  350  Technical  Exhibits  and  more  than  300 
Scientific  Exhibits  will  be  on  display  all  week  for 
the  benefit  of  physicians  and  guests.  The  exhibit 
hall  will  be  open  “for  doctors  only”  probably  on 
Wednesday  and  Thursday  mornings. 

A few  outstanding  scientific  features  already 
scheduled  include:  fracture  and  fresh  pathology 
exhibits;  physical  examinations  for  physicians;  ex- 
hibit-symposiums on  traffic  accidents  and  arthritis 
and  rheumatism;  special  exhibits  on  cardiovascular 
diseases  and  pulmonary  function  tests. 

Physicians  should  begin  now  to  make  plans  to 
attend  this  worthwhile  medical  meeting.  More  de- 
tails will  be  published  in  the  Journal  of  the  AMA. 

Florida’s  New  Medical  School 

1 lie  University  of  Florida  College  of  Medicine 
at  Gainesville  will  admits  first  class  in  September, 
1956.  Facilities  for  graduate  study  have  been  pro- 
vided in  the  new  $5  million  Medical  Sciences  Build- 
ing which  is  to  be  the  first  unit  in  the  J.  Hillis 
Miller  Health  Center. 
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Increased  Spending  for  Health  Proposed 
by  Administration 

The  Eisenhower  administration  has  asked  Con- 
gress for  more  money  for  nearly  all  its  health  pro- 
grams in  the  fiscal  year  starting  next  July  i.  In 
addition,  it  wants  other  funds  to  start  new  projects. 

I he  requests  were  made  by  the  President  in  his 
annual  budget  message  to  Congress  January  16. 

1 he  President  summed  up  his  proposals:  “These 
budget  recommendations  will  contribute  greatly  to 
the  well  being  of  all  our  people,  both  through 
activities  which  relate  directly  to  individuals  and 
families  and  those  which  operate  indirectly  through 
improved  community  services  and  private  enter- 
prise.” 

New  spending  proposed  in  these  fields:  Construc- 
tion grants  for  medical  and  dental  schools  and 
private  research  laboratories,  $40  million;  initial 
capitalization  of  mortgage  loan  guarantees  for  health 
facilities,  $10  million;  training  grants  for  graduate 
and  practical  nurse  and  professional  public  health 
personnel,  $5  million;  water  pollution  grants,  $3 
million;  mental  health  expansion  programs,  $1.5 
million;  and  sickness  and  disability  surveys  in  the 
U.  S.,  $1  million. 

Spending  for  existing  medical  programs  proposed 
as  follows: 

V ETE  R A NS  ADMINISTRATION 

A total  of  $815,109,000  compared  w ith  $751,861,- 
000  for  this  fiscal  year.  This  includes  $662,900,000 
for  inpatient  care  and  $82,638,000  for  outpatient 
care.  Commented  the  President:  “When  benefits 
for  dependents  and  survivors  are  considered,  nearly 
one  half  of  our  population  is  potentially  entitled  to 
veterans  benefits.  Therefore,  continuing  and  careful 
attention  must  be  given  to  veteran  services  and 
benefits.” 

PUBLIC  HEALTH  SERVICE 

A 9 per  cent  increase  for  a total  of  $435,908,408. 
One  of  the  largest  increases  sought  is  for  medical 
research  both  by  the  federal  government  and  feder- 
ally sponsored  private  sources;  the  National  Insti- 
tutes of  Health  request  is  for  $126,525,000,  a 28  per 
cent  increase  over  this  year’s  estimated  spending. 


Another  important  increase  is  that  for  the  I lill-Bur- 
ton  hospital-clinic  building  program;  total  is  $130 
million,  up  17  per  cent.  Indian  health  care  needs 
were  placed  at  $46,488,592,  including  over  $8  million 
in  new  construction. 

OFFICE  OF  VOCATIONAL  REHABILITATION 

A new  high  of  $41,087,000,  up  1 1 per  cent,  in  an 
effort  to  move  closer  to  the  President’s  goal  of 
200,000  rehabilitations  a year. 

children’s  BUREAU 

Total  of  $35,288,700,  an  increase  of  3 per  cent. 
Salk  vaccine  grants— $30  million,  the  same  as  this 
year,  with  an  extension  of  the  authority  scheduled 
to  expire  February  15.  Civil  Defense  Administra- 
tion-Stockpiling of  medical  supplies  and  other 
equipment,  $64  million  (including  $22.5  million  for 
improvised  hospitals)  an  increase  of  $31  million. 
Atomic  Energy  Commission— Medical  research, 
$31,527,000,  an  increase  of  $2  million.  National 
Science  Foundation— On  behalf  of  basic  research, 
NSF’s  budget  would  be  raised  $16  million  to  $41 
million. 

The  President  noted  in  his  message  that  HEW 
Secretary  Folsom  is  working  on  plans  whereby 
private  insurance  groups  would  pool  risks  to  cover 
abnormal  losses  under  broader  health  plans.  If 
necessary,  permissive  legislation  will  be  recom- 
mended, he  said.  The  President  added:  “Should  this 
approach  not  be  successful,  a Federal  reinsurance 
service  should  receive  renewed  consideration.” 

Health  Message  Asks  More  Research, 
Construction  Grants 

President  Eisenhower’s  special  Health  Message, 
delivered  to  Congress  January  26,  gives  more  details 
on  proposals  made  in  his  State  of  the  Union  and 
Budget  Messages  and  in  addition  recommends  that 
Public  Plealth  Service  conduct  periodic  surveys  “on 
the  incidence,  duration  and  effects  of  illness  and  dis- 
ability in  the  nation.”  The  latter  program  v7as  men- 
tioned in  the  Administration’s  budget,  sent  to  Con- 
gress January  16,  with  the  notation  that  a specific 
appropriation  would  be  requested  later.  Other  pro- 
grams for  which  the  President  renewed  his  recom- 
mendations: 
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A $126,525,000  budget  for  the  Institutes  of 
Health,  a 28  per  cent  increase  over  the  current  figure 
mostly  for  research  grants  to  medical  schools,  hos- 
pitals and  private  laboratories.  These  funds  would 
be  increased  47  per  cent. 

FACILITIES 

Because  “physical  facilities  of  medical  research 
and  teaching  institutions  are  inadequate  to  meet  the 
human  needs  of  the  nation,”  Mr.  Eisenhower  is 
asking  authorization  for  a $250  million,  five  year 
program  of  construction  grants  to  schools  of  medi- 
cine, osteopathy,  public  health  and  dentistry  and 
other  research  institutions  to  expand  and  improve 
teaching.  Institutions  would  have  to  match  the 
U.  S.  grant  at  least  on  a 50-50  basis. 

HEALTH  PERSONNEL 

The  President  said  physicians  are  being  gradu- 
ated at  a rate  “barely  keeping  pace  with  the  increase 
in  population,”  resulting  in  serious  shortages  in  such 
specialized  fields  as  psychiatry,  pediatrics  and  physi- 
cal medicine  and  rehabilitation.  Additional  funds 
asked  for  the  Institutes  of  Health  will  permit  “a 
major  increase”  in  trainees  and  research  fellows. 
Also,  the  President  is  asking  (a)  five  year  program 
of  grants  for  training  practical  nurses,  (b)  trainee- 
ships  for  graduate  nurses,  and  (c)  traineeships  in 
other  public  health  specialties. 

FINANCING  MEDICAL  CARE 

Mr.  Eisenhower  declares:  “Health  insurance  cov- 
erage is  still  not  available  to  many  who  need  it,  and 
the  character  and  amount  of  insurance  protection 
in  important  respects  remains  inadequate.”  Par- 
ticularly, he  says,  protection  must  be  made  available 
to  older  persons,  rural  families,  the  self  employed, 
and  those  working  in  small  organizations,  and 
broader  coverage  must  be  sought  for  catastrophic 
health  insurance.  The  Administration  is  considering 
legislation  to  permit  insurance  organizations  to  set 
up  their  own  reinsurance  pool  to  encourage  experi- 
mentation in  coverage.  If  this  plan  is  not  successful, 
the  President  will  again  ask  Congress  to  approve  a 
federal  reinsurance  program.  Secretary  Folsom 
estimates  that  a decision  on  this  question  will  be 
reached  within  the  next  two  months.  The  adminis- 
tration also  repeats  its  request  for  a separate  program 
of  matching  grants  for  medical  care  of  the  indigent 
aged,  the  blind,  the  permanently  and  totally  disabled 
and  dependent  children,  classes  for  whose  general 
support  the  ET.  S.  already  contributes. 


225 

National  Survey  Shows  Uneven  Rise  in 
Medical  Care  Costs 

I he  various  items  that  make  up  the  medical  bill 
of  the  nation  have  advanced  at  uneven  rates,  accord- 
ing to  a Social  Security  Administration  survey  on 
health  insurance  for  the  years  1948-54.  For  instance, 
the  study  notes  costs  for  hospital  services  during 
that  period  had  risen  79  per  cent,  while  spending  for 
physicians'  services  had  advanced  33  per  cent.  Some 
other  findings:  (1)  Blue  Cross  is  the  major  supplier 
of  hospital  coverage,  furnishing  49  per  cent  of  all 
insurance  benefits  paid,  (2)  commercial  group 
insurance  leads  in  provision  of  coverage  for  physi- 
cians’ services  at  37  per  cent  of  the  total  benefits, 
followed  by  Blue  Shield  plans  at  34  per  cent. 

Fact  Sheet  on  Federal  Program  of  Cash 
Payments  for  Disability 

WHAT  RILL  WOULD  DO 

A change  in  the  social  security  law  passed  in  1954 
and  just  now  getting  under  way  “freezes”  the 
benefits  of  a disabled  person  so  bis  pension  is  not 
reduced  because  of  the  years  he  is  disabled  and  not 
making  payments  to  the  OASI  fund-but  he  has  to 
wait  until  age  65  to  collect.  HR7225  would  give 
him  his  pension  at  age  50.  It  would  also  (a)  lower 
the  retirement  age  for  women  from  65  to  62,  (b) 
continue  payments  to  disabled  children  beyond  age 
18,  (c)  extend  coverage  to  virtually  all  groups  ex- 
cept physicians,  and  (d)  increase  contributions  by 
employers,  employees  and  the  self  employed.  By 
1975  OASI  taxes  would  be  at  least  double  what  they 
are  now  for  all  groups.  We  are  primarily  concerned 
with  the  cash  for  disability  plan. 

STATUS  OF  BILL 

East  summer  the  bill  was  railroaded  through  the 
House;  it  is  now  before  the  Senate  Finance  Com- 
mittee, where  action  is  imminent. 

THE  MAJOR  ISSUES 

1.  In  the  past,  the  Social  Security  Act  has  been 
amended  only  after  careful  study.  Now  it  is  pro- 
posed to  set  up  this  cash  for  disability  program 
without  even  waiting  to  learn  how  the  new  “dis- 
ability freeze”  law  is  operating.  The  uncalculated 
cost  might  even  endanger  the  social  security  pro- 
gram itself.  The  plan  is  to  make  a major  change  in 
the  social  security  law  under  a hurry-up  technique 
that  threatens  political  retaliation  against  any  Sena- 
tor or  Representative  who  questions  the  bill. 
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2.  Many  disabled  lose  interest  if  their  own  re- 
habitation  means  loss  of  monthly  checks;  the  pro- 
gram thus  threatens  to  undermine  rehabilitation 
efforts. 

3.  A vast  system  of  cash  payments  for  disability 
would  be  vulnerable  to  political  pressures,  while  at 
the  same  time  the  physicians  would  be  under  indi- 
vidual pressure  from  patients  who  seek  to  be  certi- 
fied as  eligible  for  payments. 

4.  As  yet  no  serious  consideration  has  been  given 
to  the  many  alternatives.  Maintenance  payments 
while  the  disabled  is  undergoing  rehabilitation  are 
one  possibility.  More  intensified  rehabilitation  effort 
along  the  present  lines  is  another.  Or  a State  system 
of  caring  for  the  serious  cases.  Any  of  these  ap- 
proaches would  develop  valuable  information  on  the 
problems  without  plunging  the  country  into  a 
costly  and  possibly  dangerous  experiment,  one  from 
which  there  could  be  no  withdrawal. 

5.  A cornerstone  of  American  political  philosophy 
is  that  the  federal  government  should  keep  out  of 
welfare  activities  that  can  be  handled  by  the  State 
or  locally.  A well  established  fact  is  that  U.  S.  par- 
ticipation too  often  means  U.  S.  domination. 

6.  The  low  income  sharecropper  would  be  legis- 
lated into  a self  employed  person,  thus  eliminating 
his  employer’s  contribution  to  social  security. 

7.  Enactment  would  be  but  a starter  for  amend- 
ments to  make  persons  of  all  ages  eligible,  with 
treatment  by  U.  S.  employed  physicians. 

QUESTIONS  CONGRESS  SHOULD  FIND  ANSWERS  TO 

1.  Why  does  this  bill  have  to  be  rushed  through 
v ithout  study  of  the  year  old  “benefit  freeze”  act? 

2.  What  will  the  cash  for  disability  plan  cost? 

3.  How  many  will  apply? 

4.  Will  some  disabled  be  more  interested  in  pen- 
sion checks  than  in  rehabilitation? 

5.  Is  there  any  alternative? 

6.  Is  this  something  the  federal  government  has  to 
do  or  should  States  and  local  governments  be  given 
a chance? 

7.  Isn’t  this  the  foot-in-the-door  for  a compulsory 
federal  medical  care  program? 


yet  there  is  no  indication  when  committees  w ill  act 
on  this  legislation. 


SICKNESS  SURVEY 

Senators  Hill,  chairman,  and  Alexander  Smith, 
ranking  minority  member  of  the  Labor  and  Welfare 
Committee,  propose  in  S3076  that  Congress  author- 
ize the  Surgeon  General  of  Public  Health  Service 
to  make  special  studies  to  determine  the  extent  of 
illness,  disability  and  related  conditions.  Information 
sought  includes  number,  age,  sex,  extent  of  disabil- 
ity among  chronic  cases,  tvpes  of  disease  of  handi- 
capping conditions,  length  of  disability,  amount  and 
types  of  rehabilitation  and  medical  services  being- 
received;  and  economic  and  other  impacts  of  illness 
and  disability.  (The  last  similar  survey  was  made  20 
years  ago  as  a WPA  project;  at  that  time  approxi- 
mately 737,000  families  were  questioned  by  a staff 
that  at  its  peak  numbered  4,150.) 


NURSING  COMMISSION 


A House  Joint  Resolution  by  Rep.  Francis  P. 
Bolton  (R— Ohio),  recommends  a Presidential  com- 
mission of  15  members  to  study  needs  for  all  types 
of  nursing  personnel.  The  commission  would  submit 
periodic  reports  to  the  President,  and  make  its  final 
report  within  two  years.  Membership  would  in- 
clude representatives  from  the  Senate  and  the 
House,  from  the  executive  branch,  from  the  health 
fields  and  from  social  science,  education,  accounting 
and  management.  T his  is  identified  as  H.J.Res.485. 

AID  TO  PUBLIC  HEALTH  SCHOOLS 


Rep.  Frank  Thompson,  Jr.  (D— New  Jersey)  in 
HR8859  proposes  an  $11.5  million,  six  year  program 
of  federal  assistance  to  schools  of  public  health.  Of 
this,  $5  million  would  go  toward  school  costs,  in- 
cluding enlargement  of  staffs  and  maintenance  and 
operating  expenses,  $5  million  for  construction 
(with  a 50  per  cent  limit  on  the  U.  S.  share),  and 
$1.5  million  for  scholarships.  Maintenance  grants 
could  be  no  more  than  15  per  cent  of  a school’s 
basic  operating  costs,  plus  $500  for  each  student  in 
excess  of  30  and  another  $500  for  each  student  in 
excess  of  the  school’s  average  enrollment.  Grants 
from  both  programs,  however,  could  not  exceed 
50  per  cent  of  a school’s  basic  operating  costs. 


New  Bills:  Sickness  Survey,  Nursing,  Public 
Health  School  Aid 

As  detailed  below,  a number  of  bills  have  been 
introduced  on  major  health  and  medical  subjects.  As 


GERIATRICS  PROGRAM 

Rep.  Sidney  R.  Yates  (D— Illinois)  is  asking  Con- 
gress to  set  up  a four  year,  $16  million  program  to 
aid  States  in  medical  and  other  programs  for  the 
aging.  Of  the  sum,  $2  million  would  go  to  help 
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finance  surveys  of  facilities  and  need.  The  remainder 
would  be  distributed  on  a formula  taking  into 
account  the  State’s  per  capita  income  as  well  as  its 
population,  with  proportionately  more  money  going 
to  low  income  States.  The  bill  (HR8863)  also  would 
establish  a Bureau  of  Older  Persons  in  HEW. 

Committee  for  Nation’s  Health  Being 
Dissolved 

No.  1 organizational  campaigner  for  compulsory 
national  health  insurance  is  going  out  of  business. 
Directors  of  Committee  for  the  Nation’s  Health, 
based  here,  were  notified  recently  it  ceased  opera- 
tions at  end  of  February.  Letter  was  signed  by  Dr. 
Channing  Frothingham,  president,  of  Boston,  and 
Michael  M.  Davis,  executive  committee  chairman. 
It  intimated  movement  is  afoot  to  establish  what 
could  be  called  a successor  organization.  Meantime, 
such  agitation  as  may  be  kindled  for  government 
health  insurance  probably  w ill  come  from  organized 
labor  ranks. 

Defense  Department  Asks  Pay  Raise  for 
Medical  Officers 

The  Defense  Department  is  asking  Congress  to 
change  the  law  to  permit  the  crediting  of  5 years 
of  medical  education  and  internship  for  all  physi- 
cians entering  the  services,  as  well  for  doctors  now 
on  active  duty.  This  would  result  in  ( 1 ) the  com- 
missioning of  medical  officers  as  captains  instead  of 
first  lieutenants,  (2)  pay  increases  for  most  medical 
officers,  averaging  $50  per  month  and  ranging  from 
$125  for  the  lowest  grade  to  $31  for  higher  grades, 
and  (3)  the  crediting  of  one  additional  year  toward 
future  promotions.  The  changes  would  cost  about 
$8.4  million  a year.  Defense  Department  cited  a 
survey  showing  the  chief  reason  for  resignations  to 
be  low  pay  compared  with  civilians.  It  said  the 
average  pay  of  civilian  doctors  in  federal  posts  is 
$1,400  to  $2,600  higher  than  that  of  comparable 
military  doctors.  As  additional  evidence  that  im- 
provements are  needed,  the  department  said  that 
in  the  three  year  period  ending  in  June  of  last  year, 
1 9,93 5 physicians  and  dentists  entered  sendee,  while 
22,340  left.  Congress  was  told  that  present  high  turn- 
over among  military  medical  officers  creates  “de- 
moralizing and  unsatisfactory  conditions”  and  is 
“extremely  expensive.” 


Hershey  Warns  Hospitals  on  Residencies 
and  Draft 

Selective  Service  Director  Lewis  B.  Hershey  has 
issued  a warning  to  nation’s  hospitals  against  ap- 
pointment of  draft-vulnerable  physicians  to  resi- 
dency posts.  Here  is  situation:  Some  4,500  young 
doctors  subject  to  military  call  are  due  to  complete 
internships  in  July.  Estimating  that  500  will  be 
physically  unqualified  and  500  will  receive  Defense 
Department  deferment  for  residency  training,  that 
leaves  3,500  potentially  available  for  draft  callup. 
But  armed  forces  will  need  4,600  replacements  in 
fiscal  year  beginning  July  1 (exclusive  of  USPHS 
needs).  That  leaves  a deficit  of  1,100  to  be  plucked 
from  remnants  of  Priorities  I and  II  and  the  laroe 
pool  of  Priority  Ill’s  (nonveterans). 

General  Hershey  is,  in  effect,  putting  teaching 
hospitals  on  notice  that  they  run  risk  of  losing  first, 
second  or  third  year  residents  up  to  age  46  if  these 
men  are  subject  to  induction.  “Neither  the  hospitals 
nor  the  individual  physicians  involved  would  be 
justified  in  protesting  a call  to  military  service,”  he 
declared. 

As  of  December  31,  1955,  there  were  only  176 
doctors  in  Priorities  I and  11  combined  who  were 
classified  in  i-A  and  physically  fit  for  military  serv- 
ice. Note:  Defense  Department  soon  may  send  a 
requisition  to  Selective  Service  for  its  first  physician 
inductees  of  1956,  for  activation  in  second  half  of 
this  year. 

Doctor  Groups  Affected  by  Adverse  Tax 
Ruling 

Internal  Revenue  Service  has  announced  a ruling 
of  importance  to  medical  practice  groups,  dealing 
with  tax  implications  of  voluntary  pension  plans. 
Its  substance:  Doctors  who  form  an  association  to 
obtain  benefits  of  corporate  status  constitute  a part- 
nership in  the  eyes  of  Internal  Revenue.  All  members 
are  employers,  not  employees,  therefore  they  can 
not  satisfy  IRS  requirements  for  establishment  of  a 
pension  plan  under  Section  401(a)  of  Internal 
Revenue  Code  of  1954.  This  ruling  has  been  pub- 
lished as  result  of  inquiries  resulting  from  court 
decision  about  a year  ago  which  held  differently- 

A Federal  court  decided  (U.  S.  vs.  Arthur  R. 
Kintner,  m.d.)  that  Western  Montana  Clinic  had 
more  of  the  criteria  of  a corporation  than  of  a 
partnership,  for  tax  purposes,  hence  its  pension  plan 
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w as  in  compliance  with  law.  Doctor-members  were 
credited  w irh  prior  service  as  partners  in  reckoning 
employment  records  for  pension  purposes.  This 
decision,  which  was  sustained  on  appeal  by  govern- 
ment, “w  ill  not  be  accepted  by  the  Internal  Revenue 
Service  as  a precedent  in  the  disposition  of  other 
cases  involving  similar  fact  situations,”  says  the 
ruling. 

Congressional  Study  Group  Urges 
Expansion  of  Atomic  Medicine 

A nine  man  panel  that  has  worked  io  months  on 
the  issue  of  peaceful  uses  of  atomic  energy  has 
recommended  to  Congress  that  “high  priority”  be 
set  on  bringing  improved  health  standards  to  the 
U.  S.  and  other  countries  “through  the  beneficial 
use  of  atomic  energy  in  medicine  and  public  health.” 
I he  report  was  submitted  February  i to  the  Joint 
Committee  on  Atomic  Energy.  Chairman  of  the 
panel  was  Robert  McKinney,  a newspaper  pub- 
lisher from  Sante  Fe,  New'  Mexico. 

The  group  stressed  that:  (a)  medical  institutions 
should  not  “assume  a passive  role”  and  expect  the 
government  to  pay  for  equipment  and  material,  (b) 
government  monopoly  of  atomic  energy  for 
weapons  should  not  be  extended  to  medicine,  (c) 
any  federal  assistance  should  carry  with  it  no 
implication  of  federal  control  over  medical  practice 
or  research. 

Although  it  said  the  U.  S.  should  not  bear  “all  or 
even  a major  portion”  of  the  cost,  the  panel  declared 
that  the  objectives  in  atomic  medical  work  should 
be  adequate  facilities  in  all  medical  schools;  more 
atomic  reactors;  minimal,  low  cost  medical  equip- 
ment “as  soon  as  possible”  in  hospitals  and  clinics; 
more  and  cheaper  radioactively  labeled  organic 
compounds  for  research  and  therapy;  full  inter- 
change of  the  latest  atomic  medicine  data  without 
interference  with  the  investigators’  independence; 
and  a national  educational  program  to  emphasize  the 
need  for  better  record  keeping  on  individual  ex- 
posure to  radiation. 

House  Committee  Reports  on  Tour  of  VA 
Hospitals 

Subcommittee  of  House  Veterans  Committee 
which  made  inspection  tour  of  19  veterans’  hospitals 
last  fall  has  filed  its  report,  which  has  been  published 
as  a Congressional  document.  Among  its  findings: 
(1)  “chiseling”  on  hospitalization  has  been  curbed 


by  the  10-P-10  addendum  form,  introduced  in  No- 
vember, 1953;  (2)  YA  hospital  staff  doctors  and 
other  professional  personnel  are  underpaid;  (3)  a 
great  many  installations  are  sorely  in  need  of  major 
physical  improvements. 

“All  of  the  managers  agree,”  report  says,  “that 
one  of  the  most  serious  questions  facing  the  Veter- 
ans Administration  medical  service  is  that  of  ade- 
quate remuneration  for  men  and  women  of  profes- 
sional standing,  particularly  doctors.” 

House  Veterans  Committee  recently  heard 
AMVETS  appeal  for  ample  appropriations  to  alter 
and  modernize  the  older  hospitals.  Same  argument 
came  from  American  Legion  a few'  days  earlier. 
Latter  also  charged  that  “allocations  of  funds  to 
hospitals  and  regional  offices  for  medical  purposes 
are  pared  so  fine,  and  apparently  are  so  inflexible, 
that  managers  are  hard  put  to  maintain  the  quality 
of  medical  service.” 

OUR  NEIGHBORS 

Massachusetts 

Shields  Warren,  director  of  the  Cancer  Research 
Institute  at  New  England  Deaconess  Hospital  in 
Boston,  is  the  representative  on  the  new  scientific 
committee  on  radiation  effects.  The  new  committee 
was  authorized  by  the  United  Nations  General 
Assembly  in  December,  1955  when  it  unanimously 
approved  a resolution  setting  up  a Scientific  Com- 
mittee on  the  Effects  of  Atomic  Radiation.  The 
U.  N.  Scientific  Committee  will  be  composed  of 
one  scientific  representative  from  each  of  1 3 nations. 

T.B.  DEATH  RATE  HIGHEST  IN  BOSTON 

The  tuberculosis  death  rate  in  Boston  in  1954  was 
24.3  per  100,000  population,  the  highest  in  the  nation 
for  cities  of  more  than  500,000.  Although  the  Boston 
I B death  rate  has  been  steadily  dropping  through 
the  years,  the  Public  Health  Service  reports  that 
the  decline  in  Boston  has  been  slower  than  in  other 
cities.  Among  the  18  largest  cities,  Boston  has  the 
highest  TB  death  rate. 

The  whole  northeastern  section  of  the  United 
States  showed  a higher  TB  death  rate  in  1954  than 
that  found  in  southern  states.  During  the  first  nine 
months  of  1955  preliminary  sample  tabulations 
showed  an  increase  in  the  TB  death  rate  over  the 
same  period  in  1954. 
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LETTERS  TO  THE  EDITOR 

In  Favor  Social  Security  for  the  Doctors 

To  the  Editor: 

The  leading  editorial  in  the  December  issue  of  the 
Connecticut  State  Medical  Journal  expressed 
some  rather  extraordinary  statements  in  opposition 
to  the  social  security  program  for  physicians.  Some 
of  these  statements  warrant  comment. 

It  states  “the  AMA  House  of  Delegates  has  re- 
corded its  forceful  opposition  to  social  security 
coverage  for  the  medical  profession.”  Almost  coin- 
cidentally with  the  publication  of  this  editorial,  the 
House  of  Delegates  convening  in  Boston  at  the  9th 
clinical  meeting  of  the  AMA  (November  29  -De- 
cember 2,  1955)  passed  the  following  resolution: 

“Whereas,  Misunderstanding  exists  about  the 
position  of  the  medical  profession  on  the  question 
of  the  inclusion  of  physicians  in  the  Old  Age  and 
Survivors  Insurance  provision  of  the  Social  Security 
Act,  therefore  be  it 

“Resolved,  That  the  House  of  Delegates  of  the 
AMA  recommend  to  the  State  Societies  that  they 
poll  their  entire  membership  on  this  question  and 
that  the  results  of  this  poll  be  transmitted  to  the 
Board  of  Trustees  of  the  AMA  as  soon  as  possible.” 
This  resolution  indicates  that  the  House  of  Dele- 
gates no  longer  feels,  as  does  the  editor  that  it  can 
make  categorical  pronouncements  regarding  the 
alleged  views  of  the  medical  profession.  It  now  at 
long  last  has  decided  to  acquire  factual  data  by  a 
method,  politically  democratic,  and  scientific  ac- 
curate. 

Let  me  quite  the  editorial  further: 

“As  the  act  stands  currently— and  it  changes 
rapidly— the  cost  ...  is  3 per  cent  of  one’s 
income  up  to  $4,200  or  a maximum  of  $126  annually. 

. . . What  would  the  physician  get  for  his  $126 

a year.  In  event  of  his  death,  his  family  would  get 
a maximum  of  about  $180  a month.”  (This  is  not 
correct— the  maximal  monthly  payment  is  $200.) 
It  might  be  of  interest  to  note  that  the  net  cost  of 
straight  life  insurance  taken  out  at  age  30  to  pro- 
vide a comparable  income  would  be  only  about 
$175  a year.”  The  editor  seems  to  maintain  that  it 
is  better  to  buy  straight  life  insurance  for  $175  a 
year  than  to  have  social  security  with  comparable 
death  benefits  for  $126  a year.  He  neglects  to  point 


out  that  straight  life  insurance  taken  out  at  a later 
age  is  considerably  more  expensive  than  social  secur- 
ity, and  that  the  premiums  of  straight  life  insurance 
usually  continue  until  death,  whereas  social  security 
payments  cease  at  age  65  when  retirement  benefits 
commence.  The  editor  observes  “These  survivors’ 
benefits  of  social  security  have  been  the  major- 
reason  for  many  young  physicians  to  favor  their 
inclusion  in  the  system.”  And  this,  I submit,  is  a 
very  excellent  reason. 

f o quote  the  editor  further:  “The  retirement 
features  of  social  security  would  be  of  no  value  to 
physicians.  It  has  been  established  that  there  are 
almost  no  doctors  who  retire  at  age  of  65.”  The 
Social  Security  Act  as  amended  to  date  permits  the 
retired  beneficiary  to  earn  up  to  $100  a month. 
However  on  reaching  age  72,  the  retired  worker 
shall  receive  his  full  retirement  benefits  each  month, 
no  matter  how  much  money  he  may  earn.  Between 
the  age  of  65  and  72,  benefits  are  payable  (regardless 
of  annual  earnings)  for  any  month  when  earnings 
are  below  a certain  figure.  Furthermore,  income 
from  savings,  property  rental,  investments,  and 
annuities  does  not  affect  benefit  payments. 

As  the  editor  points  out,  the  provisions  of  the 
Social  Security  Act  are  changing  rapidly.  These 
changes  have  been  greatly  to  the  advantage  of  the 
beneficiary.  It  seems  likely  that  future  amendments 
to  the  act  may  ease  still  further  such  restrictions  as 
the  maximal  earnings  allowed  retired  workers. 

I he  provident  physician,  who  early  plans  through 
the  purchase  of  annuities  or  otherwise,  to  retire  at 
age  65,  will  certainly  find  it  easier  to  do  so  with  the 
help  of  social  security  benefits.  These  retirement 
payments  are  not  negligible.  Under  present  pro- 
vision of  the  law,  the  maximal  monthly  retirement 
income  is  $108.50— but  when  the  man’s  wife  reaches 
65,  this  is  increased  to  $162.80.  In  brief,  this  is  a 
joint  annuity  of  $1,950,  or  a 3 per  cent  annual  re- 
turn on  $65,000  of  capital.  In  these  days  of  high 
income  taxes,  so  great  a capital  fund  is  not  easy  to 
acquire  through  savings.  A most  important  feature 
which  the  editor  fails  to  mention,  is  thas  social 
security  retirement  benefits  are  tax  exempt.  To  a 
taxpayer  in  the  30  per  cent  bracket,  this  would  be 
a clear  saving  of  $600  a year. 

The  political  and  philosophical  aspects  of  social 
security  are  controversial,  and  less  amenable  to  cool 
objective  analysis  than  the  financial  benefits.  Scare- 
head  expressions  such  as  “regimentation,”  “com- 
pulsion,” “collective  security,”  “welfare  state”  no 
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longer  alarm  the  American  people.  T he  social  secur- 
ity system  is  one  of  the  great  factors  changing  the 
face  of  our  national  economy.  More  than  90  per 
cent  of  the  workers  in  this  country  are  now  pro- 
tected by  the  provisions  of  the  Social  Security  Act. 
Most  self-employed  people  have  been  covered  by 
social  security  since  1950,  including  registered 
nurses,  writers,  artists,  architects,  professional  en- 
gineers, accountants,  and  farmers.  1'he  self-employ- 
ed physicians  of  the  country,  together  with  the 
lawyers,  dentists,  osteopaths,  chiropractors,  veteri- 
narians, natureopaths,  and  optometrists  are  not 
covered  by  the  law.  One  wonders  why.  How  do  we 
physicians  differ  from  our  fellow  citizens?  Do  we 
have  less  need  for  safeguards  against  the  insecurities 
of  old  age?  Do  we  have  a superior  philosophy?  In 
the  majestic  procession  of  America  into  the  future, 
is  everyone  out  of  step  except  ourselves? 

A.  R.  Felty,  m.d. 

(A  brochure  entitled  “Self-Employment  and  Social 
Security”  published  by  the  U.  S.  Govt.  Printing  Office  is 
obtainable  in  local  offices  of  the  Social  Security  Administra- 
tion, or  from  the  Supt.  of  Documents,  U.  S.  Govt.  Printing 
Office,  Washington  25,  I).  C. 

It  is  recommended  reading,  factual,  concise,  informative.) 
* * * * 

I he  House  of  Delegates  of  the  AM  A “has  re- 
corded its  forceful  opposition  to  social  security 
coverage  for  the  medical  profession”  several  times, 
particularly  in  the  past  six  years.  The  leading 
editorial  in  the  Journal  AMA,  November  26,  1955 
gives  the  reasons  for  this  stand.  The  resolution  to 
which  the  writer  of  the  foregoing  letter  refers  was 
introduced  at  the  last  session  of  the  House  of  Dele- 
gates in  Boston  on  November  29  by  the  Ohio  State 
Medical  Association  through  one  of  its  delegates 
and  voted  on  December  1.  This  resolution,  for 
which  I voted,  seeks  to  clarify  the  situation  by  find- 
ing out  as  near  as  possible  just  how  many  physicians 
really  prefer  to  be  included  under  compulsory 
social  security,  under  voluntary  social  security,  or 
under  no  social  security  coverage  at  all.  The  edi- 
torial published  in  the  Connecticut  Journal  was 
written  before  this  action  was  taken  in  Boston. 

To  date  the  only  polls  of  which  1 have  any 
information  are  by  the  Ohio  and  the  Vermont 
Med  ical  Societies.  Ohio  sent  out  8,360  questionnaires 


and  received  4,912  replies.  Of  these,  2,441  opposed  I 
coverage  on  any  basis;  2,070  favored  voluntary  I 
coverage;  19  favored  unspecified  coverage;  and  12  I 
replies  were  not  classifiable.  Vermont  sent  out  ques-  I 
tionnaires  to  all  its  members  and  received  in  return  I 
221  replies.  Of  these,  164  favored  inclusion  on  a I 
voluntary  basis,  36  on  a compulsory  basis,  and  21 
opposed  any  inclusion  whatever.  (Ed.) 


Opposed  to  HR7225 

To  the  Editor: 

I feel  that  action  on  HR7225  should  be  deferred,  I 
at  least  another  year,  until  every  physician  thor-  I 
oughly  understands  its  implications,  and  can  (or 
will  be  forced  to)  vote,  at  his  medical  society,  for  I 
its  acceptance  or  rejection,  as  a w hole  or  in  part.  1 
am  against  the  whole  principle  of  Social  Security  I 
chiefly  on  account  of  the  undetermined  cost  being  I 
deferred  to  our  children  and  children’s  children. 

I here  is  no  promise  that  the  Federal  Government 
can  always  live  up  to  its  present  promises  without 
taxation  which  will  be  impossible  to  collect— and 
ultimate  defalcation. 

In  particular,  I’m  against  the  inclusion  of  the 
Permanent  and  Total  Disability  Benefits  under  Old 
Age  and  Survivors  Insurance:  Firstly,  because  the 
physicians  must  be  responsible  for  the  diagnosing 
of  permanent  disability.  He  will  have  to  distinguish, 
as  an  example,  between  the  true  invalid  and  the 
malingerer  with  his  sore  back,  which  allegedly  keeps 
him  from  his  work. 

Secondly,  because  it  is  a dole  that  keeps  men  and 
women  unproductive. 

Thirdly,  because  the  cost  will  be  excessive  and 
undetermined  and  w ill  encourage  people  to  demand, 
as  they  have  been,  more  and  more  for  doing  less  and 
less. 

Fourthly,  the  bill  tends  a bit  toward  a Communis- 
tic State  in  its  tendencies,  and  is  not  real  insurance 
w ith  each  one  paying  a share  of  the  cost  when  he 
can  afford  it. 

Yours  very  truly, 

George  C.  Lincoln,  m.d. 

Woodstock,  Connecticut 
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This  brochure  tells  the  dramatic  story  of 
health  progress — a 50  per  cent  reduction 
in  the  general  death  rate,  an  increase  of  21  years  in  life  expectancy  at  birth  and 
other  important  contributions  made  possible  by  medical  advances. 
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This  AMA  publication  and  two  others  which  contain  useful  health  informa  don 
are  available  in  quantity,  without  charge.  They  may  be  used  as  mail  enclosures, 
reception  room  information  pieces  and  for  community  meetings. 

The  full  series  or  individual  leaflets  may  be  obtained  by  filling  out  and  mailing  the 
order  blank  on  this  page. 
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What  Americans  Think  of  the  Medical 
Profession 

Physicians  should  he  interested  in  the  results  of  a 
recent  survey  made  by  an  independent  research 
organization  employed  by  the  American  Medical 
Association.  Personal  interviews  were  conducted 
with  3,000  members  of  the  general  public,  500 
physicians  in  private  practice,  and  100  persons  in 
each  of  five  special  groups— editors,  columnists  and 
commentators;  lawyers;  pharmacists;  registered 
nurses,  and  executive  secretaries  of  state  and  county 
medical  societies. 

The  survey  has  revealed  a few  striking  points. 
About  82  per  cent  of  the  general  public  say  they 
have  a personal  or  family  doctor,  and  most  Ameri- 
cans like  their  doctor  and  like  physicians  as  a group. 
The  chief  criticism  stems  from  the  cost  of  medical 
care  bur  only  one  person  in  ten  thinks  that  his 
physician  is  trying  to  get  rich  quick,  in  fact,  the 
attitude  toward  doctors  was  found  to  be  more 
favorable  than  unfavorable.  Among  physicians  in 
general  the  public  is  critical  mostly  of  fees,  coldness, 
impatience,  lack  of  frankness  and  unavailability. 

The  qualities  pointed  out  by  the  survey  which 
the  public  finds  most  commendable  are  the  friendly 
personalities,  sympathy  and  competence  of  their 
physicians.  In  some  instances  the  doctors  are  more 
critical  of  most  doctors  than  is  the  public.  It  seems 
evident  from  the  survey  that  the  individual  physi- 
cian needs  to  form  a better  opinion  of  his  colleagues 
and  to  convey  that  opinion  to  his  patients.  Many 
law  suits  brought  against  members  of  the  profession 
arise  from  this  very  factor. 

The  question  of  specialization  which  has  come  to 
the  fore  in  the  last  decade  was  included  in  the  sur- 
vey. It  was  found  that  less  than  one  half  the  public 
is  critical  of  this  trend  but,  perhaps  strangely 
enough,  the  public  does  not  necessarily  consider 
specialists  to  be  more  capable  than  are  general 
practitioners. 


It  may  be  postulated  by  some  that  a survey  of 
4,000  people  is  not  representative  of  the  inhabitants 
of  this  great  nation  of  ours.  This  hardly  seems  a 
tenable  assumption  when  one  considers  the  breadth 
of  the  sampling.  The  survey  firm  points  out  that, 
although  the  American  Medical  Association  ap- 
proved the  questionnaires  after  completion,  “the 
public,  individual  doctors,  and  the  research  agency 
established  the  issues.” 

New  Britain  Medical  Society  Presents 
Service  Award  to  News  Reporter 

I he  First  Annual  Service  Award  of  the  New' 
Britain  Medical  Society  was  recently  presented  to 
Peter  C.  Hotton,  staff  reporter  for  the  New  Britain 
Herald. 

The  award,  presented  at  the  Society’s  annual 
meeting  was  in  recognition  of  outstanding  service 
and  understanding  in  connection  with  the  organi- 
zation’s activities.  The  purpose  of  the  annual  award 
will  be  to  foster  public  understanding  of  medical 
association  activities. 

Medical  Education  Week  April  22-28 

I he  first  observance  of  National  Medical  Educa- 
tion Week,  April  22-28,  w ill  be  marked  by  numer- 
ous local  and  national  programs  to  advance  under- 
standing of  the  vital  role  of  medical  education  in 
the  maintenance  of  national  health. 

The  observance  is  being  sponsored  by  four  lead- 
ing national  organizations,  the  Association  of 
American  Medical  Colleges,  the  American  Medical 
Association,  the  National  Fund  for  Medical  Educa- 
tion and  the  American  Medical  Education  Founda- 
tion. Recently  more  than  700  State  and  community 
chairmen  were  named  to  guide  planning  for  the 
observance.  The  chairmen  were  selected  by  State 
and  local  medical  societies.  An  information  kit  con- 
taining a variety  of  aids  to  implement  activities  with 
radio  and  television  stations,  newspapers,  magazines 
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and  community  organizations  has  been  prepared  for 
their  use.  Progress  to  date  indicates  that  the  special 
week  will  bring  a wealth  of  information  about 
medical  education  to  the  American  people. 

Southington  Medical  Society  Appoints  Four 
New  Committees 

Members  of  the  Southington  Medical  Society 
voted  at  their  recent  annual  meeting  to  include 
four  new  committees  in  the  by-laws  of  the  organi- 
zation. 

1 lie  by-law  provision  calls  for  appointment  of 
committees  on  education  and  public  relations,  can- 
cer, medical  advisory  activities  and  an  automobile 
committee.  Thomas  Dudac,  public  health  officer, 
and  George  Gura,  school  physician,  were  named 
members  of  the  Medical  Advisory  Committee 
which  will  confer  periodically  with  the  Southington 
Public  Health  Association.  Appointments  to  other 
committees  will  be  made  at  a later  date. 

New  AMA  Television  Production  Plans 
Are  Being  Completed 

Plans  are  being  completed  for  a special  AMA 
television  show  to  be  offered  local  and  state  medi- 
cal societies  on  a spot  news  basis.  The  half-hour 
program,  titled  “Medicine  U.  S.  A.,”  will  be  pre- 
sented live  in  New  ^ ork.  A high  quality  film  record- 
ing will  be  made  of  the  show,  and  prints  will  be 
rushed  to  local  stations  throughout  the  country 
for  presentation  on  public  service  time  lined  up  in 
advance  by  local  or  state  societies. 

“Medicine  U.  S.  A.”  will  report  on  patients  who 
have  battled  cancer  successfully  and  will  feature 
famed  commentator  H.  Y.  Kaltenborn. 

Doctors  and  medicine  are  becoming  more  and 
more  popular  as  subjects  for  network  dramatic 
shows.  An  analysis  of  teleplays  presented  over  ABC 
and  NBC  television  networks  during  a one  month 
period  revealed  that  seven  of  the  top  rated  programs 
featured  stories  based  on  the  work  of  doctors. 

More  Than  1,200  High  School  Students 
View  Medical  Films 

More  than  1,200  high  school  students  in  Con- 
necticut recently  viewed  “Your  Doctor,”  a 15 
minute  film  portraying  the  training  of  physicians 
and  the  sendees  of  medical  associations. 


I he  film  was  shown  to  an  audience  of  700  stu- 
dents at  the  Fair  Oaks  School,  Oakdale,  and  to 
audiences  of  approximately  270  students  at  the 
Danbury  and  North  Haven  High  Schools. 

Arrangements  to  obtain  the  film  for  showing  at 
meetings  of  community  organizations  may  be  made 
through  the  officers  of  the  State  Medical  Society. 

AMA  to  Present  Science  Fair  Awards 

1 he  American  Medical  Association  will  present 
special  citations  to  the  two  high  school  students  w irh 
the  best  exhibits  on  medical  research,  general  health, 
or  physical  fitness  at  the  seventh  National  Science 
Fair  next  May  10-12  in  Oklahoma  City. 

In  addition,  the  two  winners  will  be  invited  to 
display  their  exhibits  in  the  scientific  exhibit  at  the 
AMA’s  annual  meeting  June  11-15  in  Chicago, 
according  to  Dr.  Alphonse  McMahon,  St.  Louis, 
chairman  of  the  AMA’s  Council  on  Scientific 
Assembly. 

I he  AMA  has  asked  its  constituent  state  and 
county  societies  to  sponsor  local  or  regional  science 
fairs,  from  which  finalists  may  be  sent  to  the 
national  fair. 

Approximately  a hundred  local  and  area  science 
fairs  are  expected  to  send  about  190  young  scientists 
to  the  national  fair  this  year.  There  are  15,000  high 
school  science  clubs  with  a membership  of  350,000 
students  in  the  United  States. 

Purpose  of  the  fairs,  according  to  Watson  Davis, 
director  of  Science  Service  is  to  stimulate  students 
to  take  a more  active  interest  in  the  study  of  science, 
to  provide  a proper  means  of  recognition  to  young 
scientists,  to  allow  them  to  see  what  others  are  doinq 
in  science,  and  to  arouse  public  interest  in  the  scien- 
tific ability  of  young  people. 


New  Plastic  Surgery  Clinic 

The  Clinic  for  Reconstructive  Plastic  Surgery 
of  the  Face,  perhaps  the  first  of  its  kind  in  the 
United  States,  is  to  be  established  at  the  Manhattan 
Eye,  Ear  and  Throat  Hospital,  New  York.  John  M. 
Converse  of  New'  York  University  College  of 
Medicine  and  the  Manhattan  Eye,  Ear  and  Throat 
Hospital  is  surgeon-director  of  the  new  clinic, 
which  is  being  sponsored  by  the  Society  for  the 
Rehabilitation  of  the  Facially  Disfigured.  The  clinic 
will  not  only  treat  a patient’s  physical  defect,  but  it 
will  also  provide  assistance  in  personality  and  voca- 
tional problems. 
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Dr.  Hugh  Long  on  Sabbatical  Leave 

C.  N.  H.  Long,  chairman  of  the  Department  of 
Physiology  at  the  Yale  School  of  Medicine,  is  now 
in  Europe  making  a tour  of  research  centers.  Dr. 
Long  will  devote  most  of  his  time  in  England  at  the 
Institute  of  Biochemistry  at  Cambridge  University. 
He  will  give  the  Halliburton  Lecture  at  King’s 
College,  University  of  London,  lecture  to  the  Endo- 
crine  Society  of  Great  Britain,  lecture  in  Brussels 
this  spring  at  the  International  Congress  of  Physiolo- 
gists on  the  adrenal  glands,  and  also  lecture  and 
meet  with  scientists  in  Yugoslavia,  France  and  Italy. 

Dr.  Long  was  recently  named  chairman  of  a 
special  committee  on  medical  research  by  the 
National  Science  Board  to  review  and  evaluate  the 
medical  research  programs  of  the  U.  S.  Department 
of  Health,  Education  and  Welfare. 

Psychiatry  and  Neurology  Seminar 

The  final  half  year  of  the  Ninth  Annual  Post- 
graduate Seminar  in  Psychiatry  and  Neurology  is 
now  in  progress  at  the  Connecticut  State  Hospital 
in  Middletown.  It  is  open  to  all  physicians  in  Con- 
necticut and  meets  each  Monday. 

On  March  19  the  seminar  moves  to  Earnum  Audi- 
torium at  the  Yale  University  School  of  Medicine 
where  it  will  continue  through  May  7. 

The  seminar  is  sponsored  by  the  State  Department 
of  Mental  Health  and  the  Department  of  Psychiatry 
at  the  Yale  School  of  Medicine  in  association  with 
the  Institute  of  Living  at  Hartford,  the  Yale-New 
Haven  Medical  Center,  the  Veterans  Administration 
Hospital  and  clinics,  and  the  State’s  five  mental 
hospitals  and  training  schools.  Dr.  John  J.  Blasko, 
commissioner  of  mental  health,  is  chairman  of  the 
sponsoring  committee. 

Hartford  Has  Counselling  Board 

A Counselling  Board  has  been  set  up  with  head- 
quarters at  the  Institute  of  Living  to  help  with 
problems  requiring  close  cooperation  between 
lawyers,  psychiatrists  and  social  workers.  Miss  Mary 
Ryan,  member  of  the  Bar  and  judge  of  the  Probate 
Court  of  New  Hartford  who  has  an  m.a.  degree  in 


social  w ork,  has  been  named  full  time  paid  director 
of  the  Board.  Benjamin  Wiesel,  chairman  of  the 
Department  of  Psychiatry  at  the  Hartford  Hos- 
pital, will  represent  the  field  of  psychiatry  on  the 
Board. 

1 he  Board  will  function  through  panels  com- 
posed of  three  persons,  one  from  each  of  the  three 
professional  groups.  Members  of  the  clergy  and 
other  referring  agencies  will  be  asked  to  sit  on  panels 
as  needed.  All  will  serve  without  pay. 

1 he  expenses  of  the  Board  will  be  paid  by  a errant 
from  the  Hartford  Foundation  of  Public  Giving. 
I he  Board  will  accept  referrals  from  Superior, 
Common  Pleas,  Probate,  Juvenile,  and  Police  Courts, 
from  probation  officers,  social  agencies  and  members 
of  the  clergy.  For  the  time  being  panels  will  be  held 
once  a week  in  the  Board  office. 


Dr.  Danaher  President  of  Connecticut 
Medical  Service 
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Dr.  Thomas  J.  Danaher,  Torrington,  was  elected 
president  of  CMS  by  the  Board  of  Directors  at  its 
Annual  Meeting  on  February  21,  succeeding  Mr. 
Robert  S.  Judd,  who  did  not  wish  to  be  renomi- 
nated. Mr.  Judd  becomes  Chairman  of  the  Board. 

Dr.  Danaher  is  the  first  physician  to  become  the 
president  of  the  corporation  and  has  had  long 
experience  with  it.  He  became  chairman  of  the 
Society’s  Committee  on  Prepaid  Medical  Service  in 
1948  after  five  or  six  other  committees  had  been 
considering  the  matter  for  ten  years.  In  a few 
months  and  by  the  semi-annual  meeting  in  Decem- 
ber of  1948,  Dr.  Danaher  had  developed  what  is 
now  the  rapidly  growing  Blue  Shield  Plan  for  Con- 
necticut. When  the  Plan  went  into  operation  early 
in  1949,  Dr.  Danaher  was  named  chairman  of  the 
Professional  Policy  Committee,  an  office  that  he  has 
held  until  he  became  president  last  month.  His 
knowledge  of  the  intricacies  of  medical  and  surgical 
services  insurance  is  not  equalled  by  many  physi- 
cians in  this  country  and  the  rational  operation  of 
CMS  has  largely  been  due,  during  the  past  seven 
years,  to  Dr.  Danaher’s  interest  and  capability. 

The  new  president  is  a native  of  Connecticut; 
graduate  of  Yale  Medical  School  in  1928;  Fellow  of 
the  American  College  of  Surgeons;  president  of  the 
Connecticut  State  Medical  Society  in  1950- 1951, 
and  has  served  as  chief-of-staff  at  the  Charlotte 
Hungerford  Hospital  in  Torrington.  His  son, 
Thomas  H.  Danaher,  is  a junior  in  the  Yale  School 
of  Medicine. 

Connecticut  Regional  Blood  Program 

The  Connecticut  Regional  Blood  Program,  after 
a somewhat  unsteady  start  following  the  Christmas 
and  New  Year  holidays,  hit  its  stride  by  the  middle 
of  the  month  and  collections  thereafter  were  satis- 
factory. It  appears  to  be  difficult  to  impress  upon 
the  general  public  that  the  need  for  blood  is  con- 
stant both  during  holiday  periods  and  otherwise. 
Emphasis,  therefore,  on  the  perishability  of  whole 
blood  is  needed. 

On  reviewing  its  operations,  the  increased  use  of 
blood  derivatives  by  the  profession  is  noticeable, 
particularly  of  fresh  frozen  plasma  and  serum  al- 
bumin. Derivatives  help  to  spare  the  need  for  whole 
blood,  but  in  spite  of  their  increased  use,  there  is 
no  appreciable  diminution  in  the  requirements  of  the 
total  program. 


JULY  I,  1955 
THROUGH 


JANUARY 

JANUARY 

1956 

1, 1956 

DONORS 

Donors  accepted  

7.795 

50,710 

Donors  rejected  

672 

6.443 

8,467 

57,  >53 

BLOOD  ISSUED  TO  HOSPITALS 

PINTS 

To  Connecticut  hospitals  from  center.... 

5 9*5 

40,724 

Blood  collected  by  hospitals 

870 

6,308 

To  out  of  state  hospitals 

>34 

1 ,019 

6,969 

48,051 

PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma 

77 

432 

Processed  into  packed  cells 

3 

Processed  into  liquid  plasma 

877 

6,614 

957 

7,078 

Discarded  — unfit  and  broken 

57 

268 

Grand  Total  — distribution  of  blood 

7.9S3 

55,597 

Blood  returned  to  center  for  processing 

into  plasma  and  fractions 

7>° 

5,248 

blood  derivatives  issued  to  hospitals 

Irradiated  plasma  (300  cc.) 

26 

253 

Fresh  frozen  plasma  (123  cc.) 

>>7 

7 > 9 

Serum  albumin  (100  cc.) 

1 23 

885 

Serum  albumin  (20  cc.) 

0 

47 

Immune  serum  globulin  (2  cc.) 

20 

105 

Packed  red  cells 

3 

32 

Fairfield  County 

William  FI.  Curley,  former  president  of  the  Fair- 
field  County  and  the  Bridgeport  Medical  Associa- 
tion, died  at  his  home  in  Fairfield  on  January  17 
at  the  age  of  69. 

William  Kaufman  of  Bridgeport  has  been  elected 
to  the  publication  committee  of  the  American 
Medical  Writers  Association. 

The  Bridgeport  Medical  Society  has  forwarded 
the  name  of  Howard  S.  Eckels,  Bridgeport,  to  serve 
on  the  Fairfield  County  Committee  of  the  American 
Medical  Education  Foundation.  Other  present 
members  are  John  W.  Jovell,  Danbury;  Newell  W. 
Giles,  Stamford;  Robert  A.  Northrop,  Norwalk. 
Milton  Lieberthal,  Bridgeport,  is  County  Chairman. 

The  Annual  Meeting  of  the  Fairfield  County 
Medical  Association  will  be  held  Tuesday,  April 
10,  at  the  Stratfield  Hotel,  Bridgeport. 
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April  4 is  the  dare  selected  for  the  second  indoc- 
trination dinner  and  meeting  of  the  Association. 
Members  new  to  the  Association  w ill  be  guests  in  a 
program  arranged  by  the  Public  Relation  Com- 
mittee. 

Hartford  County 

The  new  officers  of  the  Hartford  Medical 
Society  elected  at  the  annual  meeting  in  January  are 
Samuel  Donner,  president;  Thacher  W.  Worthen, 
president  elect;  W.  Holbrook  Lowell,  secretary; 
Lewis  P.  James,  treasurer;  and  Ernest  Caulfield, 
librarian. 

Wilmar  M.  Allen,  director  of  the  Hartford  Hos- 
pital for  17  years,  died  at  Chapel  1 fill,  North  Caro- 
lina on  January  14  at  the  age  of  61.  Dr.  Allen 
recently  returned  from  a year  in  Belgium  where  he 
acted  as  a management  consultant  on  the  hospital 
system  of  that  country. 

The  January  21  issue  of  the  Journal  of  the  AM  A 
carries  an  article  on  “LTse  of  Chlorpromazine  and 
Reserpine  in  the  Treatment  of  Emotional  Dis- 
orders” written  by  William  W.  Zeller,  assistant 
clinical  director  and  director  of  clinical  research, 
Paul  N.  Graffagnino,  Chester  F.  Cullen,  and  H. 
Jerome  Rietman  all  resident  psychiatrists,  Institute 
of  Living,  Hartford,  Connecticut. 

George  C.  Finley  has  been  reelected  president  of 
the  medical  and  surgical  staff  at  St.  Francis  Hos- 
pital. Nicholas  A.  Giorgio  is  the  president-elect; 
John  F.  Franco,  secretary;  and  Timothy  L.  Curran, 
treasurer.  Maurice  F.  O’Connell  is  chairman  of  the 
executive  committee. 

At  Alt.  Sinai  Hospital  Benjamin  L.  Salvin  was  re- 
elected president  of  the  staff.  The  vice  president  is 
Manuel  Hirshberg  and  the  secretary,  Albert  Rubin. 

Five  new  appointments  to  the  medical  staff  were 
made.  They  are:  Mary  Allen,  Norman  Gross  and 
Yale  Gordon  for  general  practice;  A.  Arthur  Fier- 
berg,  medicine,  and  Bernard  J.  Kaplan,  assistant  in 
special  services,  proctology. 

A child  guidance  clinic  has  been  opened  at  the 
Institute  of  Living,  it  was  anounced  recently  by 
Dr.  John  Donnelly,  executive  officer.  He  said  the 
clinic  will  provide  consultation  and  treatment  serv- 
ices for  children  and  to  meet  some  of  the  over- 
whelming demands  for  advice  in  the  field  of  chil- 
dren’s problems.  It  will  accept  children  and  adoles- 
cents up  to  the  age  of  18  referred  by  physicians, 
school  and  social  service  agencies. 


On  February  15  at  St.  Francis  Hospital,  John  P.  I 
Hubbard,  professor,  Department  of  Public  Health  I 
and  Preventive  Medicine,  School  of  Medicine,  Uni-  I 
versify  of  Pennsylvania,  spoke  on  “Epidemiology  I 
and  Prevention  of  Rheumatic  Fever.”  Benedict  F.  I 
Massed,  research  director  of  the  I louse  of  the  Good  I 
Samaritan,  Boston,  spoke  on  “1  reatment  of  Rheu-  I 
mafic  Fever.” 

Promoted  to  the  visiting  staff  of  Hartford  Flos-  I 
pital  are:  Ettore  Carniglia,  Benjamin  Whitcomb,  I 
Frank  Wood  and  Robert  Tennant.  Elevated  to  the  I' 
associate  staff  are:  Rembrandt  Dunsmore,  N. 

W illiam  Wawro  and  Charles  Solomon.  Dermot  j 
OH  earlihy,  Rowe  Castagno,  Chester  Fairlie, 
Dwight  Wood,  George  McAdams  and  Raymond 
Schipke  were  promoted  to  the  assistant  staff. 

Retiring  as  chief  of  medical  service  in  Manchester  I L 
last  month  was  George  A.  Lundberg.  Replacing  him  I 
is  M.  E.  Moriarty. 

Opening  an  office  for  dermatology  in  Hartford 
is  Dr.  .Melville  Y.  Alderman. 

Ralph  M.  Tovell,  chief  of  the  Department  of 
Anesthesiolgy  at  the  Hartford  Hospital,  is  now- 
editor  of  Anesthesiology . With  its  new  green  and 
gray  cover  this  publication  is  a striking  example 
of  artistic  simplicity. 

Middlesex  County 

D.  Al.  Jean  Nixon,  a native  of  Belfast,  Ireland, 
has  joined  the  staff  of  Connecticut  State  Hospital  as 
a resident.  Dr.  Nixon  is  in  this  country  under  the 
Visitor  Exchange  Program  and  recently  completed  I 
an  internship  at  the  Binghamton,  N.  A .,  City  Hos- 
pital. She  is  a graduate  of  the  medical  school  of 
Queens  University  in  Belfast. 

Norman  H.  Gardner  of  East  Hampton  will  preside 
at  one  of  the  sessions  of  the  Eleventh  National  1 
Conference  on  Rural  Health  held  in  Portland,  I 
Oregon  this  month.  Dr.  Gardner  is  a member  of  the 
AMA  Council  on  Rural  Health. 

I 

New  London  County 

At  the  monthly  dinner  lecture  meeting  of  the 
Lawrence  and  Memorial  Associated  Hospitals  held 
on  January  19,  the  speaker  was  Burdick  Clarke, 
acting  chief  urologist  of  the  New  England  Medical 
Centre  Hospital  and  acting  chairman  of  the  Depart- 
ment of  Urology  at  Tufts  University  School  of 
Medicine.  His  subject  “Diagnosis  and  Management 
of  Scrotal  A lasses.” 
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At  the  monthly  meeting  of  the  W.  W.  Backus 
Hospital  in  Norwich,  Jean  McArthur  of  Boston 
spoke  on  “Menstrual  Disturbances  in  the  Adolescent 
Girl.” 

At  the  February  meeting  the  W.  W.  Backus  Hos- 
pital held  on  February  9,  a panel  discussion  on 
“Prematurity”  by  Drs.  Bannister,  Beckett,  Peacock 
and  Peckham  was  presented. 

The  regular  monthly  meeting  of  the  New  London 
County  Medical  Association  was  held  on  February 
2,  at  the  plant  of  the  Charles  Pfizer  Company  in 
Groton.  Cocktails  and  dinner  were  furnished  by  the 
hosts.  The  speaker,  Gordon  Myers  from  the  Massa- 
chusetts General  Hospital  and  Harvard  University 
Medical  School,  took  for  his  subject  “Heart  Condi- 
tions Amenable  to  Cardiac  Surgery.”  The  attend- 
ance at  this  meeting  was  the  best  in  many  years, 
with  over  one  hundred  and  five  doctors  present. 

At  the  monthly  meeting  of  the  New  London 
Chapter  of  the  Connecticut  Ffeart  Association, 
H.  M.  Marvin  from  New  Haven  spoke  on  “Recent 
Developments  and  Trends  in  the  Treatment  of  Cor- 
onary 1 hrombosis  and  Myocardial  Infarction.” 

Windham  County 

The  Woman’s  Auxiliary  of  Windham  and  New 
London  Counties  sponsored  a dinner  and  dance 
February  8,  19^6,  at  the  Lighthouse  Inn,  New  Lon- 
don to  raise  funds  for  the  AMEF.  This  is  the  second 
annual  affair  sponsored  jointly  by  the  Woman’s 
Auxiliaries  to  raise  funds  for  this  cause. 


Chronic  Illness  Group  to  Disband 

I he  Commission  on  Chronic  Illness,  founded  in 
1949,  will  end  its  activities  as  an  incorporated  or- 
ganization on  June  16.  The  work  of  the  commission 
will  be  taken  over  by  its  founders,  the  American 
Hospital  Association,  the  American  Medical  Asso- 
ciation, the  American  Public  Health  Association, 
and  the  American  Public  Welfare  Association,  and 
other  permanent  agencies  concerned  with  chronic 
illness. 

Among  the  major  projects  of  the  commission  have 
been  a study  of  the  prevalence  of  chronic  illness 
and  the  needs  for  care  of  the  chronically  ill  in  an 
urban  and  a rural  area,  a study  of  the  characteristics 
of  patients  requiring  long  term  care  in  institutions, 
and  a study  of  12  organized  home  care  programs. 


THE  DOCTOR’S  OFFICE 

James  H.  Kelleher,  m.d.  announces  the  removal  of 
his  office  for  the  practice  of  urology  from  237  Main 
Street  to  55  Broad  Street,  Norwich. 

Douglas  J.  Roberts,  m.d.,  Ralph  T.  Ogden,  m.d., 
Wendell  U.  Hall,  m.d.,  C.  Leonard  Smith,  m.d., 
W illiam  A.  Goodrich,  m.d.,  John  H.  Woodruff, 
m.d.  and  William  E.  Gatlin,  m.d.  announce  the 
association  of  Douglas  James  Roberts,  Jr.,  \i.d.  with 
them  in  the  practice  of  radiology  at  85  Jefferson 
Street,  Hartford  and  1005  Farmington  Avenue, 
West  Hartford. 

W illiam  E.  Sherpick,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  gynecology  and 
obstetrics  at  1387  Farmington  Avenue,  Farmington 
and  not  Hartford  as  was  incorrectly  stated  in  a pre- 
vious issue. 


Unity 

1 he  medical  profession  through  its  development 
of  Blue  Shield,  was  the  first  to  show  that  medical 
care  was  voluntarily  insurable.  Because  of  the  lack 
of  actuarial  information  only  certain  risks  were  at 
first  covered.  As  experience  grew,  more  and  more 
coverage  became  possible.  We  have  not  yet  reached 
the  limit. 

Difference  of  opinion  on  problems  of  course  arise, 
but  a united  profession  can  solve  any  problem. 
Whenever  the  profession  of  any  country  has  come 
under  the  heel  of  government  it  has  been  because 
the  profession  did  not  stand  together  as  a unit. 

The  growth  and  success  of  voluntary  medical 
care  insurance  in  the  United  States  testifies  to  what 
can  be  accomplished  when  doctors  do  stand  to- 
gether. 

Continued  support  of  a united  profession  will 
permit  further  expansion  of  voluntary  plans  to  meet 
the  demands  of  the  public  and  at  the  same  time 
protect  the  freedom  of  medicine. 

Louis  H.  Bauer,  m.d.,  Chairman 

Reprinted  from  United  Medical  Service  Bulletin 
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Lawrence  of  University  of  California,  speaking 
at  the  Atoms  for  Peace  Conference  (C.  A.  5:6,  Nov. 
1955)  reported  that  the  median  survival  of  more 
than  230  polycythemia-vera  patients  treated  with 
radiophosphorus  over  the  last  20  years  is  13.2  years, 
double  the  survival  of  those  treated  with  conven- 
tional methods.  There  was  no  increase  in  leukemia 
deaths  over  those  found  when  treatment  was  with 
other  methods.  Radiophosphorus  was  much  less 
spectacular  in  w hite-cell  conditions. 

Clark  of  University  of  California  reported  at  the 
Atoms  for  Peace  Conference  that  he  had  looked 
into  the  histories  of  thirteen  youngsters  less  than 
15  years  of  age  with  thyroid  carcinoma  and  found 
that  all  of  them  had  irradiation  in  childhood  for 
thymus,  tonsil,  adenoid,  and  other  throat  trouble 
(C.  A.  5:6,  Nov.  1955).  He  found  that  thyroid  can- 
cer among  youngsters  had  increased  in  proportion 
to  the  use  of  radiation  for  childhood  throat  condi- 
tions, and  he  added  that  the  correlation  suggested 
cause  and  effect. 

* # # * 

The  proper  use  of  blood  transfusions  within  the 
past  few  years  has  not  only  saved  many  lives  but 
has  also  become  enormously  complicated.  (“The 
Use  and  Abuse  of  Blood  Transfusions,”  Robertson. 
N.  Y.  State  Jour.  Aled.,  55:8,  pp.  1140-1144.)  The 
indications  for  blood  transfusions  have  changed  as 
various  blood  derivatives  have  become  available  for 
clinical  use.  Human  albumen  preparations  are,  for 
example,  superior  to  w hole  blood  to  increase  blood 
volume  and  to  raise  blood  pressure  and  do  not  carry 
the  risk  of  homologous  serum  jaundice  (hepatitis). 

There  are  hazards  in  transfusion  therapy.  “Major 
incompatibles”  are  today  regarded  as  completely 
preventable  by  the  average  blood  bank.  However, 
blood  banks  arc  becoming  aware  of  the  complete 
individuality  of  each  patient's  blood  and  of  the 
possibility  that  any  patient  may  have  an  incom- 
patible reaction  to  a particular  blood,  even  though 
the  matching  shows  the  two  bloods  to  be  identical. 
The  transmission  of  homologous  serum  jaundice  or 
viral  hepatitis  is  a hazard  that  cannot  be  prevented. 
Circulatory  overload,  the  obscuring  of  basic  disease 
patterns,  and  various  allergic  reactions  arc  still  other 


hazards  inherent  in  all  blood  transfusion  therapy. 

The  “over-ordering”  of  blood  is  deplored  by  the 
author.  Blood  that  leaves  the  refrigerator  may  be- 
come dangerous  to  use  because  of  excessive  hemo- 
lysis or  contamination.  Blood  that  is  taken  away  or 
even  reserved  is  not  available  for  emergencies.  The 
most  common  abuses  of  all  are  those  associated  with 
a disregard  of  indications  and  contraindications  for 
blood  transfusions. 

Dr.  Robertson  is  convinced  that  the  use  and  abuse 
of  whole  blood  transfusion  “now  appear  to  be  less 
than  they  were  a fewr  years  ago.”  Blood  transfusion 
as  a therapeutic  measure  tends  to  become  stabilized. 
The  presence  of  abuses,  perhaps,  does  reflect  the 
failure  of  the  physicians  who  control  the  blood 
bank  to  educate  their  colleagues  in  the  important 
matter  of  the  indications  and  contraindications  for 
blood  transfusions. 

# # # # 

Diet  as  an  etiological  factor  in  the  production  oi 
coronary  thrombosis  has  intrigued  the  research 
w orker  through  many  years.  Perhaps  all  such  dis- 
cussion w ill  continue  to  end  in  a certain  amount  of 
confusion  until  we  have  learned  more  about  the 
metabolism  of  the  foods  that  we  commonly  eat.  An 

J 

editorial  in  The  Practioner  (174:1041,  pp.  246-247) 
attempts  to  evaluate  some  of  the  dietary  factors 
being  considered  in  an  attempt  to  explain  the  rise 
in  coronary  thrombosis  in  Great  Britain  in  recent 
years. 

The  editorial  seems  to  accept  the  assertion  that  the 
rise  in  coronary  thrombosis  has  been  accompanied 
by  a decrease  in  coronary  atheroma.  If  atheroma  is 
still  regarded  as  an  essential  factor  in  coronary 
thrombosis,  then  “some  other  influence  must  also 
be  involved,  one  which  has  become  more  potent  in 
recent  years.” 

The  suggestion  is  offered  that  the  liability  to 
thrombosis  is  related  to  the  number  of  fat  particles 
usually  present  in  the  blood  plasma.  An  increase  of 
plasma  fat  is  commonly  associated  with  an  increase 
in  the  coagulability  of  the  blood. 

It  is  true  that  the  human  race  has  consumed  fat 
for  many  generations  but  that  the  tendency  to 
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thrombosis  has  only  recently  increased.  The  notion 
that  “stress”  of  modern  life  as  a cause  is  rejected 
in  the  discussion  on  the  grounds  that  “specific 
phenomena  usually  have  specific  causes,  and  the 
idea  of  stress  has  always  seemed  nebulous.” 

In  England,  at  least,  the  increase  in  coronary 
thrombosis  coincides  with  a “marked  and  recent 
change  in  the  sort  of  food  we  eat.”  Between  1913 
and  1953  the  average  intake  of  animal  fat  has  been 
nearly  stationary  (slight  rise),  but  in  the  same 
period  of  time  the  daily  intake  of  vegetable  fat  has 
risen  from  5 g.  to  41  g,  this  being  mostly  derived 
from  ground  nuts,  soya  and  palm  oil  and  consumed 
in  the  form  of  cooking  fats  and  margerine.  The 
editorial  goes  on  to  say  that  the  effects  of  this 
change  in  diet  should  be  investigated,  “since  the 
ingestion  of  fat  which  is  more  actively  coagulent 
might  render  an  individual,  who  has  both  a naturally 
high  plasma  fat  level  and  atheroma,  more  liable  to 
thrombosis  than  he  would  have  been  forty  years 
ago.” 

I he  discussion  agrees  that  life  is  becoming  more 
complicated.  A few  short  years  ago  the  housewife 
who  was  cooking  with  liquid  paraffin,  because  she 
was  short  of  cooking  fat,  was  told  that  she  was 
introducing  a carcinogenic  agent  into  the  diet.  Now 
she  is  told  that  her  conventional  cooking  fat  (largely 
vegetable  oils)  leads  to  coronary  thrombosis.  If 
she  goes  further  afield  and  listens  to  certain  Ameri- 
can research  workers  she  is  assured  that  she  runs  the 
same  risk  with  animal  fats  such  as  butter. 

The  conclusion  seems  to  be  that  it  may  all  be  a 
part  and  parcel  of  the  age  old  process  of  trial  and 
error  “whereby  our  predecessors  from  primitive 
man  downward  have  evolved  a safe  satisfactory 
diet.”  The  end  of  the  argument  can  be  in  favor  of 
a return  to  a more  “natural”  diet. 

* *=  * # 

Patients  with  recent  cardiac  infarction,  given 
anticoagulants  in  addition  to  the  usual  regimen  of 
treatment,  show  significant  reduction  in  mortality 
rate  and  incidence  of  thromboembolism.  Hemor- 
rhage is  not  a serious  threat  when  the  patient  is 
under  ideal  hospital  conditions  of  adequate  daily 
control.  (Burton,  Jour.  Amer.  Geriatrics  Soc.,  Ill: 4, 
pp.  226-231.) 


“Acute  Infectious  Diseases  in  Pregnancy”  (Ami. 
hit.  Med.,  42:3,  pp.  555-561)  is  mainly  interesting  as 
a discussion  of  rubella  in  pregnancy  and  what  to 
do  when  such  an  infection  occurs.  Wesselhoeft  is 
obviously  in  favor,  in  the  light  of  our  present 
knowledge,  of  emptying  the  uterus  if  it  can  be  done 
safely  and  without  religious  and  legal  obstacles.  He 
is  confessedly  helpless  when  faced  with  a mother 
who  is  exposed  to  rubella  in  the  first  four  months  of 
pregnancy.  Gamma  globulin  cannot  be  relied  upon 
to  protect,  though  theoretically  it  might  do  so.  He 
looks  forward  to  the  day  when  an  effective  rubella 
vaccine  may  be  administered  as  a premarital  proce- 
dure. 

* # # * 

Sender  et  al  report  on  four  cases  of  hypofibrino- 
genemia  associated  with  abruptio  placentae  ( W is. 
Med.  Jour.,  54:3,  pp.  177-180).  The  condition  of 
hypofibrinogenemia  is  easily  established  by  a “clot 
observation  test.”  This  consists  in  placing  freshly 
drawn  blood  into  a clean  dry  test  tube  and  observing 
the  nature  of  the  clot.  Failure  of  the  blood  to  clot 
or  to  form  a stable  clot  is  evidence  that  the  plasma 
fibrinogen  has  dropped  to  a critical  level. 

The  purpose  of  this  brief  discussion  is  to  focus 
the  attention  of  physicians  on  a catastrophic  hemor- 
rhagic complication  of  pregnancy  which  may  be 
readily  diagnosed  and  easily  managed  if  the  condi- 
tion is  kept  in  mind. 

# * # * 

Webb  stresses  the  fact  that  abdominal  injuries 
may  occur  without  penetration  of  the  wall  of  the 
abdomen  (“Nonpenetrating  Abdominal  Trauma.” 
N.  C.  Med.  Jour.,  16:3,  pp.  79-83).  The  presence  of 
a fracture  of  a long  bone,  the  pelvis  or  the  spine 
does  not  preclude  injury  within  the  abdomen.  Re- 
peated examinations  of  the  abdomen,  with  the  assist- 
ance of  the  laboratory  and  x-ray  studies,  are  neces- 
sary for  a diagnosis.  If  there  is  abdominal  rigidity, 
with  or  without  shock,  when  there  is  evidence  that 
no  spinal  injury  has  occurred,  it  is  imperative  that 
an  exploration  be  done  to  prevent  later  complica- 
tions. The  author  quotes  Estes  as  stating:  “In  doubt- 
ful cases  only  by  frequent  and  repeated  examinations 
will  the  early  evidence  of  a serious  lesion  be  recog- 
nized in  time  to  suggest  operation  before  it  is  too 
late.” 
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Michael  J.  Morrissey,  M.D. 
1876-  1955 


I)r.  Michael  J.  Morrissey  died  December  14,  1955 
in  his  eightieth  year  of  an  acute  lobular  pneumonitis 
and  coronary  sclerosis  after  an  illness  of  two 
months.  He  had  specialized  in  diseases  of  the  skin 
in  Hartford,  Connecticut  since  1912.  He  was  a 
pioneer  dermatologist  in  Connecticut. 

Dr.  Morrissey  was  graduated  from  the  Baltimore 
College  of  Physicians  and  Surgeons,  and  interned 
at  the  Boston  City  Hospital  in  Boston.  After  thirteen 
years  in  general  practice  in  Unionville,  Connecticut, 
he  did  postgraduate  work  in  the  clinics  of  New 
York  City;  and  in  1 9 1 1 he  studied  in  the  European 
clinics  in  Vienna,  Berlin,  Paris  and  London,  return- 
ing to  Hartford  in  1912  where  he  continued  in 
dermatology  until  the  year  of  his  death. 

He  was  a consultant  on  the  staffs  of  St.  Francis 
Hospital,  Hartford;  Manchester  Memorial  Hospital; 
Meriden  Hospital;  the  Charlotte  Hungerford  1 los- 
pital,  Torrington;  and  the  New  Britain  Hospital. 

Dr.  Morrissey  was  a member  of  the  Hartford  City 
and  County  Societies,  the  Connecticut  State  Medical 
Society,  the  American  Medical  Association,  the 
New  York  Academy  of  Medicine,  and  the  New 
England  Dermatological  Society,  of  which  he  was 


recently  made  an  honorary  member.  1 le  was  a 
diplomate  in  dermatology. 

An  enthusiastic  student  of  diseases  of  the  skin,  he 
attended  meetings  and  clinics  at  every  opportunity, 
and  numbered  among  his  friends  many  of  the  der- 
matologists of  the  East.  I lis  was  a warm  and  friendly 
nature,  devoted  to  his  family,  friends  and  profes- 
sion—a God-fearing  man. 

Harry  S.  Reynolds,  m.d. 

George  Miller  MacKee,  M.D. 

1878  - 1955 

On  May  H,  1955  in  Stamford  Hospital,  Dr. 
George  M.  MacKee,  world  renowned  dermatologist, 
died  after  a short  illness.  Although  Dr.  MacKee’s 
great  contributions  were  made  at  hospitals  and  uni- 
versities in  New  ork  City,  he  grew  up  in  Stam- 
ford and  lived  in  Stamford  most  of  his  life,  retiring 
here  to  a consultant  practice  in  1947.  His  loss  will 
be  felt  keenly,  not  only  by  his  bereaved  wife 
Katherine  Sullivan  MacKee  with  whom  he  had 
been  closely  associated  in  his  work  most  of  his 
life,  but  also  by  the  many  physicians  in  this  area  to 
whom  he  freely  and  generously  gave  of  his  advice 
and  counsel.  His  knowledge,  understanding,  and 
skill  in  the  management  of  difficult  problems  was 
often  uncanny  in  its  accuracy  and  excellency.  The 
field  of  dermatology  has  truly  lost  a great  leader. 

Born  in  Jersey  City  in  1878,  of  American  parents 
of  Scottish,  Irish,  Dutch  and  French  descent,  he 
moved  to  Stamford  at  the  age  of  two,  and  graduated 
from  the  New  York  University-Bellevue  Hospital 
Medical  College  in  1899.  He  began  a general  prac- 
tice in  New  York  City  the  next  year,  with  special 
emphasis  on  roentgenology.  His  early  association 
with  the  great  Dr.  Fordyce  followed,  and  his  ener- 
getic trail  blazing  in  dermatology  began.  He  w'as 
subsequently  on  the  staff  at  Vanderbilt  Clinic, 
becoming  Professor  of  Clinical  Dermatology  at 
Columbia  in  1918. 

In  his  youth  Dr.  MacKee  had  been  very  athletic 
and  had  helped  to  put  himself  through  medical  col- 
lege by  giving  instruction  in  athletics,  and  playing 
professional  basketball  in  the  winters,  w hile  in  the 
summers  he  was  a beach  guard  at  Ocean  Grove, 
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New  Jersey.  After  entering  practice  he  became 
interested  in  mountain  climbing,  and  he  and  How- 
1 ard  Fox  would  pay  annual  visits  to  the  Canadian 
Rockies  for  this  sport.  He  was  a member  of  both 
the  Canadian  and  American  Alpine  Clubs. 

Despite  his  athletic  background,  he  was  unfortu- 
nate enough,  perhaps  through  his  excessive  hard 
i work,  to  contract  pulmonary  tuberculosis,  and  spent 
i five  years  at  Trudeau’s  Sanatorium,  though  it  was 
greatly  to  his  credit  that  this  setback  made  only  a 
slight  difference  in  his  life  work.  In  1926,  following 
the  elevation  of  a member  of  his  staff  to  a full-time 
professorship  in  dermatology  at  Columbia,  Dr.  Mac- 
Kee  left  to  found  the  first  fully  integrated,  cofnpre- 
hensive,  self  contained  dermatologic  clinic  in  North 
| America,  and  founded  the  Skin  and  Cancer  Unit  of 
j the  Post-Graduate  Hospital  in  New  York.  It  was  a 
I great  tribute  to  him  w hen  approximately  28  of  his 
j associates  at  Columbia  left  to  go  with  him.  1 he 
| success  of  his  work  is  evident  in  the  great  derma- 
tologists who  have  been  trained  at  this  centre,  and 
to  whom  he  gave  so  much  of  himself.  Dr.  MacKee 
had  the  quality  of  inspiring  his  associates,  not  only 
with  loyalty  and  admiration,  but  with  a desire  to 
delve  into  basic  dermatologic  problems,  and  the 
I quality  of  the  work  done  by  him  and  his  associates 
was  always  of  the  finest. 

Dr.  MacKee’s  book  on  x-ray  and  radium  in 
diseases  of  the  skin  w ill  be  the  standard  for  many 
years  to  come,  and  it  was  truly  a pioneering  in- 
stinct that  made  him  an  expert  in  this  field.  His 
! other  books  include  “Cutaneous  Cancer  and  Pre- 
Cancer”  (in  collaboration  with  Dr.  A.  C.  Cipollaro) 
and  “Skin  Diseases  in  Children”  (in  collaboration 
with  Dr.  A.  C.  Cipollaro).  He  published  over  a 
hundred  articles  on  dermatologic  problems,  and  was 
widely  known  as  a teacher  in  the  field.  He  was  past 
1 president  of  the  American  Dermatologic  Associa- 
tion, a charter  member  of  the  American  Board  of 
Dermatology,  and  served  on  the  Editorial  Board 
of  the  Archives  of  Dermatology  and  Sy  philology 
from  1918  until  recent  years.  He  was  on  the  staff  of 
many  Newr  York  hospitals,  and  corresponding 
member  of  over  1 1 foreign  dermatologic  societies. 
He  was  an  active  member  of  the  Stamford  Medical 
Society  until  his  death,  and  was  consultant  to  St. 

I Joseph’s  and  Stamford  Hospitals.  In  1949  he  was 
made  emeritus  professor  of  clinical  dermatology  at 
Columbia. 

He  was  a great  man  and  he  will  be  greatly  missed. 

Charles  Sheard,  m.d. 


Sinclair  S.  Levine,  M.D. 
1883  - 1933 


Dr.  Sinclair  S.  Levine  died  at  Ait.  Sinai  Hospital, 
Hartford,  Connecticut  on  November  14,  1955  at  the 
age  of  72.  He  was  born  in  Russia  August  28,  1883, 
and  received  his  preliminary  education  in  that  coun- 
try. He  became  a registered  pharmacist  there.  Upon 
emigration  to  the  United  States  at  the  age  of  22,  he 
settled  in  Rockville,  Connecticut.  He  pursued  his 
medical  studies  at  the  University  of  Maryland  Medi- 
cal School,  obtaining  his  medical  degree  in  1911.  He 
became  a successful  and  busy  general  practitioner. 

With  Drs.  Daniel  Cantarow  and  A.  B.  Gross,  Dr. 
Levine  founded  the  Prospect  Hospital,  at  the  corner 
of  Farmington  Avenue  and  Prospect  Avenue  in 
W est  Hartford.  This  ran  for  many  years  before 
closing  its  doors.  In  1947  he  became  connected  w ith 
the  State  Education  Department  Rehabilitation 
Bureau  until  the  time  of  his  death.  In  1955  he  also 
became  connected  w ith  the  United  States  Disability 
Freeze  Determination  Department.  He  served  as  a 
consultant  to  this  body. 

Sinclair  Levine  was  a member  of  the  Hartford 
Medic ll,  Hartford  County  Medical,  Connecticut 
State  Medical  Societies,  American  Medical  Associa- 
tion, and  the  Rehabilitation  Society.  Amongst  his 
published  articles  were  “Placement  of  Physically 
and  Mentally  Disabled  Workers,”  Connecticut 
Stats  Medical  Journal,  1953,  and  “Old  Age  Em- 
ployability,” Connecticut  State  Medical  Journal, 
195  i.  A student  of  medicine  till  the  time  of  his  death, 
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he  presented  many  clinics,  both  before  local  lay 
and  medical  groups. 

l)r.  Levine  was  married  in  1913  to  the  former 
Dorothy  Goldberg  of  Hartford,  Connecticut.  She 
died  in  1951.  1 1 is  survivors  are  two  brothers,  Dr. 
Benjamin  S.  Levine  of  Washington,  D.  C.,  a former 
member  of  the  United  States  Health  Bureau,  now 
retired,  and  Mr.  David  S.  Levine  of  Hartford. 

He  will  always  be  remembered  and  sorely  missed 
because  lie  was  endowed  by  God  with  natural  wis- 
dom, understanding  and  kindness.  Throughout  his 
career  he  gave  unstintingly  to  his  patient’s  welfare. 

Edmund  Beizer,  m.d. 

Edward  Max  Finesilver,  M.D. 

1897  - 1955 


Dr.  E.  M.  Finesilver  died  in  Hartford,  Connecti- 
cut on  December  18,  1955  at  the  age  of  58.  Born  in 
Hartford,  he  attended  the  public  schools  of  that  city 
and  later  Trinity  College.  He  received  his  doctor  of 
medicine  degree  at  Johns  Hopkins  University  in 
1924. 

While  at  Johns  Hopkins  Dr.  Finesilver  was  a 
particular  favorite  of  Dr.  John  M.  T.  Finney.  His 
hospital  training  was  secured  at  Union  Memorial 
Hospital  in  Baltimore  under  Dr.  Finney  and  Dr. 
John  Staigc  Davis,  pioneer  in  plastic  surgery. 


From  Baltimore  Dr.  Finesilver  went  to  Newark, 
New  Jersey  and  became  associated  in  practice  with 
Dr.  Henry  Kessler,  international  authority  on  re-  1 
constructive  and  rehabilitation  surgery.  He  came  to 
Hartford  in  1940  and  engaged  in  the  practice  of 
surgery  until  his  death. 

Dr.  Finesilver  was  attending  surgeon  to  Alt.  Sinai  j 
Hospital  and  consulting  surgeon  to  the  Connecticut 
Commission  on  Crippled  Children.  He  was  a teach- 
ing fellow  on  the  Cornell  Service  at  New  York 
Hospital,  a diplomate  of  the  American  Board  of 
Surgery  and  a founder  member  of  the  American 
Board  of  Plastic  Surgery.  He  was  a member  of  Phi 
Beta  Kappa  and  of  Alpha  Omega  Alpha,  the  author 
of  numerous  scientific  articles,  and  was  w ell  known 
for  his  work  in  cinoplastic  surgery. 

Dr.  Finesilver  w'as  married  to  Marcella  Alendel 
and  was  the  father  of  two  children,  John  Finney  1 
named  in  honor  of  Dr.  Finney,  and  Frances.  His  son 
is  now  a medical  student  at  Johns  Hopkins  Univer- 
sity School  of  Medicine. 

His  early  and  sudden  demise  is  mourned  by  col- 
leagues and  patients  alike,  as  well  as  by  his  family. 

M.  Martin  Gould,  m.d. 


Hartford  Hospital’s  100th  Annual  Report 

Hartford  Hospital  has  published  its  annual  report 
this  year  in  the  form  of  a very  attractive  6"  x 4" 
booklet  with  plenty  of  color  to  catch  the  eye,  excel- 
lent illustrations  and  a minimum  of  reading  matter. 
The  accomplishments  of  the  past  year  were  the 
opening  of  an  additional  29  beds  for  part  of  the 
year,  expansion  of  teaching  in  medicine,  in  nursing, 
in  laboratory  and  in  many  other  fields,  increase  in 
research  projects  from  three  to  nine,  and  the  con- 
struction of  tunnels,  new'  shops,  a children’s  play- 
room, and  parking  facilities. 

Plans  for  1956  call  for  completion  of  the  Rcnt- 
schler  Pediatrics  Clinic,  completion  of  the  nursing 
arts  class  rooms  in  East  Building,  expansion  of  the 
Department  of  Physical  Medicine,  completion  of 
the  obstetrics  recovery  room,  and  expansion  of  the 
research  room. 
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WOMAN  S AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  Norman  J.  Barker,  Collinsville  Recording  Secretary , Mrs.  Morton  Arnold,  Windham  Center 

President-Elect,  Mrs.  E.  Roland  Hill,  Mystic  Corresponding  Secretary,  Mrs.  James  E.  Stretch,  Simsbury 

First  Vice-President,  Mrs.  Charles  Murray  Gratz,  Cos  Cob  Treasurer,  Mrs.  Joseph  Cutler  Woodward,  South  Lyme 


State  Board  Meeting 

At  the  meeting  of  the  Board  of  Directors  on 
January  16,  three  resignations  due  to  illness  and 
family  commitments  were  regretfully  accepted. 
Mrs.  James  Douglas  Gold  resigned  as  parliamen- 
! tarian.  Mrs.  Winfield  E.  Wight,  president  of  the 
Litchfield  County  Auxiliary,  was  appointed  to  re- 
place her.  Mrs.  Charles  Culotta  resigned  as  secretary 
and  Mrs.  Morton  Arnold,  second  vice  president,  was 
appointed  to  replace  her.  Mrs.  Emerson  Stone, 
Nurse  Recruitment  chairman,  resigned  and  her 
position  was  left  vacant. 

A letter  was  read  from  the  Darien  Book  Club  in 
which  they  thanked  members  of  the  Auxiliary  for 
contributions  of  books  and  magazines.  In  the  future 
only  magazines  will  be  solicited  by  the  Club.  Mrs. 
New  ell  Giles  will  be  glad  to  collect  or  accept  these. 


Middlesex  County 

I he  Board  of  Directors  of  the  District  Nurse 
Association  presented  a handsome  gift  to  Mrs.  G. 
Mansfield  Craig  who  has  resigned  as  treasurer  after 
twenty-five  years  of  service  to  the  organization. 
She  was  elected  to  the  Board  in  1921. 

A course  for  baby  sitters  will  be  given  for  five 
weeks  this  spring  by  the  District  Nurse  Association. 
Auxiliary  members  were  asked  to  give  a series  of  ten 
minute  talks  on  how  to  entertain  children.  Those 
listed  to  speak  are:  Mesdames  Stanley  Alexander, 
Jerome  Kirschbaum,  Louis  LaBella  and  Charles 
Russman.  The  Auxiliary  will  furnish  refreshments. 

I he  Middlesex  Branch  of  the  American  Cancer 
Society  has  added  two  Auxiliary  members  to  its 
Board  of  Trustees  and  Executive  Committee.  Mrs. 
Walter  Nelson  will  serve  as  assistant  volunteer 
Advisory  Committee  delegate.  Mrs.  Mark  Thumim 
will  act  as  Publicity  chairman. 


Money  For  Our  Medical  Schools 

The  year  1955  saw  $2,657,434  raised  by  the 
National  Fund  for  Medical  Education.  This  is  the 
largest  annual  award  to  be  shared  by  the  nation’s 
81  medical  schools  since  the  grants  began  in  1951. 
It  is  22  per  cent  larger  than  the  amount  raised  in 
1954  and  brings  the  total  granted  since  1951  to 
$9,589,490. 

One  half  of  this  amount  came  from  physicians 
through  the  American  Aledical  Education  Founda- 
tion. The  other  half  was  donated  by  corporations. 

Each  of  the  75  four  year  schools  received  a lump 
sum  of  $15,000  and  an  additional  $30  for  each 
undergraduate  student.  Individual  physicians  made 
supplementary  contributions  to  designated  schools. 
The  money  was  unrestricted  and  was  used  pri- 
marily in  strengthening  the  teaching  budget,  filling 
faculty  vacancies,  and  opening  courses  in  new'  fields 
of  progress.  Six  schools  furnishing  two  years  of 
medical  education  also  received  grants. 


Idaho  Physician  Running  for  U.  S.  Senate 

Raymond  L.  White,  a 42  year  old  physician  of 
Boise,  Idaho,  has  announced  his  candidacy  for  the 
LT.  S.  Senate  in  the  August  14  Republican  primary. 
The  medical  profession  has  not  been  represented  in 
the  U.  S.  Senate  since  the  death  of  Royal  S.  Cope- 
land, a New  York  ophthalmologist. 

Dr.  White  has  a fine  record  both  in  medicine  and 
politics.  He  is  now  serving  his  second  term  as  State 
Senator  from  Ada  County.  He  is  an  active  member 
of  the  medical  staffs  of  two  hospitals,  and  served 
as  chief-of-staff  of  a third  hospital  for  two  years. 
He  served  two  terms  as  president  of  the  Southwest- 
ern  Idaho  District  Medical  Society  and  is  a former 
president  of  the  Idaho  Public  Health  Association. 
He  is  a former  chairman  of  the  executive  com- 
mittee of  the  Idaho  Division  of  the  American  Can- 
cer Society  and  has  been  an  alternate  delegate  from 
Idaho  to  the  AMA  House  of  Delegates  for  several 
years. 
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CANCER  CONFERENCE 


NINTH  ANNUAL  CONNECTICUT  CANCER  CONFERENCE  FOR  PHYSICIANS 

Hotel  Statler,  Hartford 
Wednesday,  March  1 4 — 12:45  to  5:00  P.  M. 


PROGRAM 

12:45  Registration 

R.  Starr  Lampson,  m.d..  Associate  Surgeon,  Hartford  Hospital,  presiding 
1 :oo  Address  of  Welcome 

Edward  J.  Ottenheimer,  m.d.,  Williniantic , President,  American  Cancer  Society , Connecti- 
cut Division 

1:05  Lymphomas  and  Leukemias 

Introductory  remarks:  Peter  J.  Scafarello,  m.d.,  Hartford,  Secretary,  Connecticut  Academy  of 
General  Practice 

R.  Philip  Custer,  m.d.,  Moderator , Associate  Professor  of  Pathology,  University  of  Penn- 
sylvania School  of  Medicine 

Alfred  Gellhorn,  m.d.,  Associate  Professor  of  Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons 

Joseph  H.  Burchenal,  m.d.,  Professor  of  Medicine,  Cornell  University  Medical  College 

Milford  I).  Schulz,  m.d.,  Assistant  Professor  of  Radiology,  Harvard  University  Medical 
School 

2:30  Intermission— Coffee  Break 
3:00  Thyroid  Nodules 

Introductory  remarks:  R.  Starr  Lampson,  m.d.,  Hartford 

Patrick  J.  Fitzgerald,  m.d.,  Moderator,  Professor  of  Pathology,  State  University  of  New 
York  College  of  Medicine,  New  York  City 

Joseph  E.  Sokal,  m.d..  Associate  Professor  of  Medicine,  University  of  Buffalo  School  of 
Medicine 

George  C.  Crile,  Jr.,  m.d.,  Surgeon,  Cleveland  Clinic,  Cleveland,  Ohio 
Bentley  P.  Colcock,  m.d.,  Surgeon,  Lahey  Clinic,  Boston,  Massachusetts 


4:30  Social  Hour 


Sponsored  by 


Connecticut  Division,  American  Cancer  Society 
Association  of  Connecticut  Tumor  Clinics 


Connecticut  State  Medical  Society 
Connecticut  State  Department  of  Health 
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MICTINE*  — ORAL  NON-MERCURIAL  DIURETIC 


New  Orally  Effective  Diuretic 
for  Congestive  Edema 

Best  results  are  obtained  when  Mictine  is  administered  with  meals 
on  an  interrupted  dosage  schedule. 


WITHOUT  MICTINE  — Prior  to  diuretic  therapy 
excessive  sodium  and  water  are  characteristically  re- 
tained in  the  edematous  patient. 


WITH  MICTINE  — Inhibition  of  the  reabsorption  oj 
sodium  ion  leads  to  an  increased  excretion  of  sodium 
ion,  water  and  chloride. 


An  effective  diuretic  has  been  described  as 
one  which  causes  excretion  of  water,  so- 
dium and  chloride  in  amounts  sufficient  to 
reduce  the  edema  but  not  to  result  in  salt 
depletion. 

Mictine  (brand  of  aminometradine) 
introduces  to  clinical  practice  an  improved 
diuretic  which  not  only  meets  the  standard 
qualifications  but  has  these  seven  addi- 
tional advantages: 

Mictine  is  orally  effective;  it  is  not  a 
mercurial;  it  has  no  known  contra- 
indications; it  does  not  upset  the  acid-base 
balance;  it  exerts  no  significant  influence 
on  electrolyte  balance;  it  may  be  given  in 
the  presence  of  renal  or  hepatic  diseases; 
it  is  well  tolerated. 

As  with  most  effective  therapeutic 
agents,  in  high  dosage  Mictine  may  cause 
some  side  effects  in  some  patients;  how- 
ever, on  three  tablets  daily  side  effects 
(anorexia  and  nausea,  rarely  vomiting, 

♦Trademark  of  G.  D.  Searle  & Co. 


diarrhea  or  headache)  are  minimal  or 
absent. 

Clinically,  Mictine  is  useful  in  the  main- 
tenance of  an  edema-free  state  in  all  pa- 
tients and  for  initial  and  continuing  diuresis 
in  mild  or  moderate  congestive  failure.  It 
is  not  intended  for  initial  diuresis  in  severe 
congestive  failure  unless  either  sensitivity 
or  tolerance  to  other  diuretics  has  devel- 
oped in  the  patient. 

The  maintenance  dosage  of  Mictine,  as 
well  as  for  initial  diuresis  in  mild  or  mod- 
erate congestive  heart  failure,  is  one  to  four 
200-mg.  tablets  daily  in  divided  doses;  the 
dosage  for  initial  diuresis  in  severe  conges- 
tive failure,  under  the  conditions  already 
described,  is  four  to  six  tablets  daily.  For 
either  use,  it  is  recommended  that  Mictine 
be  prescribed  with  meals  on  interrupted 
dosage  schedules;  that  is,  prescribing  Mic- 
tine on  alternate  days  or  for  three  consecu- 
tive days  and  omitting  it  the  next  four  days. 


Descriptive  literature  and  clinical  trial 
packages  are  available  on  request  to  . . . 


S 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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Overheard  in  the  Staff  Room 
Let’s  Make  It  Unanimous 

1 st  M.D.  Did  you  hear  about  the  speceh  Arthur 
J.  Connell,  National  Commander  of  the  American 
Legion,  gave  at  the  Illinois  Legion  Convention? 

2nd  M.D.  No,  what  did  he  say? 

1 st  M.D.  He  said  that  Congress  should  investigate 
“dollar-conscious  doctors,”  that  it’s  the  doctors  who 
are  pushing  medical  care  toward  socialism! 

2nd  M.D.  Did  the  AM  A challenge  his  statement? 

1st  M.D.  It  certainly  did.  The  AMA  has  charged 
that  the  expansion  of  the  YA  program  is  leading 
the  country  into  socialized  medicine.  AMA  Secre- 
tary, George  Lull,  called  attention  to  the  fact  that 
89  per  cent  of  patients  admitted  to  VA  hospitals 
expect  medical  care  for  conditions  entirely  unrelated 
to  their  military  service.  It’s  the  AMA’s  position  that 
veterans  should  have  their  peacetime  illnesses  and 
disabilities  treated  in  the  same  manner  as  those  of  the 
rest  of  the  population— by  private  physicians  in 
civilian  hospitals. 

2nd  M.D.  Good  for  Lull!  You  know,  in  some 
ways  the  Legion  is  like  a trade  union.  Its  officers,  like 
union  officers,  are  always  looking  for  a bigger  hand- 
out. If  they  weren’t,  other  men  would  get  their  jobs 
by  promising  to  get  more  and  better  benefits  for 
members. 

1st  M.D.  It’s  also  true  that  veterans’  organizations 
monopolize  most  of  the  better  jobs  in  VA  hospitals. 

2nd  M.D.  Say,  maybe  that  explains  why  the 
American  Legion  want  more  and  more  VA  hospi- 
tals—so  members  can  have  more  and  more  jobs! 

1st  M.D.  It  certainly  makes  sense,  doesn’t  it?  If 
you  ask  me,  the  VA  will  have  us  into  socialized 
medicine  for  sure  unless  something  is  done  by  the 
Congress— and  soon. 

2nd  M.D.  I don’t  see  how  it  can  be  avoided  under 
the  present  setup.  The  administration  wants  perma- 
nent peacetime  conscription.  If  every  able-bodied 
man  has  to  serve  a stint  in  one  of  the  services,  most 
of  our  adult  male  population  will  eventually  be 
veterans.  Twenty  million— nearly  one  half  of  them— 
already  are. 

isr  M.D.  Brother,  that’s  only  part  of  it!  If  VA 
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benefits  were  to  be  extended  to  the  families  of  all 
veterans,  practically  one  half  of  our  population 
would  be  eligible  for  free  hospital  care.  If  veterans 
should  later  demand  that  this  be  done,  what  Con- 
gress would  dare  to  say  no? 

2nd  M.D.  You  know,  I’m  really  beginning  to  be- 
lieve that  socialized  medicine  through  the  YA  would 
be  worse  than  the  Murray-Dingell  bill. 

1st  M.D.  How’s  that? 

2nd  M.D.  Under  the  Murray-Dingell  bill,  em- 
ployer and  employees  had  to  contribute  to  an  insur- 
ance fund.  Through  the  VA  setup  they  contribute 
nothing— except  for  the  taxes  they  pay. 

1st  M.D.  No  doubt  about  it— we  must  get  Con- 
gress to  limit  VA  to  the  treatment  of  veterans  w ith 
service  connected  disabilities!  These  men  have 
earned  free  care— and  the  very  best  free  care— by 
the  VA.  But  veterans  with  nonservice  connected  ill- 
nesses should  be  treated  like  every  other  citizen. 

Reprinted  from  Norfolk  Medical  News,  October,  1955. 

Connecticut  at  Medical  Education  Congress 

1 he  52nd  Annual  Congress  on  Medical  Education 
and  Licensure  saw  two  prominent  physicians  of 
Connecticut  as  participants.  John  C.  Leonard,  direc- 
tor of  medical  education  at,  the  Hartford  Hospital, 
addressed  one  of  the  sessions  on  “The  Nonaffiliated 
Hospital”  in  a panel  discussion  on  “Organization 
and  Administration  of  a Residency  Program.” 
Creighton  Barker,  our  executive  secretary,  reported 
for  the  National  Board  of  Medical  Examiners. 

For  the  Gripers 

Get  out  your  January  28,  1956  copy  of  the  Jour- 
nal of  the  American  Medical  Association  and  read 
Elmer  Hess’  President’s  Page  (295).  It  is  straight 
from  the  shoulder  and  worth  a few  minutes  of  vour 
time  in  reading  it  and  many  more  minutes  in 
thoughtful  consideration  of  its  contents. 

If  you  do  not  receive  the  Journal  A.M.A.,  either 
you  are  not  a member  or  you  have  selected  another 
publication  in  its  place.  You  cannot  afford  not  to  be 
a member  of  the  American  Medical  Association.  You 
should  be  a reader  of  its  Journal. 
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SPECIAL  NOTICES 


8th  Annual  Scientific  Assembly 
American  Academy  of  General  Practice 
Washington,  D.  C. 

March  19-22,  1956 


National  Health  Forum 
N ew  York  City 
March  21  and  22,  1956 


13th  Annual  Meeting 
American  Psychosomatic  Society 
Boston,  Mass. 

March  24  and  25,  1956 


10th  Annual  Symposium 
Fundamental  Cancer  Research 
Houston,  Texas 
March  29-31,  1956 

SYMPOSIUM  ON  ARTERIOSCLEROTIC  HEART 
DISEASE 

Hartford  Hospital,  11:00  a.  m. -1:00  p.  m.,  Tuesday, 
March  29,  1956. 

Presented  by  Hartford  Heart  Association  and  the  Hart- 
ford Hospital. 

Moderator:  John  L.  Leonard,  m.d.,  director  of  medical 
education,  Hartford  Hospital.  Speakers:  David  P.  Barr, 
IU.d.,  physician-in-chief,  New  York  Hospital;  professor  of 
hiedicine,  Cornell  University  Medical  College.  Subject— 
“Physiology  of  arteriorsclerosis.”  H.  M.  Marvin,  m.d.,  asso- 
ciate clinical  professor  of  medicine,  Yale  University  School 
bf  Medicine.  Subject — -“Treatment  of  arteriosclerotic  heart 
disease,  excluding  cardiac  infarction.” 


2nd  International  Congress 
Medical  Radiography 
Paris,  France 
April  4-7,  1956 


SIXTH  ANNUAL  CARDIAC  GRAND  ROUNDS 

Nurses  Auditorium,  St.  Mary’s  Hospital,  Thursday,  April 
5,  1956. 

A Symposium  on  Cor  Pulmonale 

1 .  Physio-pathologic  aspects 

Averill  A.  Liebow,  m.d.,  professor  of  pathology,  Yale 
School  of  Medicine 


2.  Pulmonary  aspects 

Maurice  Segal,  m.d.,  professor  of  medicine,  Tufts 
School  of  Medicine 

3.  Cardiac  aspects 

William  Likoff,  m.d.,  associate  professor  of  medicine, 
Hahnemann  School  of  Medicine 


SYMPOSIUM  ON  CARDIOVASCULAR  DISEASE 
Sponsored  by  the  Stamford  Heart  Association 

Presiding:  Dr.  William  H.  Resnik,  associate  clinical  pro- 
fessor, Yale  University  School  of  Medicine. 

morning  session 

Dr.  Edward  F.  Bland 

“Some  special  features  of  rheumatic  heart  disease  from 
a long  term  perspective” 

Dr.  M.  Irene  Ferrer 

“Selection  of  patients  for  mitral  commissurotomy” 

Dr.  Dwight  E.  Harken 

“Aortic  and  mitral  stenosis  and  insufficiency” 

AFTERNOON  SESSION 

Dr.  David  Scherf 

“Mechanism  of  origin  of  arrhythmias” 

Dr.  Victor  A.  McKusick 

“Selected  aspects  of  pericardial  disease” 

Dr.  William  Dock 

“Aneurysms  and  aortic  insufficiency” 

Dr.  Henrv  T.  Bahnson 

“Surgery  of  the  aorta  and  great  vessels” 

Thursday,  April  5,  1956,  9:30  a.  m.-5:3o  p.  m.,  at  Con- 
necticut Power  Company  Auditorium,  429  Atlantic  Street, 
Stamford,  Connecticut. 

All  physicians  welcome.  No  registration  fee.  Emergency 
calls  received  at:  Fireside  8-6411,  Ext.  237. 


T.B.  SYMPOSIUM 

Sponsored  by:  The  Connecticut  Trudeau  Society  for 
the  members  of  the  Hartford  County  Chapter  of  the  Con- 
necticut Academy  of  General  Practice.  Place:  Cedarcrest 
Hospital,  Newington,  Connecticut.  Date:  April  12,  1956. 

Panel:  Reginald  C.  Edson,  m.d.,  superintendent  and  med- 
ical director  of  Cedarcrest  Hospital;  Nicholas  Marinaro, 
m.d.,  assistant  superintendent,  Cedarcrest  Hospital;  Leonard 
Kemler,  m.d.,  attending  thoracic  surgeon,  Cedarcrest  Hos- 
pital; Edwin  Aune,  m.d.,  clinical  director,  Cedarcrest  Hos- 
pital; Marguerite  Shepard,  m.d.,  senior  physician-internist, 
Cedarcrest  Hospital;  Andrew  Peterson,  m.d.,  senior  physi- 
cian-internist, Cedarcrest  Hospital;  Eugene  Ittzes,  m.d., 
senior  physician-thoracic  surgery,  Cedarcrest  Hospital. 
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CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
each  additional 

25 extra  if  keyed  through  Journal 
Payable  in  advance 

FOR  KI  NT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  aiter  to  suit  occupant.  S.  M.  Gppcr  Company,  16  Elm 
Street,  New  Haven,  Connecticut,  UN  5-3149. 


FOR  SALE — We  guarantee  that  every  item  listed  in  our 
advertisements  will  bring  you  complete  satisfaction  or  your 
money  will  be  cheerfully  refunded.  With  this  sound  busi- 
ness policy  you  assume  no  risk  and  you  can  buy  with 
complete  confidence.  Budget  terms  of  course.  Our  low' 
overhead  permits  us  to  undersell  and  save  you  up  to  50% 
on  National  brand  items,  such  as  Thorner-Hamilton-Sham- 
paine  treatment  room  furniture,  etc.  Our  references:  hun- 
dreds of  completely  satisfied  doctors.  Visit  our  showroom 
and  compare  our  low  prices.  Evenings  and  Sundays  by 
appointment.  Harry  Sacker,  188  Grove  Street,  Meriden, 
Connecticut.  BE  7-3145. 


FOR  SALE — Tremendous  savings — Photoelectric  hemo- 
globin and  glucose  meter — Lumetron  $60.00 — Castle-Pelton 
sterilizers  $40.00 — Excellent  ophthalmic  equipment,  low 
prices — Microscopes  $65.00  up — New  blood  pressures  $32.00 
— National  cauterys  $20.00 — Scales  $35.00 — Shockproof 

fluoroscope  $495.00 — Jones  basal  metabolism  $150.00 — 
Welch-Alien  diagnostic  sets  $18.00 — EENT  chairs  $30.00 
up — Instrument  cabinets  $45.00 — Examining  lamps — X-ray 
accessories — Stainless  instruments  and  wares — Hcmoglobi.no- 
meter  $15.00 — New'  galvanic  and  Sine  machine  $50.00 — Naso- 
pharyngoscope  $25.00 — Gomco  circumcision  clamp,  two 
sizes  $20.00 — EENT  and  gyn.  instruments — New'  FCC 
licensed  short  wave  $225.00 — Sigmoidescopes.  Hundreds  of 
items  too  numerous  to  mention.  Compare  our  low  prices. 
Evenings  and  Sundays  by  appointment.  Phone  or  write. 
Harry  Sacker,  188  Grove  Street,  Meriden,  Connecticut. 
Phone  BE  7-3145. 


LAKESIDE  LABORATORIES 


"The  substitution  of  oral 
Neohydrin 

> 

for  parenteral  meralluride 
was  successfully 

A . :t  - 

^accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure."* 


Lawrence,  W.  E.;  Kahn,  S.  S.,  and  Riser, (A.  B.: 
South.  M.J.  47:105,  1954. 


ORTHOPAEDIC  APPLIANCES 
BUILT  TO 

PHYSICIANS’  PRESCRIPTIONS 
ONLY 


SHIRLEY  BROS. 

138  JEFFERSON  STREET,  HARTFORD 
Phone  CH  7-3748 

Braces  - Belts  - Etc. 

ESTABLISHED  1910 
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SEEDS  • IMPLANTERS  • CERVICAL  APPLICATORS 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BUILDING  • NEW  YORK  17,  N.  Y. 

Wire  or  Phone  MUrray  Hill  3-8636  Collect 
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10:00  A.  M. 

Registration  and  coffee 

Greetings  by  Reginald  C.  Edson,  m.d. 

10:  15-1 2 NOON 

Diagnosis  and  modern  chemotherapy  in  tuberculosis 

12:00-1  :oo  p.  m. 

X-ray  conference 


1 : 00-2: 00  p.  m. 

Luncheon 

2:00-3:00  P.  M. 

Today’s  surgery  in  tuberculosis 
3:00-4:00  P.  M. 

Round  table  discussion  by  the  staff 


4:00-5:00  p.  M. 

Social  hour  for  the  doctors  and  their  wives 


FOR  THE  WIVES 


1:30  P.  M. 

Bridge  in  the  Nurses’  Home 

4:00  P.  M.. 

Social  Hour 


30th  Annual  Congress 
International  Anesthesia  Research  Society 
Miami  Beach,  Florida 
April  9-12,  1956 


American  Society 
Artificial  Internal  Organs 
Atlantic  City,  New  Jersey 
April  15-16,  1956 


PAN  AMERICAN  MEDICAL  CONGRESS 

Mexico  City,  April  15-21,  1957 
The  next  and  Tenth  Inter-American  Congress  of  the 
j Pan  American  Medical  Association  will  be  held  in  Mexico 
City.  The  scientific  sessions  will  begin  on  Monday,  April 
I 15-21,  1957  at  9:00  a.  m.  The  Congress  will  be  held  in 
I Sections  covering  all  branches  of  medicine  and  surgery. 

I There  will  be  medical  moving  pictures,  panel  discussions, 
and  scientific  and  technical  exhibits.  The  Association  has 
I 42  medical  sections  including  the  new  “Section  of  General 
Practice.” 

Four  days  will  be  devoted  to  scientific  sessions  and  the 
I next  three  days  will  be  spent  in  sightseeing,  with  visits  to 
Cuernavaca,  Taxco  and  Acapulco.  Monday  and  Tuesday 
of  the  following  week,  medical  meetings  will  be  held  in 
Guatemala  City  in  conjunction  with  our  local  Chapter 
||  there. 

A large  number  of  physicians  are  expected  to  attend  from 
I all  of  the  Latin  American  countries  as  well  as  from  the 
1 United  States  and  Canada. 

The  President  of  the  Association  is  Dr.  Pedro  A. 
||  Gutierrez  Alfaro,  Minister  of  Sanitation  and  Public  Welfare 
J of  Venezuela,  and  the  Executive  Director  is  Dr.  Joseph  J. 
I!  Eller,  745  Fifth  Avenue,  New  York,  New  York. 

I March,  1956 


t...from  Two 
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BLACK  LABEL 


Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky... 
the  same  high  quality  the  world  over. 


BORN  1820... 

STILL  GOING  STRONG 


Johnnie 
Walker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE.  Inc.,  New  York,  N.  Y.,  Sole  Importer 
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AMERICAN  COLLEGE  OF 
GASTROENTEROLOGY 

A regional  meeting  of  the  Southern  Region  of  the  Amer- 
ican College  of  Gastroenterology  will  be  held  in  New 
Orleans,  La.,  on  April  8,  1956.  The  Scientific  Sessions  will 
be  held  in  the  auditorium  of  the  Louisiana  State  University 
School  of  Medicine,  commencing  at  2:00  p.  m. 

Members  of  the  medical  profession  are  cordially  invited 
to  attend.  A copy  of  the  program  may  be  obtained  from 
the  secretary,  American  College  of  Gastroenterology,  33 
West  60th  Street,  New  York  23,  N.  Y. 


8th  Annual  Teaching  Seminar 
International  Academy  of  Proctologv 
Chicago,  Illinois 
April  23-26,  1956 


27th  Annual  Meeting 
Aero  Medical  Association 
Chicago,  Illinois 
April  16-18,  1956 


45th  Annual  Meeting 
International  Academy  of  Proctologv 
Cincinnati,  Ohio 
April  24-25,  1956 


1956  INDUSTRIAL  HEALTH  CONFERENCE 
Convention  Hall,  Philadelphia,  April  21-27,  1956 

April  21-24.  American  Conference  of  Governmental  In- 
dustrial Hygienists. 

April  24-26.  American  Association  of  Industrial  Dentists. 
April  23-27.  American  Industrial  Hygiene  Association. 
For  detailed  program  and  registration  address:  Industrial 
Health  Conference  Registration,  Room  1300,  28  East  Jack- 
son  Boulevard,  Chicago  4,  Illinois. 


Annual  Meeting 

American  Industrial  Hygiene  Association 
Philadelphia,  Pa. 

April  24-27,  1956 


American  Association 
Pathologists  and  Bacteriologists 
Cincinnati,  Ohio 
April  26-28,  1956 


American  Psychoanalytic  Association 
Chicago,  Illinois 
April  26-29,  '956 


H 


Trasentlne-Phenobarbllal 


integrated  relief  . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  C1BA)  and  20  mg.  phenobarbitaL 


C I B A 

Summit,  N.  J. 


2/2228H 


MARCH,  NINETEEN  HUNDRED  AND  FIFTY-SIX 


2 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15^  Bottle  of  24  tablets  (24  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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‘ANTEPAR’ 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


1ST  INTERNATIONAL  SYMPOSIUM  ON 
VENEREAL  DISEASES  AND  THE 
TREPONEMATOSES 

Statler  Hotel,  Washington,  D.  C„  May  28-June  1,  1956 

Sponsored  by  U.  S.  Public  Health  Service,  U.  S.  Depart- 
ment of  Health,  Education,  and  Welfare,  and  the  World 
Health  Organization. 

Open  to  all  physicians,  scientists,  and  professional  health 
workers. 

Arrangements  in  charge  of  Dr.  Clarence  A.  Smith, 
Veneral  Disease  Program,  U.  S.  Public  Health  Service,  De- 
partment of  Health,  Education,  and  Welfare,  Washington 
25,  D.  C. 


THE  SEVENTH  WORLD  CONGRESS  OF  THE 
INTERNATIONAL  SOCIETY  FOR  THE 
WELFARE  OF  CRIPPLES 

I he  Seventh  World  Congress  of  the  International  Soci- 
ety for  the  Welfare  of  Cripples  will  be  held  in  London 
the  week  of  July  22-27,  '957,  >r  was  announced  by  Donald 
V.  Wilson,  secretary  general  of  the  ISWC.  Held  each 
third  year,  this  conference  brings  together  from  every 
corner  of  the  world  doctors,  social  workers,  surgeons, 
physical  and  occupational  therapists,  employment  counsel- 
ors, psychiatrists,  artificial  limb  experts  and  others  interested 
in  services  for  the  physically  handicapped. 

1 he  International  Society  is  advancing  the  rehabilitation 
of  the  world’s  crippled  through  its  \v  r!<  with  voluntary 
member  organizations  in  fifty  countries.  It,  global  program 
is  striving  to  bring  about  and  stimulate  total  help  for  the 
handicapped  child  or  adult  by  means  of  a world-wide 
exchange  of  students  and  experts,  publicatii  ns  and  profes- 
sional knowledge;  the  specialized  research  of  expert  com- 
mittees; regular  world  conferences;  and  by  coordinating  its 
aims  with  other  organizations  concerned  with  the  general 
problem  of  disablement. 


AMERICAN  HEART  ASSOCIATION  ANNUAL 
MEETING  AND  SCIENTIFIC  SESSIONS 
Cincinnati,  October  27-31,  1956 

The  32nd  Annual  Meeting  and  29th  Annual  Scientific 
Sessions  of  the  American  Heart  Association  will  be  held  in 
Cincinnati,  Ohio,  beginning  Saturday,  October  27,  and  con- 
tinuing through  Wednesday,  October  31.  The  scientific  por- 
tion of  the  meeting  will  be  conducted  October  27,  28  and  29 
at  the  Music  Hall.  Headquarters  hotel  for  the  AHA  meet- 
ing will  be  the  Netherlands-Plaza. 

T hose  wishing  to  present  either  papers  or  scientific  ex- 
hibits at  the  sesssions  must  submit  abstracts  or  make  applica- 
tion to  the  Association’s  Medical  Director  no  later  than 
Tuesday,  May  15. 

Papers  intended  for  presentation  must  be  based  on  original 
investigation  in  or  related  to  the  cardiovascular  field.  The 
abstracts  should  offer  in  summary  form  the  results  obtained 
and  the  conclusions  reached. 

Because  of  the  expanded  facilities  available,  there  will  be 
space  for  an  increased  number  of  both  scientific  and  tech- 
nical exhibits.  Application  forms  for  prospective  scientific 
exhibitors  may  also  be  obtained  from  the  medical  director, 
American  Heart  Association,  44  East  23  Street,  New  York 
10,  N.  Y. 
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NEW  BOOKS  IN  REVIEW 

£><c><^<NN^<N^<NNN>CKx^vKK<NNNKKNN><X^OCK><>C>C<><^❖<^ 

PLANNING  NEW  INSTITUTIONAL  FACILITIES 

FOR  LONG  TERM  CARE.  By  Edna  Nicholson,  Execu- 
tive Director,  the  Institute  of  Medicine  of  Chicago.  New 

York:  G.  P.  Putnam's  Sons.  1956.  358  pp.  S4.50. 

Reviewed  by  James  R.  Miller 

This  manual  entitled  "Planning  New  Facilities  for  I.ong 
Term  Care”  is  especially  timely  for  two  reasons:  first,  there 
is  a veritable  epidemic  of  head  scratching  about  what  to  do 
about  this  rapidly  increasing  problem,  and  second,  this  book 
could  not  well  have  been  written  before.  It  has  practically 
a clear  field  and  a very  large  audience. 

It  is  no  wonder  that  Miss  Nicholson  speaks  with  author- 
ity for  she  has  in  the  past  ten  years  observed  some  17,000 
persons  at  the  time  when  they  were  seeking  long  term 
care.  Site  does  not  have  to  lean  on  innumerable  footnoted 
references  and  she  does  not  have  to  resort  to  social  service 
jargon  which  so  often  confuses  and  alienates  the  lay  reader. 

Ibis  manual  will  be  a godsend  for  the  institutional 
director  who  wishes  to  inform  his  board,  his  staff  and  his 
architects.  It  is  very  readable  and  is  provided  with  a good 
index  which  leads  the  seeker  of  information  on  his  hunt 
without  allowing  him  to  escape  contact  with  the  funda- 
mental philosophy  of  good  care. 

Part  I covers  the  kinds  of  services  that  individuals  and 
communities  need.  It  discusses  the  specialized  institution, 
showing  that  the  need  at  this  rime  is  rather  for  the  home- 
substitute  type  of  institution  to  provide  adequate  infirmary 
service  and  for  the  general  hospitals  to  provide  for  ade- 
quate long  term  patients  alongside  of  other  patients.  Re- 
habi  itation  and  treatment  must  begin  as  soon  as  the  diag- 
nosis is  made  and  not  await  transfer  to  another  facility, 
no  matter  how  good  the  latter  may  be. 

Part  II  takes  up  programs  and  staffing.  A valuable  analysis 
is  given  of  professional  and  legal  responsibilities.  Part  III 
discusses  in  considerable  detail  buildings,  equipment  and 
furnishings.  Part  IV  concerns  itself  with  costs  and  how  to 
meet  them. 

No  one  can  read  this  book  and  continue  to  disregard  the 
relationship  between  the  quality  of  care  and  costs.  It  takes 
time  to  be  kind  and  employees’  time  is  reflected  on  the 
payroll.  Bad  mistakes  in  planning  buildings  may  cripple  an 
institution’s  usefulness  for  fifty  years  or  more. 

Such  items  as  the  following  will  cause  much  discussion 
(which  will  do  no  harm). 

1.  One  staff  person  is  needed  for  everv  patient  if  minimum 
satisfactory  care  is  to  be  given. 

2.  Satisfactory  care  costs  about  two  thirds  as  much  as 
general  hospital  care  in  the  same  area. 

3.  Units  of  23  beds  are  optimal.  Economical  care  can  be 
given  even  in  small  units.  Very  large  institutions  are  not 
advantageous  nor  are  they  economical  if  good  care  is  given. 

4.  Private  and  nonprofit  institutions  are  more  adaptable  to 
changing  community  needs  and  are  less  apt  to  be  influenced 
adversely  by  political  changes.  If  government  participates 
as  it  does  by  the  very  nature  of  the  problem,  its  control 
should  be  exercised  locally  rather  than  by  state  or  federal 
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In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
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* SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

‘TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 
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levels.  This  is  particularly  true  in  urban  as  opposed  to  rural 
communities. 

Significant  forewords  of  appreciation  are  presented  by 
Leonard  A.  Scheele,  m.d.,  Surgeon  General,  Public  1 lealth 
Service,  U.  S.  Department  of  Health,  Education  and  Wel- 
fare; Edwin  Crosby,  m.d.,  director,  American  Hospital 
Association;  (i.  Warfield  Hobb  III,  chairman,  Committee 
on  the  Aging;  and  Edwin  B.  Morris,  Jr.,  director,  Depart- 
ment of  Professional  Relations,  American  Institute  of 
Architects.  Each  welcomes  this  volume  with  enthusiasm 
as  a useful  addition  to  our  current  literature. 

EVERY  WOMAN 

18,000  Anesthetists  Needed 

According  to  the  chairman  of  the  American 
Association  of  Nurse  Anesthetists  “almost  18,000 

WHO  SUFFERS 

persons  would  he  required  to  give  ioo  per  cent 
coverage  of  anesthesia  service  by  trained  person- 
nel." This  statement  comes  as  a result  of  a ciues- 

IN  THE 

tionnaire  sent  to  all  hospital  administrators  in  the 
United  States,  its  territories  and  possessions.  Of  the 
7,032  questionnaires  mailed,  2,363  of  the  3,233  re- 
turned contained  information  which  could  he  used 

MENOPAUSE 

in  the  analysis. 

1 he  survey  brought  out  the  fact  that  hospitals 
with  less  than  100  beds  have  fewer  qualified  persons 

DESERVES 

to  administer  their  anesthesia  services  than  do  lar- 
ger hospitals;  that  the  combined  services  of  mem- 
bers of  the  American  Society  of  Anesthesiologists 

"PREMARIN" 

and  the  American  Association  of  Nurse  Anesthetists 
are  not  adequate  to  cover  the  demands  in  the  hos- 
pitals of  all  sizes;  and  that  it  would  take  two  and 
one-half  years  with  all  graduates  from  all  medical 

widely  used 

schools  entering  this  specialty  to  supply  the  present 
demand. 

natural,  oral 

T his  is  no  figment  of  the  imagination.  The  de- 
mand for  trained  anesthetists  has  far  outstripped 
the  supply.  Dr.  Tovell,  head  of  the  department  of 

estrogen 

i 

anesthesiology  at  the  Hartford  Hospital,  is  the 
authority  for  the  statement  that  there  are  many 
residencies  in  anesthesiology  going  begging,  for 
want  of  applicants.  Physicians  from  Europe  and 
Asia  are  taking  advantage  of  these  opportunities  but 
in  most  instances  these  anesthesiologists  return  to 
their  native  lands. 

AYERST  LABORATORIES 

New  York,  N.  Y • Montreal,  Canada 

Woe 
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PROGRAM 

Tuesday,  April  24 

Auditorium 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

Cole  B.  Gibson,  Meriden,  Speaker  of  the  House,  presiding 

10:00  Call  to  Order 
Business  Session 

i:oo  Luncheon  for  Officers,  Members  of  the  House,  and  Guests 
2:00  Resumption  of  Business 

7:00  Annual  Dinner  of  the  Council— The  Council  will  hold  its  annual  dinner  for  the  Program 
Committee,  the  Local  Committee  on  Arrangements,  and  guests,  at  the  Waverly  Inn,  Cheshire 


Hamden  High  School 
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Wednesday,  April  25 

9:00  Registration— Exhibit  Hall 

Auditorium 

9: 15  Call  to  Order— President  of  the  Society 

Address  of  Welcome— Jacques  H.  Green,  President,  New  Haven  County  Medical  Association 

H.  M.  Marvin,  New  Haven , presiding 

9:45  Panel  on  the  Management  of  Myocardial  Infarction 

Laurence  B.  Ellis,  Boston;  Associate  Clinical  Professor  of  Medicine,  Harvard  Medical 
School;  Visiting  Physician , Boston  City  Hospital 

Eugene  C.  Eppinger,  Boston;  Assistant  Clinical  Professor  of  Medicine , Harvard  Medical 
School;  Physician,  Peter  Bent  Brigham  Hospital 

10:35  Recent  Trends  in  Adrenal  Steroid  Physiology  and  Therapy 

Albert  E.  Renold,  Boston;  Instructor  in  Medicine,  Harvard  Medical  School;  Junior  Asso- 
ciate in  Medicine , Peter  Bent  Brigham  Hospital;  Director  of  Metabolic  Unit,  Peter  Bent 
Brigham  Hospital 

1 1 : io  Intermission  to  visit  technical  exhibits 

Oliver  L.  Stringfield,  Stamford,  presiding 

1 1:40  Labeling  and  Control  of  Common  Hazardous  Substances 

Mr.  F.  Leslie  Hart,  Boston;  Chief,  Boston  District,  Food  and  Drug  Administration;  Mem- 
ber of  the  American  Chemical  Society  and  Advisory  Committee,  Chemical  and  Engineer- 
ing News  Service 

12:15  Medicine  in  a Changing  World 

David  B.  Allman,  Atlantic  City;  Senior  Consulting  Surgeon,  Atlantic  City  Hospital;  Trustee 
American  Medical  Association 

1:00  Luncheon— Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 


PROGRAM  ARRANGED  BY  CONNECTICUT  CHAPTER-AMERICAN  ACADEMY  OF 

GENERAL  PRACTICE 

President:  Jacques  Van  B.  Voris,  Darien  Secretary:  Peter  J.  Scafarello,  Hartford 

Richard  B.  Elgosin,  Hamden,  presiding 

2:00  The  Use  of  Chemotherapeutic  Agents  in  the  Prevention  of  Infection 

Louis  Weinstein,  Boston;  Chief  of  Department  of  Infectious  Disease,  Massachusetts  Memo- 
rial Hospital;  Associate  Professor  of  Medicine,  Boston  University  School  of  Medicine ; 
Associate  Physician  to  Children's  Medical  Service  of  the  Massachusetts  General  Hospital 

2:40  Management  of  Thyroid  Disorders 

Carl  E.  Cassidy,  Boston;  Assistant  in  Medicine,  Tufts  University  School  of  Medicine; 
Research  Fellow  in  Medicine  (Endocrinology ),  New  England  Center  Hospital,  Boston 

3:20  General  Discussion 
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Laurence  B.  Ellis,  Boston,  Mass.;  Associate  Eugene  C.  Eppinger,  Assistant  Clinical  Pro- 

Clinical  Professor  of  Medicine,  Harvard  Medi-  fessor  Qf  Medicine,  Harvard  Medical  School; 

cal  School;  Visiting  Physician,  Boston  City  Physician,  Peter  Bent  Brigham  Hospital. 

Hospital. 


Albert  E.  Renold,  Boston,  Mass.;  Instructor  in 
Medicine,  Harvard  Medical  School,  Junior 
Associate  in  Medicine,  Peter  Bent  Brigham 
Hospital,  Boston. 


F.  Leslie  Hart,  Boston,  Mass.;  Chief,  Boston 
District,  Food  and  Drug  Administration,  Bos- 
ton. 


David  B.  Allman,  Atlantic  City,  N.  J.;  Senior 
Consulting  Surgeon,  Atlantic  City  Hospital; 
Trustee,  American  Medical  Association. 


Carl  E.  Cassidy,  Boston,  Mass.;  Assistant  in 
Medicine,  Tufts  University  School  of  Medicine; 
Research  Fellow  in  Medicine,  New  England 
Center  Hospital,  Boston. 
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Wednesday,  April  25 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Society 
Twelfth  Annuat.  Meeting  New  Haven  Country  Club,  New  Haven 
President:  Mrs.  Norman  J.  Barker,  Collinsville  Secretary:  Mrs.  James  E.  Stretch,  Simsbury 

10:30  Registration 

Business  Meeting- 

12: 13  Greetings  from  the  National  Auxiliary 

Mrs.  Paul  C.  C raig,  Chairmen)  of  Organization , Woman's  Auxiliary  to  the  American 
M edical  Association 

12:30  Social  Hour 

1:00  Luncheon 

2:00  Investments 

Helen  Slade,  New  York;  Financial  Editor  of  the  magazine  Independent  Woman;  Lecturer 
on  Finance  and  Economics;  Managing  Editor,  Analyst  Journal 

3:00  Induction  of  Officers— Mrs.  James  D.  Gold,  Bridgeport 

Presentation  of  President’s  Pin— Mrs.  Norman  J.  Barker,  Collinsville 
Response  by  Incoming  President— Mrs.  E.  Roland  Hill,  Mystic 

JOINT  MEETING 
SECTION  ON  ANESTHESIA 

CONNECTICUT  STATE  SOCIETY  OF  ANESTHESIOLOGISTS 

3:30  Room  1 10 

President:  Carl  S.  Hellijas,  Wethersfield  Secretary:  Edward  J.  Platz,  Manchester 

Studies  of  the  Acid-Base  Balance  During  Hypothermia 

Duncan  A.  Holaday,  New  York;  Director  of  Research,  Departnient  of  Anesthesiology , Columbia 
University , College  of  Physicians  and  Surgeons 

SECTION  ON  GASTROENTEROLOGY 
3:30  Room  209A 

President:  Benjamin  V.  White,  Hartford  Secretary:  Sydney  Selesnick,  West  Haven 

Panel  on  Digestive  Tract  Pain 

Moderator:  Chester  W.  Eairlie,  Hartford;  Assistant  Clinical  Professor  of  Medicine,  Yale  University 
School  of  Medicine 

Panel: 

Courtney  C.  Bishop,  New  Haven;  Associate  Professor  of  Surgery,  Yale  University  School  of 
Medicine 

H.  M.  Marvin,  New  Haven;  Associate  Clinical  Professor  of  Medicine,  Yale  University  School  of 
Medicine 

Sydney  Selesnick,  West  Haven;  Assistant  Professor  of  Medicine,  Yale  University  School  of 
Medicine 

William  Chapman,  Boston;  Research  Associate,  Harvard  Medical  School;  Assistant  in  Medicine, 
Massachusetts  General  Hospital 
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Wednesday,  April  25 

SECTION  ON  PROCTOLOGY 
3:30  Room  106 

President:  Frederick  S.  Ellison,  Hartford  Secretary:  Angelo  L.  Gentile,  New  Haven 

Evolution  and  Current  Status  of  Canckr  of  the  Colon  and  Rectum 

Thad  A.  Krolicki,  Providence;  Surgeon,  Memorial  Hospital,  Pawtucket;  Fellow  of  American  Hoard 
of  Proctology;  Fellow  of  the  American  Proctologic  Society;  Fellow  of  the  American  College  of 
Surgeons 

CONNECTICUT  ASSOCIATION  OF  MEDICAL  EXAMINERS 
3:30  Room  1 12 

President:  Brae  Rafferty,  Willimantic  Secretary:  Samuel  B.  Rentsch,  Derby 

Subject  to  be  announced 

Mr.  F.  Leslie  Hart,  Boston;  Chief,  Boston  District,  Food  and  Drug  Administration;  Member  of  the 
American  Chemical  Society  and  Advisory  Committee,  Chemical  and  Engineering  News  Service 

CONNECTICUT  ALLERGY  SOCIETY 
3:30  Room  209B 

President:  Paul  Winer,  New  Haven  Secretary:  Frederick  Kessler,  New  Haven 

Use  of  the  Newer  Steroid  Hormones  in  Severe  Asthma  and  Acute  Atopic  Dermatitis 

Ethan  Allan  Brown,  London,  England;  Assistant  Professor  of  Pediatrics,  Tufts  College  Medical 
School,  Boston 


CONNECTICUT  ASSOCIATION  OF  MEDICAL  RECORD  LIBRARIANS 

10:30  Room  208 

President:  Mary  A.  LeClair,  New  Haven  Secretary:  Marjorie  R.  Quinn,  Bridgeport 

10:30  Greetings— Miss  Mary  A.  LeClair,  President 


10: 35 

12:00 


Panel  Discussion  on 
Luncheon 


Recent  Advances  in  Medical  Record  Departments 

Moderator:  Edith  Sperry,  Newington 


2:30  Current  Trends  in  Tuberculosis 

Nicholas  D.  D’Esopo,  West  Haven;  Chief  of  Pulmonary  Disease  Service  West  Haven 
Division  of  Veterans  Administration  Consolidated  Hospital;  Associate  Clinical  Professor 
of  Medicine,  Yale  University  School  of  Medicine;  President,  Trudeau  Society 


CONNECTICUT  REGIONAL  GROUP-MEDICAL  LIBRARY  ASSOCIATION 

3:30  Room  103 

President:  Ruth  P.  Thompson,  Norwich  Secretary:  Mary  B.  Jackson,  Hartford 

Medicine  in  the  Last  Hundred  Years  in  Connecticut 

Mr.  Frederick  G.  Kilgour,  New  Haven ; Librarian  Yale  Medical  Library 


CONNECTICUT  RHEUMATISM  ASSOCIATION 
3:30  Room  104 

President:  J.  Whitfield  Larrabee,  Hartford  Secretary:  Harold  S.  Barrett,  Hartford 

Subject  and  speaker  to  be  announced 

HEZEKIAH  BEARDSLEY  PEDIATRIC  SOCIETY 
3:30  Room  210A 

President:  Howard  Boyd,  Manchester  Secretary:  Robert  P.  Rogers,  Greenwich 

Modern  Day  Rickets 

Robert  E.  Cooke,  New  Haven;  Associate  Professor  of  Pediatrics  and  Physiology,  Yale  University 
School  of  Medicine,  Professor  Elect  of  Pediatrics,  Johns  Hopkins  University 
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Wednesday,  April  25 

ANNUAL  DINNER  OF  THE  SOCIETY 

New  Haven  Lawn  Club,  New  LIaven 
7:00 

PROGRAM 

Oliver  L.  Stringfield,  Stamford,  presiding 
Introduction  of  newly  elected  officers 

Presentation  of  Guests  and  Delegates  from  State  Medical  Societies 
Fifty  Year  Membership  Awards 

John  Law  Bridge,  Hazardville  Maude  Taylor  Griswold,  Torrington 

Ralph  Benjamin  Cox,  Collinsville  Isaac  William  Kingsbury,  West  Hartford 

Joseph  Matthew  Ganey,  New  London  Thomas  Joseph  McLarney,  Hartford 

Andrew  Clay  Swenson,  Middle  bury 


Some  Problems  of  Medical  Education 

\\  illard  C.  Rappleye,  New  York;  Dean  of  the  Facidty  of  Medicine  and  Vice-President  in  Charge 
of  Medical  Affairs,  Columbia  University ; Member  of  the  New  York  City  Board  of  Hospitals 

Reservation  cards  for  the  Annual  Dinner  will  he  included  with  the  program  of  the  meeting  which 
will  he  distributed  to  all  members;  wives  of  members  are  invited  to  attend. 
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Thursday,  April  26 

9:30  Registration— Exhibit  Hall 

Auditorium 

1 Iaroi.d  A.  Bergendahl,  Norwich,  presiding 

10:00  Uterine  Bleeding 

Bayard  Carter,  Durham,  North  Carolina;  Professor  of  Obstetrics  and  Gynecology, 
Duke  University  School  of  Medicine 

10:35  Cornell  Automotive  Crash  Injury  Research 

Mr.  John  O.  Moore,  New  York;  Research  Associate,  Department  of  Public  Health  and 
Preventive  Medicine,  Cornell  University  Medical  College ; Director,  Automotive  Crash 
Injury  Research;  Advisor  to  Committee  on  Trauma,  American  College  of  Surgeons 

11:10  Intermission  to  visit  technical  exhibits 

Louie  N.  Claiborn,  New  Haven,  presiding 

1 1:40  Principles  of  Plastic  Surgery  in  Farm,  Industrial  and  Traffic  Accidents 

James  Barrett  Brown,  St.  Louis,  Missouri;  Professor  of  Clinical  Surgery , Washington  Uni- 
versity School  of  Medicine,  St.  Louis;  Associate  Surgeon  at  Barnes  Hospital  and  Children's 
Hospital,  St.  Louis;  Consultant  in  Plastic  Surgery  to  U.  S.  Veterans  Administration  U.  S. 
Air  Force,  and  Surgeon  General  of  the  U.  S.  Army 

12:15  Modern  Concepts  of  Systemic  Lupus  Erythematosus 

John  R.  Haserick,  Cleveland,  Ohio;  Staff  Dermatologist,  Cleveland  Clinic.  Foundation  and 
Cleveland  Clinic 

1:00  Luncheon— Cafeteria  of  the  High  School 
Visit  to  technical  exhibits 


PROGRAM  ARRANGED  BY 

THE  CONNECTICUT  SOCIETY  OF  AMERICAN  BOARD  OF  SURGEONS 

President:  David  T.  Monahan,  Bridgeport  Secretary:  N.  William  Wawro,  Hartford 

2:00  Present  Day  Management  of  Pleural  Empyema 

Gustaf  E.  Lindskog,  New  Haven;  William  H.  Carmalt  Professor  of  Surgery,  Yale  Univer- 
sity School  of  Medicine;  Surgeon-in-Chief , University  Service,  Grace-New  Haven  Com- 
munity Hospital 

2:45  Present  Status  of  Cardiovascular  Surgery 

Ralph  A.  Deterling,  Jr.,  New  York;  Associate  Clinical  Professor  of  Surgery,  Columbia 
University  College  of  Physicians  and  Surgeons,  New  York;  Director,  Surgical  Research 
Laboratories,  Columbia  College  of  Physicians  and  Surgeons;  Consultant  Cardiovascular 
Surgeon,  Paterson  General  Hospital,  New  Jersey  and  Manhattan  V.A.  Hospital,  New  York 
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Bayard  Carter,  Durham,  N.  C.;  Professor  of 
Obstetrics  and  Gynecology,  Duke  University 
School  of  Medicine. 


lohn  O.  Moore,  New  York;  Research  Asso- 
ciate Department  Public  Health  and  Preventive 
Medicine,  Cornell  University  Medical  College; 
Director,  Automotive  Crash  Injury  Research. 


lames  Barrett  Brown,  St.  Louis,  Missouri; 
Professor  of  Clinical  Surgerv,  Washington 
University  School  of  Medicine,  St.  Louis,  Mo.; 
Associate  Surgeon  at  Barnes  Hospital  and  Chil- 
dren’s Hospital,  St.  Louis.  Mo. 


lohn  R.  Haserick,  Cleveland,  Ohio;  Cleveland 
Clinic  Foundation  Staff;  Cleveland  Clinic. 


Gustaf  E.  Lindskog,  New  Haven,  Conn.; 
William  H.  Carmalt  Professor  of  Surgerv,  Yale 
University  School  of  Medicine;  Surgeon-in- 
Chief,  University  Sen  ice,  Grace-New  Haven 
Community  Hospital. 


Ralph  A.  Deterling,  Jr.,  New  York;  Consult- 
ant Cardiovascular  Surgeon,  Paterson  General 
Hospital,  Paterson,  New  Jersey;  Consultant 
Cardiovascular  Surgeon,  Manhattan  V.  A.  Hos- 
pital, New  York;  Director  Surgical  Research 
Laboratories,  Columbia  University. 
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Thursday,  April  26 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

SECTION  ON  DERMATOLOGY 
3:30  Room  1 01 

President:  Jack  J.  Albom,  New  Haven  Secretary:  Ellwood  C.  Weise,  Jr.,  Bridgeport 

Discussion  of  Lupus  Erythematosus 

John  R.  Haserick,  Cleveland,  Ohio;  Staff  Dermatologist,  Cleveland  Clinic  Foundation  and  Cleve- 
land Clinic 

EYE,  EAR,  NOSE  AND  THROAT  SECTION 
3:30 

President:  Milton  C.  Little,  Hartford  Secretary:  Frederick  A.  Wies,  New  Haven 

(There  will  he  two  separate  programs,  one  for  the  Eye  Section,  and  one  for  the  Ear,  Nose  and  Throat 
Section.) 

Room  1 1 2 

Preferred  Techniques  in  Ophthalmological  Plastic  Surgery 

Byron  C.  Smith,  New  York;  Surgeon  Director,  Manhattan  Eye,  Ear,  and  Throat  Hospital;  Instruc- 
tor Ophthalmological  Surgery,  New  York  Eye,  Ear  Infirmary  Postgraduate  School 

Room  106 

Evaluation  of  Surgical  Management  of  Deafness  and  Treatment  of  Labyrinthine  Disturbances 
Moses  H.  Lurie,  Boston;  Surgeon,  Massachusetts  Eye  and  Ear  Infirmary  and  Massachusetts  General 
Hospital;  Assistant  Professor  of  Otolaryngology,  Harvard  Medical  School 

5:00  Combined  business  meeting— Auditorium  of  High  School 
7:00  Dinner— Waverly  Inn,  Cheshire 

CONNECTICUT  SOCIETY  OF  AMERICAN  BOARD  OBSTETRICIANS  AND 

GYNECOLOGISTS 
3:30  Room  210A 

President:  C.  Lee  Buxton,  New  Haven  Secretary:  Joseph  Klein,  Hartford 

Round  Table  Discussion  on  Toxemias  of  Pregnancy 

Moderator:  C.  Lee  Buxton,  New  Haven,  Professor  of  Obstetrics  and  Gynecology , Yale  University 
School  of  Medicine 

Panel: 

Bayard  Carter,  Durham,  North  Carolina;  Professor  of  Obstetrics  and  Gynecology , Duke  Univer- 
sity School  of  Medicine 

Alvin  J.  Tillman,  New  York;  Associate  Professor  of  Obstetrics  atid  Gynecology , Columbia  Univer- 
sity College  of  Physicians  and  Surgeons 

SECTION  ON  ORTHOPEDICS 
Union  League  Club 
1032  Chapel  Street,  New  Haven 

President:  A.  Lewis  Shure,  New  Haven  Secretary:  Russell  V.  Fuldner,  New  Haven 

7:00  Dinner 

Crash  Injuries 

Mr.  John  O.  Moore,  New  York;  Director,  Automotive  Crash  Injury  Research,  Cornell  Uni- 
versity Medical  College;  Advisor  to  Committee  on  Trauma,  American  College  of  Surgeons 
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Thursday,  April  26 

JOINT  MEETING 
3:30  Room  209 

CONNECTICUT  SOCIETY  OF  PATHOLOGISTS 
President:  Bernard  S.  Mann,  Jr.,  New  Haven  Secretary:  Ronald  S.  Beckett,  Hartford 

SECTION  ON  RADIOLOGY 

President:  William  G.  H.  Dobbs,  Torrington  Secretary:  John  Burbank,  Meriden 

1 he  Application  of  X-Ray  Findings  in  Chest  Lesions  to  Diagnosis  and  Treatment 

(1  he  histories  and  x-rays  from  a group  of  six  selected  cases  will  be  discussed  and  examined  by  a 
panel  of  three  radiologists,  two  clinicians,  and  a pathologist.  After  discussion  on  each  case,  the 
disease  process  will  be  demonstrated.) 

Moderator:  Nicholas  D.  D’Esopo,  West  Have ?i 
Panel: 

Max  G.  Carter,  New  Haven 
Gilbert  W.  Heublein,  Hartford 
Arnold  H.  Janzen,  New  Haven 

SECTION  ON  PHYSICAL  MEDICINE 
3:30  Cafeteria 

President:  Samuel  A.  Schuyler,  Hartford  Secretary:  H.  Bruno  Arnold,  New  Haven 

Does  the  Disabled  Back  Need  Exercise? 

Hans  Kraus,  New  York;  Assistant  Clinical  Professor  of  Physical  Medicine  and  Rehabilitation,  New 
York  University  School  of  Medicine 

CONNECTICUT  SOCIETY  FOR  PSYCHIATRY  AND  NEUROLOGY 

3:30  Room  208 

President:  Harold  S.  Wright,  Greenwich  Secretary:  Sidney  Berman,  New  Haven 

Contributions  ok  Psychiatry  to  the  Care  of  the  Aged  and  Chronic  Diseased  Patient 

Alvin  I.  Goldfarb,  New  York;  Psychiatric  Consultant,  Home  for  Aged  and  Infirm  Hebrews,  New 
York;  Associate  Psychiatrist,  Mt.  Sinai  Hospital;  Clinical  Faculty , Columbia  College  of  Physicians 
and  Surgeons 

SECTION  ON  UROLOGY 
3:30  Room  209A 

President:  Samuel  A.  Robb,  Meriden  Secretary:  Richard  J.  Spillane,  Hartford 

Upper  Urinary  Tract  Calculi 

George  W.  Slaughter,  New  York;  Associate  Professor  of  Urology,  New  York  University  Col- 
lege of  Medicine 

CONNECTICUT  DIABETES  ASSOCIATION 
3:30  Room  1 10 

President:  Samuel  Donner,  Hartford  Secretary:  James  C.  Hart,  Hartford 

Oral  Therapy  of  Diabetes 

Barnett  Greenhouse,  New  Haven;  Attending  Physician,  Grace-New  Haven  Community  Hospital 


Robert  R.  Nesbit,  New  Haven 
Robert  S.  Shapiro,  New  Haven 
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Thursday,  April  26 

CONNECTICUT  CHAPTER-AMERICAN  PHYSICAL  THERAPY  ASSOCIATION 

2:00  Room  202 

President:  James  M.  Bauer,  Starrs  Secretary:  Wilhelmina  Werkhoven,  Rockville 

2:00  Scoliosis 

Thomas  F.  Hines,  New  Haven ; Director,  Physical  Medicine,  Grace-New  Haven  Commu- 
nity Hospital 

3:30  The  Physical  Therapy  Association  will  join  the  Section  on  Physical  Medicine  in  the  cafeteria 

CONNECTICUT  BRANCH  OF  AMERICAN  ASSOCIATION  OF  MEDICAL 

SOCIAL  WORKERS 

3:30  Room  204 

Chairman:  Olga  MacFarlane,  Meriden  Secretary:  Josephine  Yerrengia,  Hartford 

Fm  Adoption  Placement  of  Physically  Handicapped  Children  From  the  Medical  and  Social 
Viewpoints 

Moderator:  Miss  Marjorie  Toland,  Medical  Social  Work  Supervisor , Division  of  Crippled  Children, 
Bureau  of  Maternal  and  Child  Hygiene,  Hartford 

Panel: 

Frank  W.  McCarthy,  Jr.,  Pediatrician,  Hartford 

Miss  Ruth  E.  Taft,  Supervisor,  Adoption  Department,  Children  Services  of  Connecticut,  Hartford 

CONNECTICUT  OCCUPATIONAL  THERAPY  ASSOCIATION 

3:30  Room  107 

President:  Mildred  Sleeper,  Stamford  Secretary:  Barbara  H.  Mow  11,  Stamford 

Pre- Vocational  Testing  and  Training 

William  M.  Usdane,  ph.d.,  New  York;  Director  of  Vocational  Rehabilitation,  Institute  for  the 
Crippled  and  Disabled,  New  York 


ART  EXHIBIT 

CONNECTICUT  PHYSICIANS’  ART  ASSOCIATION 
Exhibit  Committee 

M rs.  Newell  W.  Giles,  Watchtower  Road,  Darien 
Mrs.  Edwin  R.  Connors,  416  Boston  Avenue,  Bridgeport 
John  M.  Freiheit,  85  Grove  Street,  Waterbury 

The  1956  exhibit  of  the  Connecticut  Physicians’  Art  Association  will  be  held  during  the  Annual  Meet- 
ing of  the  balcony  overlooking  the  exhibit  hall  of  the  Hamden  High  School.  Members  of  the 
Woman’s  Auxiliary  to  the  Society  will  participate  in  the  exhibit,  and  as  a special  feature,  children  of 
members  of  the  Society  have  been  invited  to  submit  entries. 
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Technical  Exhibits  — 1956  Annual  Meeting 

Firm  Location 


The  National  Drug  Company 

Philadelphia,  Pa. 

R.  J.  Reynolds  Tobacco  Company 

Winston-Salem,  N.  C. 

Desitin  Chemical  Company 

Providence,  R.  I. 

Smith,  Kline  & French  Laboratories 

Philadelphia,  Pa. 

Pfizer  Laboratories 

Brooklyn,  N.  Y. 

Schering  Corporation 

Bloomfield,  N.  J. 

The  Professional  Equipment  Company 

New  Haven,  Conn. 

J.  B.  Roerig  and  Company 

Chicago,  111. 

Ciba  Pharmaceutical  Products 

Summit,  N.  J. 

C.  B.  Fleet  Company,  Inc. 

Lynchburg,  Va. 

E.  R.  Squibb  & Sons 

New  York,  N.  Y. 

Lederle  Laboratories  Division,  American  Cyanamid 

Company 

Pearl  River,  N.  Y. 

Beech-Nut  Packing  Company 

New  York,  N.  Y. 

Saratoga  Springs  Authority 

Saratoga  Springs,  N.  Y, 

W.  B.  Saunders  Company 

Philadelphia,  Pa. 

Brewer  & Company,  Inc. 

Worcester,  Mass. 

Pepperidge  Farm,  Inc. 

Norwalk,  Conn. 

The  Purdue  Frederick  Company 

New  York,  N.  Y. 

The  G.  F.  Harvey  Company 

Saratoga  Springs,  N.  Y. 

Abbott  Laboratories 

North  Chicago,  111. 

Riker  Laboratories,  Inc. 

Los  Angeles,  Calif. 

Parke,  Davis  & Company 

Detroit,  Mich. 

E.  F.  Mahady  Company 

Boston,  Mass. 

Doho  Chemical  Corporation 

New  York,  N.  Y. 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc. 

Tuckahoe,  N.  Y. 

G.  D.  Searle  & Company 

Chicago,  111. 

Sealy  Mattress  Company 

Waterbury,  Conn. 

Nepera  Chemical  Company,  Inc. 

Yonkers,  N.  Y. 

E.  Fougera  & Company,  Inc. 

New  York,  N.  Y. 

Sandoz  Pharmaceuticals 

Hanover,  N.  ). 

Picker  X-Ray  Corporation 

White  Plains,  N.  Y. 

The  Stuart  Company 

Pasadena,  Calif. 

Ayerst  Laboratories 

New  York,  N.  Y. 

Maltbie  Laboratories  Division,  Wallace  & Tiernan, 

Incorporated 

Belleville,  N.  J. 

The  Baker  Laboratories,  Inc. 

Cleveland,  Ohio 

Surgeons  & Physicians  Supply  Company 

Boston,  Mass. 

Wilfred  Pharmaceutical  Company,  Inc. 

Hamden,  Conn. 

Richard  Danz  & Sons 

New  York,  N.  Y. 

A.  H.  Robins  Company,  Inc. 

Richmond,  Va. 

The  D.  G.  Stoughton  Company 

Hartford,  Conn. 

U.  S.  Vitamin  Corporation 

New  York,  N.  Y. 

Eli  Lilly  and  Company 

Indianapolis,  Ind. 

The  Coca-Cola  Company 

Atlanta,  Ga. 

Ames  Company,  Inc. 

Elkhart,  Ind. 

E.  L.  Washburn  & Company,  Inc. 

New  Haven,  Conn. 

H.  J.  Heinz  Company 

Pittsburgh,  Pa. 

American  Ferment  Company,  Inc. 

New  York,  N.  Y. 

The  American  Surgical  Supply  & Equipment  Company 

Bridgeport,  Conn. 

VVarner-Chilcott  Laboratories 

New  York,  N.  Y. 

Mead  Johnson  & Company 

Evansville,  Ind. 

A.  S.  Aloe  Company 

St.  Louis,  Mo. 

M & R Laboratories  (Ross  Laboratories) 

Columbus,  Ohio 

Milex  of  New  York 

Long  Island  City,  N.  Y. 

Connecticut  Medical  Serv  ice 

New  Haven,  Conn. 

April,  i<j)6 


268 


HAMDEN  IN  THE  PAST 


HAMDEN  IN  THE  PAST 


/Connecticut  boasts  many  a flourishing  town 
^ nestling  hard  by  a city  w'ith  a history  over- 
shadowed by  its  larger  neighbor.  Such  might  be 
Hamden  for  we  read  that  following  its  incorpora- 
tion in  May,  1786  “provision  was  made  to  give  the 
inhabitants  of  the  new  town  privilege,  on  equal 
terms  with  the  inhabitants  of  the  old  town  (New7 
Haven),  ‘to  catch  f ish.  Oysters,  Clams  and  Shells 
within  the  bounds  of  said  New  Haven;’  and,  on 
the  other  hand,  the  inhabitants  of  New  Haven  were 
not  to  be  hindered  ‘from  getting  Stone  from  the 
East  and  West  Rocks  as  usual’.”  The  name  of  the 
new  town  was  probably  bestowed  on  it  as  a com- 
pliment to  John  Hampden,  an  English  patriot.  It 
was  a pleasant  place  surrounded  by  hills  composed 
of  trap  rock  and  green  stone  formation.  Where  the 
hills  are  highest  the  contour  resembles  a huge  man 
reclining,  named  by  the  natives  the  “Sleeping 
Giant.” 

Made  up  of  the  parish  of  Mount  Carmel  and  the 
district  of  the  17th  Military  Company  of  the  Second 
Regiment  of  the  State  Militia,  both  belonging  to 
New  Haven,  the  town  of  Hamden  produced  at  least 
one  resident  who  became  famous  in  the  Revolution- 
ary War.  Captain  Jonathan  Mix,  a captain  of 
marines,  w7as  imprisoned  in  the  Jersey  prison  ship. 
On  his  return  home  he  “patented  so  many  different 
kinds  of  carriage  springs  that  he  may  be  regarded 
as  the  father  of  that  industry  in  America.”  And  then 
there  was  Jonathan  Ives  who  in  1735  built  one  of 
the  first  homes  in  the  wilds  of  Hamden  on  land 
previously  purchased  from  the  Indians  for  New 
Haven  colony  by  Rev.  John  Davenport  and 
Theophilus  Eaton  a century  before. 

The  industrial  story  of  Hamden  is  a varied  one. 
The  first  grist  mill  w as  built  in  1645,  followed  by  a 
paper  mill,  a clock  factory,  a carding  and  fulling 
mill,  and  a corn  mill.  Copper  mining  was  engaged 
in  since  it  was  believed  that  this  mineral  existed  in 
large  quantities,  but  such  was  not  the  case.  Tobacco 
was  raised,  also  peaches  and  cherries  in  profusion.  A 
fertilizing  plant,  one  of  the  first  in  the  Union,  w7as 
founded  in  1856.  The  manufacture  of  carriage  hard- 
ware and  goods  pertaining  to  the  carriage  trade  was 


Stanley  B.  Weld,  m.d.,  Hartford 

one  of  the  oldest  and  most  important  industries  in 
the  town.  Silk  mills  sprang  up  in  1875,  a pruning 
shears  factory  shortly  before  in  1859,  sew7in<4 
machine  needles  w ere  made,  horse  hoeing  and  plant- 
ing machines  invented  and  manufactured  in  1 lam- 
den  and  the  brick  industry  was  developed. 


the  railroad  to  Plainville.  Floods  occurred  in  those 
days  as  well  as  now7,  evidenced  by  the  one  in  1843 
which  damaged  the  canal  to  the  amount  of  $20,000. 

The  first  mention  of  any  physician  was  in  March, 
1788,  two  years  after  the  town  was  incorporated, 
when  it  is  recorded  that  it  “refused  to  grant  liberty 
to  Doctors  Aaron  and  Joseph  Eliot  to  set  up  a ‘Hos- 
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pital  for  the  purpose  of  Enoculation’  at  the  dwelling 
of  John  Hubbard.”  In  1821  it  was  “voted  that  the 
selectmen  be  requested  to  invite  some  able  physi- 
cian to  settle  in  this  town.”  Apparently  the  inhabi- 
tants had  been  obliged  to  seek  medical  aid  in  nearby 
New  Haven,  although  it  is  recorded  that  Dr.  Elisha 
Chapman  was  chosen  clerk  pro  tempore  at  a special 
town  meeting  held  November  16,  1786.  Dr.  Chap- 
man later  moved  to  New  York.  The  name  of  Dr. 
John  Cornwall,  a member  of  the  New  Haven 
County  Medical  Society,  appears  in  the  Hamden 
records  in  1824  but  the  following  year  records  his 
death.  Also  about  this  time  a Dr.  Chauncey  B. 
Foote  seems  to  have  practised  in  Hamden  but  he 
died  at  the  age  of  43. 

During  the  latter  half  of  the  19th  century  Ham- 
den had  the  services  of  Dr.  Oliver  Ferdinand  Tread- 
well. He  started  his  practice  in  New  Haven  but 
after  three  years  moved  to  his  farm  in  Hamden 
“where,  while  practicing  to  a certain  extent,  he 
gradually  devoted  most  of  his  time  to  the  more 
congenial  occupation  of  market  gardening.”  His 
life  was  cut  short  at  the  age  of  57  by  a cerebral 
hemorrhage. 

The  most  prominent  physician  of  Hamden 
w ithout  any  doubt  was  Dr.  Edwin  D.  Sw  ift.  He  was 


born  in  Sharon,  Connecticut,  lived  in  Cornwall  as 
a boy,  was  educated  at  the  University  of  New' 
York  from  which  he  received  his  diploma  in  1848. 
(One  source  gives  this  date  as  1849).  He  came  to 
Hamden  in  May,  1848  and  for  53  years  shared  “with 
the  people  in  their  joys  and  sorrows.”  J.  H.  Dicker- 
man  writes,  “I  well  remember  an  early  call  of  intro- 
duction he  made  to  my  father’s  family,  where  his 
practice  has  been  a continued  success  in  relieving 
pain  and  distress.”  It  is  said  that  Dr.  Swift  was 
interested  in  town  affairs  and  in  the  political  issues 
of  the  time,  but  that  “his  professional  work  de- 
barred him  from  accepting  any  public  office.”  He 
aspired  to  join  the  Army  as  a surgeon  during  the 
War  of  the  Rebellion  but  was  detained  at  home 
because  of  his  wife’s  poor  health.  His  name  appears 
regularly  in  the  Proceedings  of  the  State  Medical 
Society  although  there  seems  to  be  no  evidence  that 
he  ever  took  a very  active  part.  His  was  a life  of 
devotion  to  his  wife  and  to  his  patients. 

REFERENCES 
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Connecticut  Quarterly,  iv:4,  Oct.-Dec.,  1898. 

Proceedings  of  Connecticut  Medical  Society  1899,  p.  357. 
Ibid  1902,  p.  431. 
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The  Author.  Dean  of  the  Vale  University  School 
of  Medicine  and  President  of  the  American  Associa- 
tion of  Medical  Colleges,  19  5 4~>  9 1 i 


SUMMARY 

The  medical  school  of  today  does  not  enjoy  the 
same  relationship  to  the  university  of  which  it  is  a 
part  as  do  the  other  colleges  and  schools  in  a univer- 
sity. Ten  medical  schools  in  the  United  States  have  no 
university  affiliations  and  others  have  such  remote 
affiliations  that  they  are  almost  negligible.  The  author 


advocates  avoidance  of  a proprietary  orientation  in 
which  service  and  vocational  training  are  emphasized 
at  the  expense  of  education  at  the  graduate  level  and 
research.  Too  few  medical  schools  in  this  country  have 
become  incorporated  in  the  universities’  educational 
programs.  This  is  due  in  part  to  the  universities’ 
administrations  and  in  part  to  the  methods  and  policies 
sponsored  by  the  medical  school  faculties. 

The  methods  of  instruction  of  the  medical  student 
are  critically  analyzed.  Likewise  the  compensation  and 
conditions  of  employment  of  the  faculty  are  considered 
and  the  voluntary,  part-time  instructor  is  afforded  his 


Presidential  Address  delivered  at  the  opening  session  of  the  66th  Annual  Meeting  of  the  AAMC,  October  24,  1955  in 
Swampscott,  Mass.  Reprinted  from  Journal  of  Medical  Education  by  permission  of  author  and  editor 
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proper  place.  The  old  problem  of  the  utilization  of 
the  successful  teacher  with  the  overwhelming  duties 
of  the  administrator  to  the  detriment  of  medical 
school  teaching  continues  to  raise  its  head.  Conflicts 
arise  between  the  medical  school  and  the  hospital 
and  the  existence  of  a willing  partnership  is  jeopard- 
ized. The  geographical  separation  of  medical  school 
and  university  makes  the  problem  of  unification  the 
more  difficult. 


' 1 1 hf,  title  1 have  chosen  may  confuse  classical 
A scholars  because  Janus  had  many  characteristics 
and  responsibilities.  He  guarded  doors  and  watched 
over  entrances  to  new  places;  he  was  called  the  old- 
est of  the  gods  and  the  inventor  of  the  arts,  indus- 
tries and  institutions.  The  attribute  to  which  I refer 
is  the  possession  of  two  faces,  looking  in  opposite 
directions.  In  the  eyes  of  some  university  presidents, 
plagued  by  the  mounting  costs  of  these  precocious 
members  of  the  university  family,  reference  to  a 
dicephalus  or  two-headed  monster  may  seem  more 
appropriate.  The  thesis  1 shall  attempt  to  support  is 
that  the  American  medical  school  is  committed  to 
a role  which  requires  it  to  face,  simultaneously, 
toward  the  university  and  the  community,  and  that 
too  often  its  relation  to  the  former  becomes  second- 
ary to  the  demands  of  the  latter. 

The  importance  of  the  teaching  hospital  in  medi- 
cal education  is  too  well  established  to  be  the  subject 
of  debate.  When,  in  the  introduction  to  the  “Flex- 
ner  Report,”1  President  Pritchett  of  the  Rockefeller 
Foundation  said,  “A  hospital  under  complete  educa- 
tional control  is  as  necessary  to  a medical  school  as 
a laboratory  of  chemistry  or  pathology,”  he  was 
merely  restating  a fact  which  had  been  established 
by  experience.  Of  the  three  types  of  medical 
schools  in  existence  at  that  time,  the  clinical  and 
university  types  had  already  accepted  this  premise 
and  the  proprietary  type,  which  depended  upon 
didactic  instruction,  was  on  the  road  to  extinction. 
His  statement  did  not,  however,  reflect  many  prob- 
lems underlying  this  relationship. 

One  of  the  reasons  these  problems  existed  at  the 
turn  of  the  century  and  still  confront  American 
medical  schools  is  the  disparity  in  their  origins. 
Some  were  founded  in  the  tradition  of  the  German 
university  w here  medicine  has  always  been  consid- 
ered one  of  the  basic  disciplines.  For  example,  in 
Air.  Jefferson’s  concept  of  a university,  a chair  in 
anatomy  and  medicine  was  established  along  w ith 


chairs  in  rhetoric,  mathematics,  law,  etc.,  among 
the  io  basic  disciplines  of  the  University  of  Vir- 
ginia. Establishment  of  a hospital  as  a center  for 
clinical  instruction,  located  on  the  university 
campus,  followed  after  many  years.  Other  American 
medical  schools  have  been  associated  with  their 
parent  universities  from  the  beginning  but  the 
association  has  been  tenuous.  Although  the  medical 
schools  of  Harvard,  ale  and  the  Universit\  of 
Pennsylvania  trace  their  origins  to  university  stat- 
utes, they  became  as  they  expanded  virtually 
independent  and  it  was  not  until  approximately  a 
century  later  that  their  autonomy  was  disputed  and 
the  universities  began  to  collect  their  fees  and  ad- 
minister their  finances.  At  the  other  extreme,  many 
schools  w ere  founded  and  have  continued  to  oper- 
ate in  the  tradition  of  the  hospital  school  in  Great 
Britain,  which  has  been  controlled  indirectly  by  the 
practicing  medical  profession. 

Let  me  return  for  a moment  to  the  introduction 
to  the  “Flexner  Report”  which  goes  on  to  say, 
“With  reasonable  prophecy,  the  time  is  not  far  dis- 
tant when,  with  respect  for  the  interests  of  the 
public  and  the  need  for  physicians,  the  articulation 
of  the  medical  school  w ith  the  university  may  be 
the  same  throughout  the  entire  country.  For  in  the 
future  the  college  or  the  university  which  accepts  a 
medical  school  must  make  itself  responsible  for 
university  standards  in  the  medical  school  and 
for  adequate  support  for  medical  education.”  It 
seems  fair  to  recognize  that  after  45  years  this 
prophecy  has  not  been  fulfilled.  1 would  not  dare  to 
state  how  many  of  the  93  schools  now  in  operation 
in  the  United  States  and  Canada  can  be  said  to  have 
the  same  relationship  to  their  universities  as  the 
other  divisions  but  I fear  that  the  number  would  be 
surprisingly  small.  Ten  of  the  schools  in  the  United 
States  have  no  university  affiliations.  The  affiliation 
of  many  others,  some  located  in  cities  distant  from 
the  centers  of  their  parent  universities  and  some 
right  on  the  university  campus,  is  so  remote  that  it 
can  be  considered  little  more  than  nominal.  As 
medical  education  matures,  the  trend  will  be  toward 
either  proprietary  or  university  orientation  and  the 
day  has  arrived  when  the  compass  should  be  set  in 
one  direction  or  the  other. 

“education”  or  “training” 

The  fundamental  question  is  whether  the  medical 
school  should  be  concerned  primarily  with  voca- 
tional training  and  service  or  w ith  education  at  a 
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graduate  level  and  research.  If  its  only  purposes  are 
to  produce  reasonably  competent  practitioners  of 
medicine  skilled  in  the  arts  and  techniques  of  cur- 
rent medical  practice  and  to  deliver  good  medical 
care  locally,  a vocational  and  service  orientation, 
which  is  the  logical  result  of  hospital  and  profes- 
sional domination,  is  the  more  desirable.  Under 
such  a system  it  would  be  logical  to  sever  this 
hypocritical  association  with  universities,  often 
maintained  with  little  more  laudable  purpose  than 
the  maintenance  of  a cloak  of  respectability,  and 
place  these  institutions  frankly  under  the  aegis  of 
the  state  and  local  medical  societies.  The  conflict 
between  academic  and  guild  interests  would  be  dis- 
solved, the  problem  of  full-time  versus  part-time 
faculties  in  the  clinical  departments  would  be 
eliminated  and  the  costs  of  operation  would  be 
diminished. 

If,  on  the  other  hand,  medicine  is  to  be  accepted 
in  this  country  as  one  of  the  basic  disciplines  of  the 
university  and  the  medical  school  is  to  become  an 
integral  part  of  it,  both  the  university  as  a whole 
and  the  medical  school  must  be  prepared  to  make 
adjustments  and  concessions. 

UNIVERSITY  ATMOSPHERE 

One  of  the  major  reasons  why  medical  schools 
have  not  been  readily  incorporated  in  the  univer- 
sity structure  has  been  the  failure  of  many  univer- 
sities to  assume  any  more  responsibility  for  their 
activities  than  that  of  a holding  company.  There  is 
much  too  great  a tendency  on  the  part  of  the  uni- 
versity administrations  to  consider  the  medical 
school  outside  the  fold.  One  not  infrequently  hears 
reference  to  the  activities  of  “the  medical  school 
and  the  university,”  while  no  one  would  think  of 
referring  to  “the  college  and  the  university.”  One 
also  hears  of  “the  medical  school  deficit”  but  seldom 
of  “the  use  of  general  funds  of  the  university  in 
support  of  the  medical  sciences.” 

This  situation  is  to  a large  extent  of  our  own 
creation  because  of  our  identification  with  the  hos- 
pital rather  than  the  university  campus  and  our 
tendency  to  avoid  interference  of  central  adminis- 
tration. We  must  accept  the  fact  that  modern  uni- 
versities are  complex  and  sprawling  organizations 
and  no  longer  the  closely  knit  communities  of 
scholars  they  were  a century  ago  when  a man  of 
sufficient  attainment  was  appointed  to  a professor- 
ship and  encouraged  to  go  his  own  way.  A certain 
amount  of  organization  is  essential  if  the  faculty 
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member  is  to  be  provided  with  the  tools  necessary 
for  his  work.  It  becomes  detrimental  only  if  it 
becomes  too  complex,  formal  and  bureaucratic  or 
stifles  free  interchange  of  ideas  and  utilization  of 
total  resources  in  the  instruction  of  each  student  and 
the  pursuit  of  each  research  program.  In  a well 
organized  university,  schools  and  departments  pro- 
vide channels  of  easy  communication,  not  barriers 
erected  to  guard  jealously  a field  of  instruction  or 
research. 

If  the  university  is  to  be  more  than  a holding 
company  in  its  relation  to  the  medical  school,  some 
positive  effort  must  be  made  by  its  central  admin- 
istration to  see  that  the  medical  school  functions  in 
such  a manner  to  take  advantage  of  all  it  has  to  offer 
and  contributes  to  its  total  activity.  Among  its 
major  responsibilities  should  be  a concern  for  the 
maintenance  of  a university  atmosphere  in  which 
the  development  of  attitudes  and  character  and  a 
curiosity  for  pursuit  of  knowledge  for  its  own 
sake,  not  merely  the  production  of  skilled  tech- 
nicians, is  paramount.  Let  me  define  what  I mean  by 
a university  atmosphere.  I think  of  it  as  a situation 
in  which  scholars,  at  various  levels  of  maturity,  are 
learning  together.  This  simple  definition  distin- 
guishes the  institution  of  higher  learning  from  the 
elementary  school  where  fundamental  knowledge 
and  skills,  the  basis  for  further  growth,  must  be 
acquired  and  w here  the  methodology  for  transfer 
of  knowledge  from  the  teacher  to  the  student  must 
be  of  primary  concern.  It  also  distinguishes  it  from 
the  vocational  school  where  the  acquisition  of  tech- 
nical skills  is  of  major  importance. 

In  such  an  atmosphere,  the  opportunity  for 
cross  fertilization  of  medicine  and  other  disciplines 
should  not  be  difficult.  The  central  authority  of  the 
university  must  be  induced  to  recognize  that  the  day 
has  lon<2  passed  when  medical  education  and  re- 
search can  be  carried  on  efficiently  in  isolation. 
Intimate  association  not  only  with  the  natural 
sciences  but  also  with  the  behavioral  and  social 
sciences  and  the  humanities  is  essential  if  medicine  is 
to  be  concerned,  as  I believe  it  should  be,  with  the 
influence  of  the  physical  and  social  environment  on 
the  mental  and  physical  well-being  of  the  individual. 

As  a means  of  facilitating  free  exchange  of  ideas 
and  personnel,  organizational  devices  are  helpful. 
For  example,  many  members  of  our  medical  facul- 
ties participate  in  instruction  of  other  graduate  or 
even  undergraduate  students  and  they  should  be 
identified  with  the  faculty  of  arts  and  sciences  as 
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well  as  the  faculty  of  medicine.  Study  units  or  inter- 
departmental seminars  which  include  members  of 
various  departments  having  common  interests  pro- 
vide a medium  for  exchange  of  ideas  and  planning 
of  cooperative  instruction  and  research.  These  de- 
vices cannot  be  imposed  by  the  administration  but 
if  the  atmosphere  is  favorable,  they  can  be  encour- 
aged to  grow  and  flourish. 

Not  all  the  blame  for  the  failure  of  medicine  to 
be  fully  incorporated  in  the  universities’  educational 
programs  can  be  placed  on  the  central  administra- 
tions. Exploration  of  the  educational  methods  and 
administrative  policies  sponsored  by  the  faculties 
of  the  medical  schools  is  equally  in  order. 

METHODS  OF  INSTRUCTION 

One  question  we  might  ask  ourselves  is  whether 
our  methods  of  instruction  are  appropriate  at  the 
graduate  level  in  a university.  Are  we  treating  our 
students  as  mature,  responsible,  highly  motivated, 
intelligent  individuals  and  providing  each  of  them 
with  an  environment  conducive  to  the  maximal  de- 
velopment of  his  potentialities  or  are  we  merely 
turning  out  a reasonably  good  average  product? 
Certainly  no  less  than  the  former  should  be  expected 
of  a graduate  school.  Although  a college  education 
has  been  generally  accepted  as  a prerequisite  for 
admission,  our  methods  of  instruction  have  re- 
mained, to  a large  extent,  at  the  undergraduate 
level.  We  continue  to  label  instruction  of  candidates 
for  the  m.d.  degree  “undergraduate  medical  educa- 
tion” and  treat  it  accordingly.  The  curricula  of 
many  schools  are  crowded  from  early  morning  until 
late  at  night  with  required  exercises,  the  compulsion 
of  frequent  and  detailed  examinations  in  course  is 
considered  necessary,  little  time  or  incentive  is  pro- 
vided for  the  pursuit  of  special  interests,  and  par- 
ticipation in  the  advancement  of  knowledge  is 
relegated  to  the  post-doctoral  level.  Such  practices 
are  not  compatible  with  graduate  study  in  a uni- 
versity where  introduction  of  the  student  to  severe 
and  self-reliant  intellectual  effort  is  the  major 
purpose.* 

In  the  evolution  of  methods  of  instruction  in  the 
clinical  years,  we  seem  to  have  overlooked  the  fact 
that  the  clinical  clerkship  was  conceived  before  the 
internship  was  taken  for  granted  as  an  advanced 


*For  description  of  an  effort  to  organize  a medical 
school  program  at  the  graduate  level,  see:  Lippard,  V.  W.: 
“The  Yale  Plan  of  Medical  Education  after  Thirty  Years,” 
J.  Med.  Educ.  29:9,  17-23,  September,  1954. 


step  in  the  educational  process  and  the  residency 
was  practically  unknown.  At  that  time,  the  acquisi- 
tion of  technical  skills  at  the  student  level  was 
necessary.  In  spite  of  the  lengthening  of  the  educa- 
tional program,  the  medical  student  continues  to 
expend  what  I believe  to  be  an  inordinate  propor- 
tion of  his  efforts  in  pursuit  of  the  urine  specimen 
and  the  hemocytometer,  with  no  decrease  in  time 
devoted  to  these  chores  as  participation  in  new 
diagnostic  procedures  is  imposed  upon  him.  The 
question  I would  raise  is  whether  this  practice  is 
educationally  productive  or  is  demanded  for  the 
convenience  and  economical  operation  of  the  hos- 
pital. The  high  school  graduate  in  a school  for 
medical  technologists  masters  these  simple  tech- 
niques in  a few  weeks.  It  is  hard  to  believe  that  it 
takes  a medical  student  two  years.  Could  not  the 
time  spent  on  these  chores  be  more  advantageously 
devoted  to  the  more  basic  aspects  of  medicine? 
Such  methods  of  instruction  seem  quite  appropriate 
for  the  automobile  mechanic  but  do  they  belong 
in  a university? 

By  these  remarks  I do  not  intend  to  imply  criti- 
cism of  the  concept  that  the  medical  student  should 
participate  actively  in  the  care  of  patients  as  part  of 
his  learning  experience.  The  hospital  ward  and 
clinic  are  the  ideal  settings  for  the  Socratic  method 
of  teaching?  clinical  medicine.  I merely  intend  to 
enquire  how  this  experience  can  be  made  most 
significant  in  the  development  of  a broadly  educated 
physician. 

COMPENSATION 

Another  major  issue  in  the  adjustment  of  the 
medical  school  to  the  prevailing  practices  of  the 
university  centers  around  the  knotty  problem  of 
compensation  and  conditions  of  employment.  In  the 
preclinical  departments  the  salary  scale,  although 
inadequate,  and  method  of  compensation  are  com- 
mensurate with  other  divisions  of  the  university. 
In  the  clinical  departments,  we  have  fallen  back  on 
the  various  ingenious  devices  to  make  the  faculties 
pay  their  own  way.  To  remain  an  effective  teacher 
of  clinical  medicine,  direct  responsibility  for  the 
care  of  at  least  an  occasional  patient  appears  to  be 
essential.  To  get  around  these  difficulties,  the  geo- 
graphical full-time  plan  has  been  devised  and  we 
find  ourselves  in  a situation  where  there  are  81  dif- 
ferent methods  in  81  schools  and  no  one  is  com- 
pletely satisfied  with  any  of  them.  No  one  expects 
the  chemistry  department  to  be  supported  by  the 
local  chemical  industry  or  to  depend  for  its  instruc- 
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tion  on  the  part-time  or  voluntary  services  of  its 
employees,  nor  are  members  of  the  faculty  of  agri- 
culture expected  to  make  their  living  by  operating 
their  own  farms,  yet  dependence  of  the  medical 
school  on  the  voluntary  services  of  independent 
practitioners  and  the  income  from  service  by  its 
faculty  is  considered  quite  acceptable.  In  some 
situations,  one  might  question  whether  the  medical 
school  is  operated  for  the  benefit  of  the  student  or 
the  convenience  and  financial  advantage  of  the  clini- 
cal faculty. 

A solution  to  this  problem  consistent  with  the 
overall  policy  of  compensation  in  university  facil- 
ities is  found  in  the  following  quotation  from  a 
report  of  the  Johns  Hopkins  Faculty  of  Medicine 
written  in  1913:  “The  faculty  of  the  medical  school 
are  fully  convinced  of  the  wisdom  and  necessity 
of  commanding  the  entire  time  and  devotion  of  a 
staff  of  teachers  in  the  main  clinical  branches,  pre- 
cisely as  the  school  has  since  its  beginning  com- 
manded the  entire  time  and  devotion  of  the  teacher 
of  the  underlying  sciences;  we  are  persuaded  that 
the  time  is  ripe  for  the  step  in  question  and  we  are 
desirous  of  undertaking  the  innovation.  The  de- 
partments of  medicine,  surgery  and  pediatrics 
would  be  organized  on  the  full-time  basis— that  is, 
the  professor  and  his  staff,  consisting  of  associate 
professors,  associates,  assistants,  etc.— would  hold 
their  posts  on  the  condition  that  while  engaged  in 
the  service  of  the  university  and  hospital  they 
accept  no  fees  for  professional  services.  They  would 
be  free  to  render  any  service  required  by  humanity 
or  science,  but  from  it  they  would  be  expected  to 
derive  no  pecuniary  benefit.  Fees  charged  by  the 
hospital  for  professional  services  to  private  patients, 
whether  within  or  without  the  hospital,  by  members 
of  the  full-time  staff,  such  as  at  present  are  paid 
directly  to  the  physician,  would  be  used  to  promote 
the  objects  for  the  attainment  of  which  this  request 
is  made.”2 

This  realistic  statement  is  probably  as  acceptable 
today,  in  terms  of  overall  university  policy,  as  it 
was  40  years  ago.  It  implies  clearly  that  the  primary 
functions  of  any  division  of  a university  should  be 
education  and  research  and  that  the  provision  of 
service  is  secondary.  It  did,  however,  overlook  one 
pitfall  which  has  been  the  source  of  conflict  at  many 
institutions  where  modifications  of  this  plan  have 
been  adopted.  A sentence  to  the  effect  that  there 
should  be  no  relationship  between  the  income  from 
consultant  services  of  an  individual  department  and 


the  departmental  budget  should  probably  have  been 
included. 

No  one,  regardless  of  his  prejudices,  who  exam- 
ines this  situation  critically  can  honestly  believe 
that  the  small  number  of  men  who,  by  their  own 
volition,  choose  a career  in  academic  medicine  could 
possibly  be  a threat  to  the  economic  security  of 
their  colleagues  and  this  simple  fact  may  eventually 
be  recognized.  The  practising  lawyers  and  engineers 
do  not  attempt  seriously  to  dictate  the  policies  of 
the  law  and  engineering  schools  because  these 
schools  are  not  in  direct  competition  with  them  and 
appointment  to  theii#  faculties  on  a part-time  or 
purely  nominal  basis  is  not  financially  advantageous. 
If  medical  education  is  accepted  as  a university 
function  and  administered  as  such,  many  of  the 
existing  conflicts  with  the  practicing  physician  will 
be  resolved  for  the  same  reasons.  When  it  is,  the 
place  of  the  voluntary,  part-time  instructor  will  be 
better  established.  There  will  continue  to  be  an 
important  place  for  the  selected  man  who  has  an 
honest  interest  in  teaching  but  the  problem  of  hon- 
orary appointments  may  be  eliminated. 

RECOGNITION  OF  THE  TEACHER 

Still  another  area  of  adjustment  necessary  if  the 
medical  school  is  to  conform  to  established  univer- 
sity practice  is  in  recognition  of  the  teacher.  Is  the 
atmosphere  we  have  created,  particularly  in  the 
clinical  departments,  attractive  to  the  type  of  man 
who  would  choose  to  devote  his  life  to  a university 
career?  When  I see  the  man  who  has  been  most 
successful  in  the  competition  for  academic  prestige, 
the  department  chairman,  so  overwhelmed  with 
problems  of  hospital  service  and  organization,  con- 
sultation, practice  and  fund  raising  that  he  is  going 
around  in  circles  and  has  little  or  no  time  to  be  a 
scholar,  I wonder  that  we  are  so  well  off.  I also 
wonder  whether  the  medical  school  is  not  be- 
coming the  haven  for  the  man  who  would  avoid 
the  rigorous  comptition  of  independent  practice 
yet  wishes  to  continue  to  operate  in  a narrow  tech- 
nical field,  rather  than  the  man  of  broad  background 
and  wide  interest  who  has  the  capacity  to  kindle  in 
his  students  the  desire  to  join  in  an  exciting  life 
venture.  If  the  academic  career  is  to  be  as  enticing 
to  the  physician  and  medical  scientist  as  it  is  to 
scholars  in  other  fields,  more  of  the  privileges  of 
university  life  should  be  extended  to  him.  For  ex- 
ample, perhaps  each  of  the  deans  present  should 
ask  himself  whether  the  pressure  to  produce  publi- 
cations is  not  greater  in  his  faculty  than  it  is  else- 
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where  in  the  university  and  whether  opportunities 
for  relief  from  the  constant  pressures  of  routine 
activity,  such  as  sabbatical  leaves,  are  as  available 
to  members  of  the  medical  faculty  as  they  are  to 
members  of  the  other  faculties.  Most  of  our  institu- 
tions would  be  improved  by  a small  dose  of  serenity. 
The  problem  of  recruitment  of  scholars  is  probably 
the  most  important  of  the  several  adjustments  neces- 
sary for  creation  of  the  university  atmosphere  and 
one  which  deserves  more  of  our  attention. 

HOSPITAL  RELATIONSHIPS 

Many  medical  school  administrators  have  been 
frank  in  recognizing  the  relationships  with  their 
affiliated  hospitals  as  a source  of  conflict  with  their 
universities.  Too  often  the  hospital,  as  the  wealthier 
of  the  partners,  is  placed  in  a position  where  it  can 
dictate  the  educational  policies  and  administration 
of  the  medical  school.  Conversely,  when  the  hos- 
pital is  owned  and  operated  by  the  university  or  is 
financially  dependent  upon  it,  it  may  drain  the 
energy  and  resources  of  the  medical  school  in  a 
service  program.  The  desired  arrangement  is  one 
in  which  the  two  institutions  are  engaged  in  a w ill- 
ing partnership,  based  on  mutual  trust  and  confi- 
dence, and  neither  one  is  dependent  financially 
upon  the  other.  When  this  situation  exists,  they  find 
little  difficulty  in  defining  their  respective  respon- 
sibilities. 

Another  focus  of  conflict  is  found  in  the  develop- 
ment of  the  research  institute  within  the  organiza- 
tion of  the  medical  school  and  its  affiliated  hospitals. 
Certainly  research  is  a university  function  but  it 
should  be  encouraged  within  the  framework  of  the 
university  enterprise,  so  as  to  provide  opportunity 
for  scholarly  endeavor  by  the  faculty  and  students. 
When  research  activity  is  related  directly  to  the 
availability  of  support  for  a specific  purpose,  rather 
than  the  investigative  interests  of  the  basic  faculty 
also  concerned  with  instruction,  the  research  insti- 
tute atmosphere  rather  than  the  university  atmos- 
phere is  likely  to  prevail  and  the  student  to  be 
neglected. 

PHYSICAL  LOCATION 

l have  left  until  the  last  what  is  probably  the  most 
challenging  and  difficult  problem  for  some  schools— 
their  physical  location  in  relation  to  the  heart  of  the 
university.  The  problem  of  bringing  the  medical 
school  into  intellectual  communion  as  well  as  ad- 
ministrative association  with  the  university  is 
magnified  tremendously  by  physical  separation. 


Where  this  situation  exists,  the  financial  obstacles 
to  relocation  are  often  so  enormous  that  it  hardly  i 
merits  consideration.  Physical  separation  alone  does 
not,  however,  prohibit  the  accomplishment  of  many 
of  the  other  adjustments  and  some  schools  have 
done  remarkably  well  in  compensating  for  this 
difficulty. 

As  a guide  to  the  establishment  of  new  schools 
Flexner’s  statement  is  as  valid  today  as  it  was  when 
written  30  years  ago:  “In  Northern  Europe,  it  has  I 
been  suggested  that,  in  order  to  obtain  clinical 
material,  the  medical  school,  detached  from  the  rest  • 
of  the  university,  should  be  located  in  a more  or 
less  remote  city;  for  the  university  is  known  to  be 
an  organic  community  of  students  and  scholars— an 
intellectual  and  spiritual  entity,  the  life  of  which 
depends  on  its  social  unity.  True  at  all  times  in  the 
past,  this  is  in  a still  further  and  perhaps  deeper  ' 
sense  true  today,  when  science  has  established  the 
interdependence  of  all  knowledge.  Medicine  is  in 
only  the  most  superficial  sense  a separate  realm. 
The  detachment  of  the  medical  school  from  the 
university  in  order  to  have  easy  access  to  patients 
therefore  sacrifices  the  unity  of  the  university  in 
order  to  accomplish  an  object  that  can  usually  be 
otherwise  attained.”2 

After  I had  finished  the  first  draft  of  this  paper, 

I reread  the  scholarly  address  delivered  a year  ago 
by  the  retiring  president  of  the  Association,  Stanley 
Dorst,  and  realized  that  I had  been  groping  for  an 
answer  to  the  challenge  with  which  he  closed  his 
remarks:  “How  shall  we  make  sure  that  the  ‘Idea  of 
a University’  w ill  prevail  and  grow  in  our  schools 
of  medicine  in  order  that  our  students  may  acquire 
knowledge  imaginatively  and  that  our  faculties  will 
develop  physicians,  not  specialized  technicians?”3 

CONCLUSIONS 

On  the  basis  of  the  foregoing  discussion  let  me 
offer  for  your  consideration  these  suggestions: 

1.  The  medical  school  should  be  a “branch  grow- 
ing out  of  the  living  trunk”  of  the  university  rather 
than  a loosely  attached  appendage  tolerated  for  the 
sake  of  apparent  educational  completeness.  The 
relation  of  the  medical  school  to  the  university 
organization  should  be  the  same  as  that  of  other 
schools.  This  implies  an  obligation  of  the  university 
to  assume  responsibility  for  its  administration,  the 
determination  of  its  educational  policy  and  its 
finances. 

2.  Medicine  should  be  classified  as  one  of  the 
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graduate  disciplines  of  the  university  and  its  educa- 
tional program  should  he  conducted  in  accordance 
with  the  standards  and  practices  of  a graduate 
school.  Inherent  in  this  recommendation  is  the 
assumption  that  the  university  atmosphere  will 
prevail  and  that  there  will  be  recognition  of  the 
fact  that  the  medical  student  is  a mature,  intelligent 
and  highly  motivated  individual  capable  of  taking 
advantage  of  the  broad  resources  of  the  university 
and  participating  in  the  advancement  as  well  as  the 
accumulation  of  knowledge. 

3.  Members  of  the  medical  faculty  should  have 

' the  same  status  and  relationship  to  the  university 
as  the  members  of  other  faculties.  Their  primary 
responsibilities  should  be  teaching  and  research  and 
their  salaries  should  be  derived  from  university 
resources.  This  recommendation  does  not  avoid 
recognition  of  a physician’s  obligation  to  society 
which  entails  contribution  of  his  knowledge  and 
skills  for  the  benefit  of  humanity.  It  does  imply, 
however,  that  the  delivery  of  medical  service  is  not 
the  primary  function  of  a medical  faculty  and  that 
a direct  relationship  between  income  from  practice 
and  salary  is  incompatible  with  the  maintenance 
of  university  status. 

4.  The  importance  of  the  teacher  must  be  recog- 
nized so  that  a career  in  academic  medicine  may  be 
attractive  to  the  scholar  of  broad  background  and 
wide  interests  as  well  as  the  scientist  who  is  highly 

tJ 

skilled  in  a narrow  field. 

5.  The  medical  school  should  be  in  physical 
proximity  with  the  rest  of  the  university. 

6.  In  the  relationship  of  the  medical  school  to  its 
affiliated  teaching  hospital,  there  should  be  a clear 
definition  of  the  respective  functions  of  the  two 
institutions.  The  medical  school  should  be  respon- 
sible for  teaching  and  research  and  the  hospital  for 

1 service.  This  simple  formula  may  be  applied  whether 
the  affiliated  hospital  is  owned  by  the  university, 
the  community  or  a governmental  agency. 


It  is  obvious  that  I have  entered  a controversial 
field  and  that  my  suggestions  are  long-range  and 
all  cannot  be  implemented  immediately.  For  ex- 
ample, financial  considerations  will  probably  require 
persistence  of  some  form  of  geographical  full-time 
program  in  many  schools  for  many  years.  Further- 
more, it  is  not  my  intention  to  advocate  regimenta- 
tion. If  more  intimately  associated  with  their  parent 
universities,  the  various  medical  schools  would 
inevitably  adopt  their  coloration  and  would  influ- 
ence it.  It  is  reasonable  to  suppose  that  a large 
coeducational  state  university  would  expect  its 
faculty  of  medicine  to  assume  responsibility  for 
instruction  of  a variety  of  auxiliary  medical  workers 
while  a more  conservative  private  institution  might 
choose  to  devote  its  resources  more  extensively  to 
development  of  a research  program.  This  does  not 
mean  that  either  one  is  better  than  the  other. 

I he  policies  I have  suggested  are  the  ones  upon 
which  I believe  new  medical  schools  should  be 
established  and  toward  which  the  older  ones  should 
direct  their  progress.  The  medical  school  must 
remain  the  Janus  of  the  university  in  that  it  cannot 
be  unaware  of  its  obligation  to  the  community 
through  its  affiliated  hospitals  but,  as  an  integral 
part  of  the  university,  its  vision  in  the  direction  of 
its  primary  responsibilities— teaching  and  research- 
must  be  sharpened.  This  will  require  changes  in  its 
administrative  pattern  and  in  its  educational 
program. 
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INDICATIONS  FOR  EMERGENCY  SURGERY  IN  BILIARY  TRACT  DISEASE 

Samuel  ).  Stabins,  m.d.,  Rochester , N.  Y. 


T n considering  indications  for  emergency  surgery 
in  biliary  tract  disease,  attention  is  immediately 
directed  towards  the  management  of  acute  chole- 
cystitis. However,  mention  should  be  made  of  the 
complicated  cases  of  acute  pancreatitis  and  the  rare 
instances  of  common  duct  obstruction  associated 
with  severe  cholangitis.  The  indications  for  emer- 
gency  surgical  intervention  in  acute  pancreatitis  are 
when  all  conservative  measures  have  failed  and  one 
is  faced  with  spreading  peritonitis,  localized  sup- 
puration or  unyielding  obstructive  jaundice.  In 
these  instances  surgery  is  indicated  to  drain  the 
lesser  peritoneal  sac  and  to  establish  external  biliary 
drainage.  In  rare  instances  one  is  confronted  with 
common  duct  obstruction  associated  with  chills  and 
high  fever.  The  cause  is  usually  an  impacted  stone 
at  the  ampulla  of  Vater.  In  these  cases  external 
biliary  drainage  is  a life  saving  measure  as  an  emer- 
gency procedure. 

One  could  argue  that  these  indications  are  not 
truly  emergency  for  there  is  a period  of  waiting  and 
thus  they  should  be  classified  as  acute  elective 
procedures.  There  are  still  some  observers  who  feel 
that  there  is  no  indication  for  emergency  surgery 
in  acute  cholecystitis.  Meagher  and  Campbell1  in 
reviewing  88  cases  of  acute  cholecystitis  report  a 
mortality  of  7.9  per  cent  and  a morbidity  of  58.3 
per  cent.  They  compare  this  with  208  cases  of 
chronic  cholecystitis  with  a mortality  of  1.9  per 
cent  and  a morbidity  of  20.7  per  cent.  The  compari- 
son is  irrelevant  for  everyone  will  agree  that  an 
elective  procedure  is  generally  preferable  in  dealing 
with  any  disease,  but  in  the  handling  of  acute 
cholecystitis  how  can  one  determine  which  cases 
will  go  on  to  resolution  or  to  gangrene  and  perfora- 
tion? 

In  1934  Heuer,2  in  an  article  on  the  factors  lead- 
ing to  death  in  operations  on  the  gall  bladder  and 
bile  ducts,  reported  that  21  per  cent  of  the  cases 
with  acute  cholecystitis  went  on  to  complications 
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I'he  Author.  Associate  Professor  of  Surgery, 
University  of  Rochester  School  of  Medicine  and 
Dentistry;  Surgeon-in-Chief,  Genesee  Hospital, 
Rochester,  N.  Y. 


SUMMARY 

The  argument  that  the  indications  for  surgical 
intervention  in  biliary  tract  disease  is  not  an  emergency 
is  untenable  since,  in  the  case  of  acute  cholecystitis, 
for  example,  one  cannot  foresee  what  cases  will  go 
on  to  resolution  and  what  to  gangrene  and  perfora- 
tion. The  author  quotes  from  several  writers  to  sup- 
port this  statement. 

All  the  cases  of  acute  cholecystitis  at  the  Genesee 
Hospital  in  Rochester  from  1946  to  April  1955  were 
reviewed  and  are  reported  in  this  paper.  This  study 
represented  190  such  cases.  Charts  are  included  to 
show  the  sex  incidence,  the  age  incidence,  the  admis- 
sion temperature,  duration  of  symptoms,  clinical  and 
laboratory  findings,  the  type  of  operation  performed, 
the  pathological  findings,  and  the  final  outcome. 

Attention  is  called  to  the  high  incidence  of  acute 
cholecystitis  in  males,  the  masking  of  the  underlying 
pathological  process,  and  the  need  for  immediate 
surgery  unless  adequate  preparation  of  the  patient  has 
not  been  made  or  there  exists  serious  complications. 


of  gangrene,  abscess  or  peritonitis  if  treated  con- 
servatively. Fallis  and  McClure3  in  1940,  reporting 
on  320  cases  of  acute  cholecystitis,  found  15.9  per 
cent  with  gangrene  and  perforation.  In  1941  Wallace 
and  Allen,4  reporting  on  415  cases  of  acute  chole- 
cystitis treated  at  the  Massachusetts  General  Hos- 
pital, found  gangrene  of  the  gall  bladder  in  29.4 
per  cent.  Glenn5  in  1942  stated  that  it  was  the  policy 
at  the  New  York  Hospital  to  operate  upon  all 
patients  with  acute  cholecystitis  after  adequate 
preparation  unless  a serious  complication  existed.  In 
1950  the  same  author6  presented  statistics  on  697 
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patients  operated  upon  for  acute  cholecystitis.  He 
arbitrarily  divided  the  patients  according  to  age, 
using  the  age  of  fifty  for  statistical  analysis.  There 
were  429  patients  under  fifty  years  of  age  and  268 
patients  over  fifty.  In  the  former  group  390  (90.9 
per  cent)  were  subjected  to  cholecystecomy;  39 
(9.1  per  cent)  to  cholecystostomy  and  31  (7.2  per 
cent)  to  common  duct  exploration.  The  mortality 
rate  was  1.4  per  cent.  In  the  latter  group  of  268 
cases,  223  (83.2  per  cent)  were  subjected  to  chole- 
cystectomy; 45  (16.8  per  cent)  to  cholecystostomy, 
and  30  ( 1 1 .2  per  cent)  to  common  duct  exploration. 
The  mortality  rate  in  this  group  was  4.9  per  cent. 
A total  of  61  patients  (8.8  per  cent)  were  subjected 
to  exploration  of  the  common  duct  and  stones  were 
found  in  40  patients  (65.6  per  cent).  The  author 
concluded  that  the  risk  was  greater  in  the  older  age 
group  and  that  drainage  instead  of  removal  was 
more  often  performed  in  this  group  because  of  age 
and  the  increased  severity  of  the  disease.  Oehsner7 
arbitrarily  divided  his  group  of  cases  into  three  age 
groups;  those  under  forty,  between  forty  and  sixty, 
and  sixty  years  of  age  and  older.  The  overall  mor- 
tality was  8.3  per  cent  with  no  deaths  in  134 
patients  under  forty,  1 1 deaths  (5.5  per  cent)  in  201 
patients  between  the  ages  of  forty  and  sixty,  and 
28  deaths  (21.1  per  cent)  in  133  patients  who  were 
sixty  years  of  age  and  over. 

Some  supporters  of  emergency  surgery  believe 
that  timing  is  the  factor  in  the  surgical  treatment  of 
acute  cholecystitis.  Barksdale  and  Johnston8,  De- 
Camp,9  and  others  believe  that  the  fatality  rate  is 
lower  with  prompt  operation  than  with  delayed  if 
intervention  is  accomplished  within  72  hours  of  the 
onset  of  the  disease.  After  72  hours  the  mortality 
rate  became  higher  when  prompt  rather  than  de- 
layed operation  took  place.  In  addition  these  ob- 
servers believed  that  the  case  fatality  rates  were 
affected  by  the  age  of  the  patient  and  the  severity 
of  the  disease.  On  the  other  hand,  Ross,  Boggs  and 
Dunphy,10  commenting  on  the  fallacy  of  “the  criti- 
cal period”  after  reviewing  pathological  specimens, 
stated  that  resolution  of  the  inflammatory  process 
after  an  attack  of  acute  cholecystitis  was  slow  and 
incomplete  regardless  of  the  clinical  course  of  the 
patient.  They  concluded  that  the  concept  of  any 
arbitrary  critical  period  during  which  surgery  for 
acute  cholecystitis  should  be  avoided  should  be 
abandoned. 

Borland  and  Jaehning11  in  reviewing  108  cases 
of  acute  cholecystitis  concluded  that  the  lack  of 
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parallelism  between  the  pathology  and  laboratory- 
clinical  findings  was  often  astounding. 

In  the  light  of  the  foregoing,  a review  of  all  the 
cases  of  acute  cholecystitis  treated  surgically  at  the 
Genesee  Hospital  from  1946  to  April  1955  was 
undertaken  to  determine  their  clinical  course.  This 
study  represents  190  cases  so  treated.  No  attempt 
was  made  to  determine  the  total  number  of  cases  of 
acute  cholecystitis  admitted  during  this  period. 
Records  in  which  the  surgeon  did  not  describe  an 
acute  process  in  his  operative  note  were  not  in- 
cluded even  though  the  pathological  report  of  acute 
cholecystitis  was  entered  in  the  chart. 

Table  1 reveals  in  incidence  of  66  cases  (34.9  per 
cent)  in  the  male  sex,  a much  higher  ratio  than 
usually  reported  in  elective  gall  bladder  surgery. 
Using  fifty  years  of  age  as  a standard,  80  cases  (42.2 
per  cent)  were  fifty  or  under  and  no  cases  (57.8 
per  cent)  were  fifty-one  years  of  age  and  older 
(Table  2).  Fhe  admission  temperature  (rectal), 
using  ioo°  F.  as  a basis  for  comparison,  is  recorded 
in  Table  3.  Of  the  190  cases,  116  (61. 1 per  cent) 


had  admission  temperatures  less  than 

IOO° 

F.  Even 

Table  i 

Sex  Incidence — 190  Cases 

CASES 

PER  CENT 

Male  

66 

34-9 

Female  

124 

65.1 

Table  2 

Age  Incidence  by  Decades 


AGE 

CASES 

PERCENTAGE 
OF  TOTAL 

1 

O 

13 

6.9 

31-40 

32 

16.8 

0 

1 

35 

,8.5 

51-60 

43 

22.6 

61-70 

37 

19.5 

71-80 

24 

12.6 

81-90 

5 

2.6 

91-100 

I 

0.5 

Total 

190 

IOO 

Table  3 

Admission  Temperature 

TEMPERATURE 

CASES 

PERCENTAGE 

100° 

I l6 

6l. I 

100°+ 

74 

38.9 

April,  19)6 
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in  rhc  presence  of  severe  acute  gangrene  not  infre- 
quently the  temperature  was  normal  or  only 
slightly  elevated. 

In  Table  4 a study  was  made  of  the  duration  of 
symptoms  from  the  onset  of  the  attack  until  hos- 
pital admission.  In  93  cases  (4K.9  per  cent)  the 
admission  was  within  48  hours  of  the  onset  and  in 
97  cases  (51.1  per  cent)  the  duration  of  symptoms 
varied  from  48  hours  to  10  days.  In  some  of  the 
earlier  cases  it  was  not  unusual  to  find  that  patients 
were  observed  in  the  hospital  for  periods  up  to  2 1 
days  before  operation.  At  operation  the  acute  path- 
ological process  w as  present  in  many  instances. 


Table  4 

Duration  of  Symptoms 


CASES 

PERCENTAGE 

Less  than  24  hours 

38 

20 

24-48  hours  

55 

28.9 

Over  48  hours 

97 

51. 1 

Total  cases  

190 

IOO 

Table  5 is  a study  of  the  white  blood  count  on 
admission.  In  67  (35.3  per  cent)  of  the  cases  out  of 
190  the  count  was  belowr  10,000.  However,  the 
differential  smear  was  more  revealing,  and  in  110 
cases  (71.8  per  cent)  out  of  153  recorded  the  poly- 
morphonuclear count  was  over  70  per  cent.  In  37 
cases  or  19.7  per  cent  no  smear  was  recorded.  Pain 
was  present  in  the  entire  series  and  this  was  the  only 
constant  finding.  Vomiting  was  present  in  10 1 cases 
(53.2  per  cent).  Tenderness  was  recorded  in  177 
cases  (93.2  per  cent)  and  spasm  in  121  cases  (63.7 
per  cent).  A mass  was  palpated  in  31  cases  (16.3  per 
cent)  and  in  13  cases  (6.8  per  cent)  nothing  was 
made  out  on  physical  examination.  The  patients 
making  up  this  group  of  13  casds  were  admitted  as 
elective  cases  and  the  acute  process  was  not  sus- 
pected before  operation  (T  able  6). 

T able  5 

White  Blood  Count  and  Differential  Smear 

CASES  PERCENTAGE 


Less  than  10,000 67  35.3 

Over  10,000  123  64.7 

Less  than  70  per  cent  polys 43  28.2 

Over  70  per  cent  polys no  71.8 

N ot  recorded  37  19.5 


Table  6 

Clinical  Findings 

cases  percentage 


Tain  190  100.0 

Vomiting  101  53.2 

Tenderness  177  93.2 

Spasm  1 21  63.7 

Mass  31  16.3 

Negative  except  for  pain 13  6.8 


Clinical  jaundice  was  noted  in  five  cases  (2.6  per 
cent).  I he  icteric  index  wras  recorded  in  42  cases 
(22.1  per  cent)  preoperatively  (Table  7).  In  the 
42  cases  in  which  the  icteric  index  was  recorded  28 
(66.6  per  cent)  had  an  elevated  icteric  index,  using 
8 units  as  the  normal  value  for  comparison  (Table 
8).  The  common  duct  was  explored  in  17  cases  (8.9 
per  cent).  In  four  of  these  explorations  (23.5  per 
cent)  common  duct  stones  were  found. 


T able  7 


CASES 

PERCENTAGE 

Jaundice  5 

Icteric  index  42 

2.6 

22.1 

Table  8 

Icteric  Index  — 42  Cases 

CASES 

PERCENTAGE 

Normal  14 

Abnormal  28 

33-4 

66.6 

Cholecystectomy  was  performed  in  177  cases 
(93.2  per  cent);  cholecystectomy  combined  with 
appendectomy  in  8 cases  (4.2  per  cent);  and  chole- 
cystostomy  in  5 cases  (2.6  per  cent).  In  the  8 cases 
of  combined  operation  the  preoperative  diagnosis 

was  acute  appendicitis  and  the  appendix  was  re- 
moved before  directing  attention  to  gall  bladder 
removal  (Table  9).  The  pathologists  reported  25 
cases  of  gangrene  and  9 cases  of  perforation  for  a 
total  of  34  cases  (17.9  per  cent).  A number  of  these 
patients  were  observed  in  the  hospital  for  days 
before  being  operated  upon.  In  184  cases  (96.8  per 
cent)  stones  were  found  in  the  gall  bladder  (Table 
10).  A total  of  44  cases  (23.2  per  cent)  were  oper- 
ated upon  by  the  resident  staff  and  146  cases  (76.8 
per  cent)  by  the  attending  staff  (Table  ii). 
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Table  9 

Type  ok  Operation 


CASES 

PERCENTAGE 

Cholecystectomy  

....  177 

93.2 

Cholecystectomy  and  appendectomy 

....  8 

4-2 

Cholecystostomy  

5 

2.6 

Talble  10 

Pathology 

CASES 

PERCENTAGE 

Acute  gall  bladder 

....  156 

82.1 

Gangrene  

....  25 

13.2 

Perforation  

....  9 

4-7 

Stones  in  gall  bladder 

....  184 

96.8 

Table  i i 

Patient  Status 

CASES 

PERCENTAGE 

Staff  

....  44 

23.2 

Private  

....  146 

76.8 

T here  were  two  deaths  in  the  entire  series  for  a 
mortality  rate  of  1.1  per  cent  (Table  12).  One  death 
was  in  a male  of  57  years  of  age  whose  bowels  pro- 
truded from  the  abdominal  wound  two  days  after 
cholecystectomy.  Following  repair  of  the  eviscera- 
tion he  succumbed  within  two  hours.  Permission 
for  autopsy  was  not  obtained.  In  the  other  case,  a 
female  of  80  years  of  age  with  a temperature  of  104 
was  subjected  to  an  operative  cholangiogram  in 
addition  to  cholecystectomy.  She  succumbed  36 
hours  postoperatively  in  what  appeared  to  be  hepatic 
coma. 


Table  12 


PERCENTAGE 

OPERATIONS 

DEATHS 

MORTALITY 

I90 

2 

1.1 

The  morbidity  in  the  190  cases  was  rather  low.  Of 
the  190  cases,  14  (7.4  per  cent)  developed  complica- 
tions of  a degree  to  warrant  recording  in  the  chart. 
It  is  not  unlikely  that  there  were  more  complica- 
tions which  failed  to  be  mentioned.  Wound  infec- 
tion was  the  most  common  complication  being 
present  in  9 cases.  There  was  one  case  of  severe 
hemorrhage  from  the  liver  bed,  one  bile  fistula,  one 
thrombophlebitis,  and  two  cases  of  postoperative 
pneumonia  (Table  13). 
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Table  13 
Morbidity 


Wound  infections  9 

Postoperative  hemorrhage  1 

Bile  fistula  1 

Thrombophlebitis  1 

Postoperative  pneumonia  2 

Total  14 — 7.4% 


DISCUSSION 

No  attempt  was  made  to  evalaute  the  length  of 
hospital  stay.  In  some  of  the  earlier  cases  surgical 
intervention  was  delayed  up  to  three  weeks  as  a 
cooling  off  period.  In  two  of  the  cases  acute  chole- 
cystitis developed  in  the  hospital  in  patients  con- 
valescing from  orthopedic  surgery.  In  those  cases 
where  emergency  surgery  was  performed  without 
delay  the  hospital  stay  was  considerably  shortened. 

T he  high  incidence  of  acute  gall  bladder  (34.9 
per  cent)  in  the  male  sex  is  much  higher  than 
usually  reported  in  elective  gall  bladder  surgery.  The 
clinicolaboratory  findings  too  often  were  of  no 
value  in  selecting  cases  for  delay.  Acute  gangrene 
and  impending  perforation  were  found  in  patients 
with  normal  temperatures  and  white  blood  counts. 
The  picture  not  infrequently  was  confused  by  the 
use  of  antibiotics  before  hospital  admission.  The 
use  of  these  drugs  during  a period  of  observation 
often  minimizes  the  acute  underlying  process. 

Pain  was  present  in  all  the  cases.  Spasm  w^as  the 
most  important  prognostic  sign  when  present.  The 
presence  or  absence  of  a palpable  mass  is  not  too 
reliable  a finding.  In  13  cases  the  patients  were 
admitted  for  elective  cholecystectomy  on  the  basis 
of  negative  findings.  With  the  present  day  use  of 
supportive  measures  including  antibiotics  the  mor- 
tality rate  in  emergency  gall  bladder  surgery  does 
not  appear  to  be  a deterrent.  Cholangitis  is  present 
to  some  degree  most  likely  in  almost  all  cases  of 
acute  cholecystitis  and  probably  accounts  for  the 
elevated  icteric  index  when  encountered.  However, 
common  duct  stones  may  likewise  be  a factor.  In  17 
cases  explored,  four  (23.5  per  cent)  had  common 
duct  stones.  T his  is  important  to  bear  in  mind  in  the 
overall  evaluation  of  indications  for  emergency 
surgery  since  the  tendency  to  explore  the  common 
duct  is  definitely  less  in  such  a situation.  Even  in 
elective  biliary  surgery  after  exploring  the  common 
duct,  stones  are  left  behind.  Operative  and  delayed 
cholangiograms  support  this  contention.  This  is 
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more  likely  to  occur  in  common  duct  explorations 
for  acute  cholecystitis  since  there  is  a potential 
danger  in  obtaining  operative  cholangiograms  in 
acute  cholecystitis.  In  one  death  in  this  series  an 
operative  cholangiogram  had  been  done.  Martcnn- 
sen12  reported  on  12  cases  of  operative  cholangio- 
grams in  acute  cholecystitis  with  a morbidity  in 
nine  cases  (75  per  cent). 

A delay  of  some  hours  to  adequately  prepare  a 
patient  is  often  indicated.  During  this  period  of 
preparation  antibiotics  can  be  started.  However, 
antibiotics  should  not  be  given  until  operation  has 
definitely  been  decided  upon  for  the  use  of  such 
drugs  during  a period  of  indecision  can  result  in  a 
confused  clinical  picture.  Gangrene  and  perforation 
of  the  gall  gladder  made  up  17.9  per  cent  of  the 
series.  It  was  impossible  to  tell  by  any  clinicolabora- 
tory  tests  which  cases  would  go  on  to  such  changes. 
Gall  stones  were  present  in  the  gall  bladder  in  96.8 
per  cent. 

CONCLUSIONS 

(1)  Acute  cholecystitis  is  not  uncommon  in  the 
male  sex,  being  present  in  34.9  per  cent  of  190  cases 
reviewed. 

(2)  The  clinicolaboratory  findings  are  not  indica- 
tive of  the  underlying  pathological  process  even 
when  gangrene  and  perforation  is  imminent. 

(3)  A delay  to  adequately  prepare  the  patient  for 
emergency  surgery  in  some  instances  is  indicated. 

(4)  Watchful  waiting  has  no  place  in  the  treat- 
ment of  acute  cholecystitis  unless  serious  complica- 
tions exist. 


(5)  The  mortality  and  morbidity  rate  in  the  light 
of  present  day  measures  is  not  appreciably  in- 
fluenced by  age. 

(6)  1 he  presence  of  acute  cholecystitis  is  an  indi- 
cation for  emergency  surgery. 
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ACUTE  CHOLECYSTITIS  WITH  ONSET  DURING  CHOLECYSTOGRAPHY 

William  A.  Geer,  m.d.,  Bridgeport 


T n the  diagnosis  of  cases  with  upper  abdominal 
pain,  reliance  is  often  placed  on  the  cholecysto- 
gram.  The  great  importance  of  making  the  correct 
diagnosis  in  these  cases  is  emphasized  in  a recent 
paper  by  Cole,1  where  reference  is  made  to  the 
disastrous  results  which  occur  when  myocardial 
infarction  is  mistaken  for  acute  cholecystitis,  and 
the  reverse  error  can  be  just  as  serious. 

An  x-ray  finding  of  normal  visualization  of  the 
gall  bladder  is  usually  thought  to  exclude  a diagnosis 
of  acute  cholecystitis.  In  order  to  interpret  the 
cholecystogram  correctly,  however,  it  is  essential 
to  know  the  time  of  onset  of  the  acute  attack. 
Recently  Pollack  and  Goodwin2  reported  a case  of 
gangrene  of  the  gall  bladder  in  which  the  gall 
bladder  had  been  visualized  after  administration  of 
telepaque.  The  revealing  clinical  feature  of  their 
case  was  that  sharp  right  upper  quadrant  pain 
started  shortly  after  taking  the  fatty  meal.  The  fol- 
lowing case  is  similar  to  that  reported  by  Pollack 
and  Goodwin. 

CASE  REPORT 

The  patient  was  a manufacturer,  age  49,  admitted  to 
Bridgeport  Hospital  in  the  evening  on  April  28,  1955  with 
complaint  of  severe  upper  abdominal  pain  of  a few  hours 
duration.  The  pain  had  started  near  noontime  after  taking 
the  fatty  meal  given  during  a Graham  test  on  the  day  of 
admission.  The  pain  was  localized  in  the  right  upper  abdo- 
men, and  vomiting  had  occurred. 

The  patient  had  a past  history  of  myocardial  infarction 
in  December  1954.  On  April  16,  1955  patient  had  been 
admitted  to  Bridgeport  Hospital  with  complaint  of  upper 
abdominal  pain  and  vomiting.  The  tentative  admission 
diagnosis  was  acute  cholecystitis.  An  electrocardiogram 
showed  signs  of  an  old  posterior  wall  infarction  of  the 
myocardium.  Radiographic  examination  of  the  gall  bladder 
showed  very  faint  visualization  after  the  usual  dose  of  tele- 
paque. After  administration  of  more  telepaque  for  a second 
Graham  test  better  concentration  was  seen  in  the  gall 
bladder.  Slight  contraction  was  noted  after  the  fatty  meal, 
and  no  evidence  of  cholelithiasis  was  seen.  The  pain  re- 
ceded and  the  patient  was  discharged  April  19,  1955  without 
a definite  diagnosis. 


The  Author.  Associate  Surgeon , Bridgeport 
Hospital 


SUMMARY 

A case  is  reported  in  which  the  onset  of  acute 
cholecystitis  occcurred  after  taking  the  fatty  meal 
during  a Graham  test. 


Examination  on  admission  on  April  28,  1955  showed  a 
firm,  tender  mass  in  the  right  upper  quadrant  of  the 
abdomen.  The  temperature  was  normal.  The  leukocyte 
count  was  14,700.  The  details  of  the  Graham  test  in  this 
case  are  of  great  importance. 

The  Graham  test  done  earlier  in  April  had  not  been 
entirely  satsifactory,  the  telepaque  had  to  be  given  in  a 
large  dose  in  order  to  obtain  visualization  of  the  gall  blad- 
der. Consequently  a second  cholecystogram  was  started  on 
April  27,  1955  as  an  outpatient  procedure.  At  this  time  the 
patient  was  not  having  abdominal  pain.  The  pain  started 
after  he  took  the  fatty  meal,  and  he  was  admitted  to  the 
hospital  at  8:40  p.  m.  with  complaints  of  upper  abdominal 
pain  and  vomiting. 

The  report  on  the  Graham  test  on  April  28,  1955  follows: 

A radiographic  examination  of  the  gall  bladder  by  the 
Graham  method  shows  a fairly  good  concentration  of  dye 
within  a gall  bladder  wTiich  lies  high  on  the  under  surface 
of  the  liver.  The  density  of  the  dye  shadow  is  slightly 
below  par  but  we  feel  that  the  concentration  is  within 
normal  limits.  There  is  no  evidence  of  calcified  or  choles- 
terin  calculi.  The  gall  bladder  contracts  only  slightly  after 
the  administration  of  a fatty  meal. 

Impression:  We  believe  that  the  gall  bladder  functions 
within  normal  limits  without  evidence  of  demonstrable 
biliary  calculi. 

An  electrocardiogram  showed  no  change  from  the  trac- 
ing done  at  the  recent  previous  hospital  admission. 

A diagnosis  of  acute  cholecystitis  was  made,  and  the 
patient  was  operated  on  under  ether  anesthesia  on  April 
29,  1955,  the  day  following  admission.  There  was  found  to 
be  a little  bile-stained  fluid  in  the  peritoneal  cavity.  The 
gall  bladder  was  extremely  tense  and  its  wall  was  thick 
and  edematous.  The  tissues  about  the  cystic  duct  and 
artery  displayed  an  extreme  degree  of  edema.  The  gall 
bladder  was  aspirated  and  found  to  contain  moderately  thin, 
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rather  dark  bile.  The  gall  bladder  was  opened  and  all  the 
bile  was  removed  by  suction.  There  were  found  to  be  a 
few  very  small,  soft  concretions  in  the  gall  bladder.  These 
concretions  were  scarcely  larger  than  grains  of  sand.  Chole- 
cystectomy was  performed  and  the  patient  made  a satisfac- 
tory recover)'. 

COMMENT 

In  both  this  case  and  that  reported  by  Pollack  and 
Goodwin  the  cystic  duct  apparently  became  ob- 
structed after  taking  the  fatty  meal  during  the 
Graham  test.  Thus  in  both  cases  the  surgeon  is  pre- 
sented with  the  clinical  picture  of  acute  cholecystitis 
in  a patient  who  is  reported  to  have  a normally 


functioning  gall  bladder  by  x-ray  examination.  The 
explanation  becomes  clear  when  it  is  noted  that  the 
pain  started  after  the  patient  took  the  fatty  meal, 
and  this  was  the  time  when  the  gall  bladder  became 
obstructed. 
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GLAUCOMA  IN  GENERAL  MEDICAL  PRACTICE 

R.  M.  Fasanella,  m.d.,  New  Haven 


/^VNE  in  fifty  of  patients  over  40  years  of  age  have 
undiagnosed  chronic  simple  glaucoma.  Ap- 
proximately one  million  Americans  probably  have 
undiagnosed  chronic  simple  glaucoma. 

Prevention  of  blindness  from  glaucoma  should  be 
of  great  concern,  not  only  to  the  eye  specialist,  but 
to  the  entire  medical  profession— the  pediatrician, 
the  surgeon,  the  general  practitioner,  and  the  intern- 
ist. It  is  not  uncommon  to  see  the  pediatrician 
mistake  glaucoma  for  a meningitis  because  of  the 
nausea  and  vomiting  in  a child.  The  general  practi- 
tioner has  been  known  to  treat  a case  of  glaucoma 
as  though  it  were  a conjunctivitis.  Nausea  and 
vomiting  and  abdominal  pain  often  suggest  gastro- 
intestinal pathology  to  both  the  internist  and  to  the 
general  surgeon.  Appendices  and  gall  bladders  have 
been  removed  for  glaucoma.  Glaucoma  has  been 
mistaken  for  an  acute  sinusitis.  Unfortunately  in 
chronic  simple  glaucoma  there  may  be  no  pain  or 
visual  disability.  Therefore,  glaucoma  has  been 
spoken  of  as  a thief  in  the  night.  Ocular  hyperten- 
sion is  often  the  only  early  sign  of  chronic  simple 
glaucoma.  Glaucoma  should  always  be  suspected 
when  the  patient  has  headaches,  especially  in  the 
forehead,  and  if  unilateral;  or  eye  pain  from  using 
his  eyes  at  low  levels  of  illumination;  or  eye  pain 
from  viewing  television  or  movies.  Pain  around  the 


The  Author.  A s sis  tan!  Clinical  Professor  of  Oph- 
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SUMMARY 

Because  of  the  prevalence  of  glaucoma  in  the  United 
States  and  in  particular  among  the  patients  over  40 
years  of  age,  it  is  important  that  all  physicians  should 
recognize  the  symptoms,  in  particular  the  pediatrician, 
the  surgeon,  the  general  practitioner,  and  the  internist. 

A method  is  described  which  is  being  sponsored  by 
the  Ophthalmological  Foundation,  Inc.  whereby  ocular 
tension  may  be  measured.  Instruction  in  this  method 
may  be  obtained  from  local  ophthalmologists  or  from 
the  Section  on  Ophthalmology  at  the  Yale  University 
School  of  Medicine. 


eyes  or  headaches  when  he  awakens  in  the  morning 
are  significant  symptoms. 

Throughout  the  country  a move  is  under  way  to 
aid  an  early  diagnosis  of  glaucoma,  not  only  by 
eye  specialists,  but  by  the  entire  medical  profession. 
This  project  is  being  conducted  by  the  Ophthalmo- 
logical Foundation,  Inc.  of  New  York  City.  A 
project  has  been  set  up  whereby  there  will  be  a 
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Figure  i 

Ocular  Hypertension  Indicator  showing  separate  parts 


routine  screening  of  all  adult  patients.  Currently 
404  ophthalmologists  in  the  United  States  are  co- 
operating as  preceptors.  Some  5,000  physicians  in 
general  practice  have  already  been  instructed  and 
have  found  and  referred  over  1,000  glaucoma  sus- 
pects according  to  a survey  made  in  April  1954. 

Every  medical  school  in  the  country  is  now  teach- 
ing its  young  doctors  how  to  measure  ocular  ten- 
sion. Diagnostic  clinics  throughout  the  country  are 
making  ocular  hypertension  part  of  their  survey. 
At  Vale  School  of  Medicine,  medical  students  in  the 
third  year  class  and  all  the  residents  on  medicine 
have  personally  been  supervised  in  the  taking  of  an 
ocular  pressure  with  the  ocular  hypertension  indi- 
cator. The  standard  tonometer  which  is  necessary 
for  diagnosis  and  treatment  by  an  ophthalmologist 
may  be  used  for  screening,  but  the  ocular  hyperten- 
sion indicator  which  was  developed  for  this  purpose 
is  recommended  because  the  reliability  of  the  read- 
ing is  not  affected  by  rough  handling.  Furthermore, 
it  is  simpler  and  less  costly.  Ocular  hypertension 
indicators  are  sold  to  physicians  at  a nonprofit  price 
of  Si 2 each  by  the  Ophthalmological  Foundation. 

Ocular  anesthesia:  Dorsacaine  hydrochloride  solu- 
tion is  manufactured  by  the  Smith-Dorsey  Com- 
pany, Lincoln,  Nebraska  in  a 0.4  per  cent  solution. 
A panel  of  57  ophthalmologists  indicate  a substantial 
preference  to  dorsacaine  hydrochloride  in  contrast 


to  pontocaine.  0.5  per  cent  shows  a minimum  dura- 
tion of  the  anesthesia,  a minimum  stinging  sensation, 
a minimum  effect  on  the  corneal  epithelium,  and  a 
quick  onset.  For  cleaning  the  ocular  hypertension 
indicator,  70  per  cent  ethyl  alcohol  has  been  recom- 
mended. All  traces  of  alcohol  must  be  removed.  To 
make  doubly  sure  of  removing  the  alcohol,  it  is 
urged  that  the  foot  plate  and  plunger  be  dipped  in 
sterile  water  and  then  dried.  A note  of  caution  must 
be  made.  A positive  diagnosis  of  glaucoma  cannot 
be  made  on  a single  tonometric  reading.  A diagnosis 
of  glaucoma  must  be  the  responsibility  of  the 
ophthalmologist.  There  are  cases  of  glaucoma  with 
low  tensions  and  glaucoma  with  intermittent  high 
tensions.  False  positives  include  patients  with  abnor- 
mally rigid  ocular  coats  and  patients  whose  ocular 
pressure  is  momentarily  raised  by  excessive  squeez- 
ing of  the  eye  muscles  during  tonometry.  The  term 
“increased  pressure  in  the  eye  ball”  is  less  frighten- 
ing to  most  patients  than  the  term  “glaucoma.” 

The  Ophthalmological  Foundation,  Incorporated 


Figure  2 

Close  up  Ocular  Hypertension  Indicator  applied  to 
cornea 
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of  1 1 1 East  59th  Street,  New  York  22,  New  York 
will  furnish  free  of  charge  a booklet  called  “Glau- 
coma in  General  Medical  Practice”*  and  will  sell 
ocular  hypertension  indicators  to  all  of  those  physi- 
cians wishing  to  cooperate.  Connecticut  physicians 
may  seek  the  aid  of  the  ophthalmologist  nearest  to 
them  to  act  as  a preceptor.  Those  so  desiring  may 
he  taught  at  the  Yale  University  School  of  Medicine 
by  the  Section  of  Ophthalmology.  We  urge  that  the 
entire  medical  profession  help  prevent  blindness 

’Address  requests  for  booklets  to  Charles  P.  Tolman, 
Director,  Glaucoma  Research  Project,  P.  O.  Box  66,  Kew 
Gardens  15,  N.  Y. 


from  glaucoma  by  its  early  detection  through  the 
use  of  a simple  objective  test  for  ocular  hyperten- 
sion. 

Since  one  million  Americans  probably  have  un- 
diagnosed chronic  simple  glaucoma  it  is  the  duty  of 
all  to  aid  in  its  early  diagnosis. 
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SCHWANNOMA  OF  THE  PHARYNX 

John  A.  Kirchner, 

npHE  schwannoma  is  a benign  neural  neoplasm 
arising  from  the  sheath  cells  of  Schwann  and  is 
frequently  termed  “neurilemmoma.”  Although  it 
may  arise  from  any  peripheral,  cranial,  or  sympa- 
thetic nerve,  it  is  rather  rarely  seen,  and  seems  to 
favor  the  neck  as  a site  of  origin  (26  per  cent  and  43 
per  cent  by  two  different  authors).1-2  Guggenheim3 
in  19^3  reported  36  pharyngeal  cases  from  the  w orld 
literature;  about  three  cases  have  been  published 
since  then.4-5-6 

The  schwannoma  is  characteristically  a solitary 
encapsulated  tumor  and  produces  symptoms  by 
pressure  on  or  displacement  of  neighboring  struc- 
tures. If  it  presents  as  a mass  in  the  pharynx  or  soft 
palate,  it  arises  from  branches  of  the  pharyngeal 
plexus  and  may  become  large  enough  to  interfere 
w ith  speech,  swallow  ing,  nasal  breathing,  ventilation 
of  the  eustachian  tube,  and  movements  of  the  head 
and  neck.  Involvement  of  the  cervical  sympathetic 
trunk  may  produce  an  Horner’s  svndrome. 

The  differential  diagnosis  of  a mass  in  the  upper 
portion  of  the  pharynx  includes  mixed  salivary  gland 
tumor,  carotid  body  tumor,  thrombosed  carotid 
aneurysm,  tuberculous  lymphadenitis,  lymphoma, 
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SUMMARY 

A large  mass  in  the  throat  occupying  the  retro- 
pharyngeal and  parapharyngeal  spaces  and  presenting 
as  a mass  at  the  angle  of  the  mandible  is  presented 
here  as  an  interesting  illustration  of  symptoms  and 
differential  diagnosis. 

Surgical  removal  of  such  a mass  is  made  difficult 
by  its  intimate  relationship  to  the  major  blood  vessels 
of  the  neck  and  to  the  trunks  of  the  cranial  nerves 
in  this  area.  The  relative  advantages  of  intra-oral  and 
extra-oral  approaches  are  presented  and  the  authors’ 
operation  described. 
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branchial  cleft  cyst,  lipoma,  fibroma,  and  other 
benign  neoplasms.  Chiefly,  however,  it  must  be 
differentiated  from  malignant  disease  of  the  naso- 
pharynx. A malignant  neoplasm  may  present  as  a 
i forward  and  medial  bulge  in  the  soft  palate,  but 
usually  is  harder  and  less  movable  on  palpation  than 
is  a benign  neural  tumor. 

Since  the  schwannoma  is  highly  radioresistant,  its 
treatment  consists  of  surgical  removal.  Exposure 
of  the  tumor  will  allow  removal  of  a section  of  it 
for  frozen  tissue  studies  to  establish  the  diagnosis. 
Although  benign,  the  tumor  will  produce  increas- 
ingly more  distressing  symptoms  during  its  growth 
and  will  be  more  difficult  to  remove  once  it  has 
attained  a large  size. 

The  relative  advantages  of  the  intraoral  and  ex- 
' ternal  approaches  are  well  summarized  by  Guggen- 
heim. Uncontrollable  hemorrhage  may  result  from 
attempt  to  remove  a large  pharyngeal  schwannoma 
through  the  mouth,  since  it  lies  in  intimate  contact 
with  the  great  vessels.  For  the  same  anatomic 
reason,  cranial  nerve  tracts  in  the  neck  are  jeopard- 
ized by  the  intraoral  approach. 

The  case  reported  here  is  of  interest  as  a problem 
i in  surgical  approach.  Located  in  the  lateral  pharyn- 
geal wall  it  extended  upward  to  the  level  of  the 
j eustachian  orifice,  across  the  midline  of  the  naso- 
: pharynx,  and  could  be  palpated  as  a firm  mass  be- 
hind and  below  the  angle  of  the  mandible.  The  main 
questions  preoperatively  were: 

1.  Would  a combined  (external  and  intraoral) 
approach  be  necessary,  as  described  by  Guggenheim 
because  of  its  location  in  both  the  para-  and  retro- 
pharyngeal spaces? 

2.  Would  piecemeal  removal  of  the  tumor  be 
necessary  because  of  its  large  size  and  because  of 
the  possibility  of  over-stretching  vital  structures  in 
the  neck  during  manipulation? 

3.  Would  the  mandible  have  to  be  divided  tem- 
porarily to  obtain  adequate  exposure  of  the  mass? 

4.  Would  tracheostomy  be  necessary? 

CASE  REPORT 

Fifty-five  year  old,  white  widow  admitted  to  New  Haven 
Hospital  June  6,  1955  with  chief  complaint  of  tumor  in  the 
throat.  The  present  illness  began  March,  1955  following  a 
tooth  extraction  when  she  developed  a persistent  sore  throat. 
Her  physician  at  that  time  noted  a bulge  in  the  back  of 
the  throat  and  felt  that  it  represented  a peritonsillar  abscess. 
After  it  failed  to  respond  to  penicillin  therapy  she  was 
seen  by  Dr.  Charles  Flynn  who  made  a clinical  diagnosis 


Figure  i 

X-ray  showing  location  of  tumor 

of  schwannoma,  and  recommended  consultation  by  a local 
surgeon,  who  in  turn  referred  her  to  this  institution. 

On  admission  she  complained  of  a constant  dull  ache 
over  the  left  eye,  and  some  pain  over  the  left  side  of  the 
neck  with  radiation  to  the  left  arm,  particularly  when 


Diagram  showing  retro-  and  parapharyngeal  loca- 
tion of  tumor  with  lateral  displacement  of  great 
vessels 
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reclining.  There  was  slight  dysphagia,  and  a sensation  that 
the  bolus  went  down  the  right  side  of  the  throat  only. 
Since  the  onset  of  the  illness  she  had  been  unable  to  raise 
her  left  arm  over  her  head. 

Physical  examination  revealed  slight  ptosis  of  the  left 
upper  lid  and  a miosis  of  the  left  pupil.  The  voice  did  not 
seem  particularly  hoarse,  although  the  patient  reported  that 
it  was  different  from  her  normal  voice.  The  left  side  of 
the  face  was  dry  and  did  not  perspire  even  under  the  heat 
lamp.  A smooth  mass  of  rubbery  consistency  was  palpable 
at  the  angle  of  the  mandible  on  the  left  and  extended 
posteriorly  over  the  tip  of  the  mastoid  processs.  A large 
smooth  rubbery  mass  was  seen  in  the  oropharynx  in  the 
lateral  posterior  wall  pushing  the  soft  palate  forward. 
Examination  with  a postnasal  mirror  and  nasopharyngoscope 
showed  the  upper  pole  to  be  at  the  level  of  the  eustachian 
orifice  and  the  lower  in  the  vallecula. 


Figure  3 

Preoperative  intra-oral  photograph  showing  bulging 
of  posterolateral  wall 


A clinical  diagnosis  of  benign  tumor,  probably  schwan- 
noma, was  made.  It  appeared  to  occupy  the  left  parapharyn- 
geal  and  retropharyngeal  spaces. 

Preoperative  roentgenograms  confirmed  the  presence  of 
the  mass  and  showed  it  to  be  lying  across  the  midline. 

Operation  was  carried  out  June  8,  1955  under  general 
anesthesia.  An  incision  was  made  from  the  tip  of  the  left 
mastoid  process  parallel  to  the  horizontal  ramus  of  the 
mandible  about  three  inches  in  length.  From  the  mid  point 
of  this  incision  a vertical  limb  was  dropped  directly  over 
the  course  of  the  carotid  vessels.  After  the  tumor  was 
exposed  through  this  incision,  a small  segment  was  excised 
and  sent  for  frozen  section  which  was  reported  as  tumor 
of  neural  origin.  The  flaps  were  reflected  upward  anteriorly 
and  posteriorly,  sparing  the  mandibular  branch  of  the 
facial  nerve.  The  digastric  and  stylohyoid  muscles  were 
divided  and  the  hvpoglossal  nerve  identified  and  retracted. 
The  carotid  vessels,  displaced  laterally  by  the  tumor,  were 
found  to  be  intimately  adherent  to  the  surface  of  the  tumor 


Figure  4 

The  excised  tumor 


capsule  and  were  dissected  free,  preserving  the  internal 
carotid  and  removing  a portion  of  the  external  carotid 
system.  The  internal  jugular  vein  was  never  definitely 
identified.  The  internal  carotid  artery  was  dissected  free  of 
the  tumor  up  to  the  point  of  its  disappearance  beneath  the 
stylohyoid  process.  After  freeing  all  the  structures  super- 
ficial to  the  pseudocapsule  of  the  tumor,  an  opening  was 
made  in  it  and  a finger  inserted  into  a free  plane  which 
allowed  blunt  dissection  of  the  tumor  mass  inside  this 
pscudocapsule.  While  freeing  the  tumor  in  this  fashion,  an 
inferior  pedicle  was  found  running  in  a vertical  direction 
and  was  thought  to  be  the  cervical  sympathetic  trunk, 
which  required  division  to  permit  removal  of  the  tumor. 
Mobilization  of  the  tumor  was  facilitated  bv  having  an 
assistant  insert  his  finger  into  the  patient’s  mouth  and  push 


Figure  5 

Postoperative  intra-oral  photograph 
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the  tumor  laterally.  The  tumor  was  removed  in  one  mass, 
after  which  palpation  and  inspection  of  the  pharynx 
revealed  no  residual  portion  in  the  retropharyngeal  area. 
One  small  branch  of  the  vagus  nerve  was  injured  during 
the  removal  of  the  tumor,  a branch  thought  to  he  the 
superior  laryngeal  nerve.  Because  of  the  large  residual  dead 
space,  the  tumor  cavity  was  drained  bv  means  of  a small 
penrose  drain  and  the  wound  closed  in  layers. 

When  seen  on  rounds  the  day  after  operation,  the  patient 
reported  that  she  could  raise  the  left  arm  over  her  head 
for  the  first  time  in  months.  She  ran  a low  grade  fever 
despite  penicillin  and  streptomycin  and  developed  consider- 
able swelling  retropharyngeally  and  in  the  left  lateral  neck. 
No  localized  infection  was  present  in  these  areas  as  proven 
by  exploratory  aspiration  on  two  occasions.  The  tempera- 
ture promptly  subsided  when  penicillin  was  discontinued  on 
the  seventh  postoperative  day  and  the  patient  was  dis- 
charged on  the  1 4th  postoperative  day. 

Six  weeks  after  operation  the  swelling  in  the  neck  and  in 
the  pharynx  had  completely  subsided  and  the  patient’s 
symptoms  were  relieved.  The  Horner’s  syndrome  persists. 

pathologist’s  report 

The  specimen  is  a well  circumscribed  tumor  mass  with  a 
thickened  homogeneous  smooth  capsule,  and  measures  7 X 
j'/2  X 4 Vi  cms.  in  size.  On  sectioning,  the  cut  surface  reveals 
some  thick,  mucoid  areas  dispersed  throughout  a hemor- 
rhagic stroma.  Microscopic  sections  show  a loose  to  compact 
arrangement  of  connective  tissue,  which  in  some  areas  has 
a whorled  ovoid  appearance  and  a rather  linear  stratified 
appearance.  The  nuclei  have  a stellate  to  ovoid  appearance. 
They  are  uniform  in  size  and  normal  in  staining  reaction. 

Pathological  diagnosis:  schwannoma. 

COMMENTS 

The  questions  which  arose  preoperatively  were 
all  answered  in  the  negative: 

1.  Combined  approach  was  not  necessary,  both 
the  retropharyngeal  as  well  as  the  parapharyngeal 
portions  of  the  tumor  being  accessible  through  the 
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external  incision.  The  pharyngeal  mucosa  remained 
intact. 

2.  1 he  tumor  was  removed  in  one  piece,  without 
undue  stretching  of  blood  vessels  and  nerves,  by 
ligating  and  dividing  branches  of  the  external  carotid 
system,  and  by  mobilizing  and  displacing  the  nerves. 

3.  1 he  mandible  was  retracted  laterally  and  did 
not  present  an  obstacle  in  exposure. 

4.  Tracheostomy  was  not  necessary,  since  the 
vocal  cords  moved  normally  at  the  end  of  the 
operation  and  there  was  no  evidence  of  edema. 

CONCLUSIONS 

1 his  case  demonstrates  the  feasibility  of  utilizing 
an  external  cervical  approach  in  the  removal  of  a 
large  benign  encapsulated  mass  occupying  the  para- 
pharyngeal and  retropharyngeal  spaces  as  high  as 
the  eustachian  orifice,  and  crossing  the  midline  to 
the  opposite  side. 
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PSYCHOSOMATIC  ASPECTS  OE  BACKACHE 


A.  DEFINITION  OF  PSYCHOSOMATIC  MEDICINE 

Psychosomatic  medicine  is  not  a specialty  cover- 
ing a specific  group  of  diseases.  It  is  a point  of  view 
according  to  which  the  emotional  life  of  the  patient 
must  be  taken  into  account  in  evaluating  the  clinical 
picture  in  every  case.  Not  only  does  every  disease 
process  have  an  emotional  component  but  the  nature 
of  this  component  changes  with  each  stage  of  the 
disease  and  must  be  constantly  re-evaluated.4  This  is 
my  approach  in  this  discussion  of  the  psychosomatic 
aspects  of  backache. 

B.  DOES  BACKACHE  HAVE  SPECIAL  PSYCHOSOMATIC 

SIGNIFICANCE? 

I believe  that  the  answer  to  this  question  is  “yes.’ 
Posture  expresses  much  of  our  emotional  life.  1 his 
fact  is  contained  in  a variety  of  popular  expressions, 
as  when  we  speak  of  someone  being  “spineless”  or 
“without  backbone,”  or  when  someone  “stands  up 
for  his  rights,”  or  is  “stiff  necked”  in  his  stubborn- 
ness. And  to  those  with  World  War  II  service,  the 
enlisted  man’s  exclamation  of  disgust,  “Oh,  my 
aching  back!”  must  still  call  forth  vivid  memories! 
It  should  come  as  no  surprise  therefore  that  low 
back  pain  was  listed  as  the  most  common  “psycho- 
somatic” symptom  in  the  Mediterranean  1 heater  in 
World  War  II,  and  that  an  estimated  40  per  cent 
of  all  musculoskeletal  disorders  in  that  group  had 
their  main  origin  in  emotional  disease.5  Although 
this  figure  may  seem  high  from  a civilian  point  of 
view,  low  back  pain  remains  an  important  somatic 
expression  of  emotional  stress. 

C.  VARIETIES  OF  PSYCHOSOMATIC  INTERACTION  IN 

BACKACHE 

The  following  patterns  of  mind-body  interaction 
can  be  distinguished  in  the  clinical  picture  of  back- 
ache.7 

(a)  A previously  tolerable  physical  disorder  may 
become  intolerable  when  a psychological  trauma  is 
superadded.  For  example,  it  may  occur  during  a 
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SUMMARY 

Psychosomatic  medicine  is  defined.  Special  psycho- 
logical aspects  of  backache  and  the  varieties  of  psycho- 
somatic interaction  which  can  occur  in  backache  are 
summarized.  The  clinical  diagnosis  of  the  emotional 
factor  in  backache  depends  not  only  on  the  presence 
of  a characteristic  symptom  complex  but  on  a positive 
demonstration  of  the  way  in  which  the  backache  ful- 
fills an  adaptive  role  in  the  emotional  life  of  the 
patient.  A rational  program  of  therapy  depends  upon 
the  proper  understanding  of  the  psychological  com- 
ponent. Illustrative  case  histories  are  included. 


period  of  bereavement,  as  in  the  case  of  a man  with 
spinal  osteoarthritis  who  became  incapacitated  fol- 
lowing the  death  of  his  wife,  or  another  man  with 
a protruded  disc  whose  symptoms  became  exacer- 
bated when  the  birth  of  a son  compelled  his  pre- 
viously overprotective  wife  to  divide  her  attentions 
between  him  and  the  newborn  child. 

(b)  Emotional  stress  may  release  an  accident 
prone  pattern  of  behavior  which  may  result  in 
overexertion  at  work  or  in  play,  or  in  unnecessary 
exposure  to  inclement  weather,  resulting  in  new 
physical  damage. 

(c)  A previously  overconscientious  person,  whose 
rigid  devotion  to  duty  concealed  an  underlying 
wish  to  be  taken  care  of  may  discover  that  the 
“bad  luck”  of  an  injury  is  not  so  bad  after  all  as  it 
can  provide  an  opportunity  to  fulfill  previously 
repressed  passive  dependency  wishes  and  to  exert 
a domineering  influence  over  his  family.  In  this 
category  are  the  patients  in  whom  a previously 
subclinical  osteoarthritis  or  disc  found  after  an 
injury  may  become  the  focus  for  future  complaints. 

(d)  Finally,  there  are  patients  who  are  frankly 
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psychoneurotic  or  psychotic,  in  whom  the  back 
symptoms  may  he  without  demonstrable  organic 
disease  and  may  be  a purely  symbolic  expression  of 
an  idea  which  the  patient  is  unable  to  verbalize.  In 
this  category  are  to  be  found  the  comptocormias, 
the  bizzare  gaits,  postures,  rigid  spines,  and  scolioses 
of  the  hysteric.  In  these  instances,  too,  there  may 
be  demonstrated  a generalized  muscular  overactivity 
and  spasm  which  can  give  rise  to  actual  pain.3 

I).  CLINICAL  DIAGNOSIS  OF  THE  EMOTIONAL 
COMPONENT 

It  is  quite  clear  from  the  foregoing  that  the  pres- 
ence of  organic  disease  is  not  incompatible  with  a 
significant  emotional  factor  in  the  clinical  picture. 
The  following  points1  will  serve  to  alert  the  exam- 
iner to  the  presence  of  a psychiatric  problem. 

(a)  A history  of  the  present  illness  which  is  vague 
and  which  is  characterized  by  irrelevant  circum- 
stantiality and  confused  chronology. 

(b)  Paranoid  attitudes  towards  the  staff. 

(c)  A tendency  to  dramatization  in  describing 
the  symptoms. 

(d)  Atypical  and  often  nonanatomical  distribution 
of  the  pain. 

(e)  Failure  to  respond  at  all  to  rest,  traction,  heat 
and  analgesic  medication. 

(f)  Accompanying  neurotic  symptoms  (acute  and 
chronic  anxiety,  insomnia,  anorexia,  irritability, 
headache,  chronic  fatigue,  crying  spells,  faint  feel- 
ings, trembling,  sweating,  nail  biting,  fear  of  dying, 
hypersensitivity  to  light  and  sound,  sighing  respira- 
tion) and  a life  history  characterized  by  recurring 
patterns  of  helplessness,  failure  and  dependency. 

In  the  experience  of  Brown  and  his  co-workers 
at  the  Massachusetts  General  Hospital1  the  presence 
of  four  or  more  of  the  foregoing  points  in  a patient 
with  low  back  pain  correlates  very  highly  with  a 
clinical  course  in  which  special  psychiatric  help  is 
a necessity. 

The  foregoing  criteria  are  important  primarily 
for  alerting  the  physician  to  the  need  for  intensified 
psychiatric  study.  A positive  psychiatric  diagnosis, 
however,  depends  upon  the  demonstration  of  the 
way  in  which  the  low  back  pain  fulfills  an  adaptive 
role  in  the  emotional  life  of  the  patient.  Without  it 
the  diagnosis  is  incomplete  and  the  foreging  criteria 
can  even  be  seriously  misleading. 

A young  woman  with  three  children,  who  was  abandoned 
by  her  alcoholic  husband  was  hospitalized  for  low  back 


pain.  A nephroptosis  was  diagnosed.  After  nephropexy 
the  pain  was  unchanged.  In  addition  she  was  depressed, 
anxious  and  obsessively  concerned  with  her  domestic  pre- 
dicament. The  psychiatric  consultant  who  was  called  at 
this  time  insisted  that  the  low  back  pain  was  not  related  in 
any  understandable  adaptive  way  to  the  great  emotional 
stresses  that  beset  her.  At  his  insistence  further  studies  were 
carried  out  which  revealed  Pott’s  disease  of  the  spine. 

A forty-five  year  old  man  was  hospitalized  for  backache. 
He  had  many  overt  evidences  of  anxiety.  When  all  clinical 
studies  were  negative  a psychiatric  consultation  was  ob- 
tained. The  psychiatrist  insisted  that  the  backache  did  not 
fulfill  any  adaptive  function  in  the  emotional  life  of  this 
neurotic  patient.  Swayed  by  his  opinion  the  surgeons  per- 
formed a laparotomy.  A carcinoma  of  the  tail  of  the  pancreas 
was  found. 

E.  THERAPEUTIC  CONSIDERATIONS 

1 he  first  principle  of  treatment  is  to  do  no  harm. 
It  is  astonishing  to  see  the  frequency  with  which 
frankly  psychiatric  cases  are  subjected  to  lumbar 
punctures,  myelograms,  laminectomies  and  braces 
without  adequate  psychiatric  evaluation.  By  the  time 
the  psychiatrist  is  called  in  the  picture  is  frequently 
complicated  by  tissue  injuries  incurred  in  unwise 
procedures  and,  not  uncommonly,  by  narcotic 
addiction. 

Recently  I saw  a patient  who  had  had  four  laminectomies, 
following  each  of  which  his  low  back  pain  became  more 
excruciating.  This  man  had  punctured  his  ear  drum  with  a 
nail  to  avoid  military  service  in  the  Russian  Army  in  1915. 
Shortly  thereafter  he  married  a domineering  energetic 
woman  two  years  his  senior.  He  became  an  invalid  almost 
immediately  following  his  self-inflicted  ear  injury.  He  com- 
plained endlessly  of  headaches.  His  wife  worked  hard  to 
support  him  and  their  two  children.  In  1945,  after  30  years 
of  continuous  invalidism  due  to  headache,  he  was  examined 
for  backache.  A herniated  disc  was  diagnosed  and  a lami- 
nectomy performed.  He  stopped  complaining  of  headache, 
but  his  lifelong  invalidism  remained  unchanged.  His  main 
complaint  now  was  low  back  pain,  for  which  three  useless 
laminectomies  were  done. 

The  psychiatric  management  of  such  patients  is 
admittedly  difficult.  In  all  instances  surrender  to  a 
physical  disability  is  less  wounding  to  the  vanity 
of  the  patient  and  less  anxiety  provoking  than 
would  he  the  conscious  acknowledgement  of  emo- 
tional disease.  In  some  instances  patients  seem  to 
have  developed  a conditioned  reflex  in  which  emo- 
tional stress  refocuses  awareness  on  a physical  injury 
which  was  incurred  in  a psychologically  stressful 
setting.6  The  success  of  the  treatment  depends  to  a 
degree  on  the  ability  to  get  patients  to  acknowledge 
their  needs  for  psychiatric  help. 

Whether  or  not  one  succeeds  in  getting  the 
patient  to  acknowledge  his  need  of  help,  attempts 
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must  he  made  to  formulate  the  nature  of  his  emo- 
tional problem  (almost  necessarily  with  the  help  of 
a psychiatrist  and  psychologist).  Treatment  will 
depend  on  the  nature  of  the  formulation  of  the 
problem,  and  should  include  manipulation  of  his 
home  environment  with  the  help  of  social  service, 
vocational  rehabilitation  in  special  training  centers, 
and  a kind,  nonrejecting  attitude  on  the  part  of  the 
physician  in  the  face  of  unending  complaints.  In 
addition,  every  attempt  should  be  made  to  increase 
insight  by  means  of  psychotherapy.  A rational  plan 
of  treatment  based  on  a careful  formulation  of  the 
case  has  resulted  in  gratifying  improvements  in 
several  patients. 

CASE  HISTORY 

Mrs.  C.  C.,  age  48,  with  two  children,  one  a 25  year  old 
married  daughter  and  the  other  a 19  year  old  son  in  the 
Coast  Guard.  She  was  congenially  married,  though  sexually 
frigid. 

Her  main  complaint  was  upper  dorsal  backache  with  radi- 
ation into  both  arms.  It  started  one  day  when  she  suddenly 
turned  her  head  in  the  beauty  parlor.  The  pain  distribution 
could  not  be  explained  anatomically.  She  was  extremely 
hostile  to  the  staff.  Ordinary  symptomatic  treatment  gave 
her  no  relief.  Because  of  a facade  of  self  assurance  and  effi- 
ciency as  a housekeeper,  the  psychiatric  danger  signals  were 
ignored.  She  had  a laminectomy  which  revealed  an  inoper- 
able bony  spur  on  T2,  Following  this  she  became  a demerol 
addict  and  succeeded  in  controlling  everyone  on  the  ward 
with  her  demanding  complaints. 

This  was  her  condition  when  transferred  to  the  psycho- 
somatic ward  of  the  Mount  Sinai  Hospital.  Psychological 
tests  revealed  her  underlying  hysterical  character  structure. 


She  was  dissatisfied  with  her  role  in  life  as  a woman. 
Sexually  she  was  deeply  inhibited.  1 ler  test  responses  were 
expressive  of  a concealed  attitude  of  disdain  towards  men 
in  general  and  a conception  of  herself  as  an  emotionally  ] 
deprived  child.  During  psychotherapy  it  was  possible  to 
make  her  conscious  of  concealed  attitudes  and  to  correlate  I 
exacerbations  of  pain  with  hostility  to  her  husband  and 
feelings  of  guilt.  By  providing  her  with  adequate  emotional 
support  it  was  possible  for  the  therapist  to  wean  her  from 
her  demerol.  This  accomplished,  he  then  encouraged  her 
to  resume  her  previous  efficient  and  industrious  activities  as 
a housewife.  The  transition  to  her  own  home  was  facilitated 
by  the  help  of  a housekeeper  secured  with  the  assistance  of 
the  social  service  department.  Though  her  complaints  of 
pain  persist,  she  is  functioning  in  the  community  with  the 
help  of  superficial  supportive  therapy  and  mild  analgesic 
medication. 
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SCIATICA  — A MEDICAL  WASTEBASKET 


ATost  of  our  medical  diagnoses  have  gone  through 
■*"  a stage  where  a number  of  different  conditions 
were  given  the  same  name  because  of  a lack  of 
recognition  and  a lack  of  ability  of  the  physician 
to  carry  out  a differential  diagnosis.  T his  has  been 
aptly  called  the  medical  wastebasket  stage.  For  ex- 
ample, most  abdominal  pains  were  once  called  colic 
and  any  productive  cough  was  called  a rising  of  the 
lights.  At  the  present  time,  sciatica  is  just  emergin'? 
from  the  medical  wastebasket  stage. 

Sciatica  can  he  defined  as  any  pain  radiating  down 
the  back  of  the  leg,  which  may  or  may  not  be 
associated  with  pain  in  the  low  back.  It  is  usually 
considered  to  he  related  to  a herniated  interverte- 
bral disc.  This,  however,  is  true  in  only  a small 
percentage  of  the  cases. 

REFERRED  DEEP  PAIN 

Several  investigators  have  injected  irritating  solu- 
tions such  as  6 per  cent  salt  into  intraspinous  liga- 
ments and  various  other  deep  structures.  In  each 
case  they  have  reported  that  a deep  aching  type  of 
pain  is  produced  which  may  be  referred  long  dis- 
tances into  the  appropriate  extremity.  Injection  of 
salt  solution  into  the  ligament  between  the  fifth 
lumbar  vertebra  and  the  first  sacral  vertebra  will 
produce  a typical  sciatica  radiation  down  the  back 
of  the  leg.  This  is  undoubtedly  present  in  many 
painful  backs  in  which  there  is  no  involvement  of 
the  nerve  root.  It  is  important  to  remember  that 
referred  pain  can  travel  in  both  directions  and  that 
pain  around  the  knee  and  ankle  can  be  referred  up 
the  leg  and  also  simulate  sciatica.  The  patient  who 
has  a tight  heel  cord  leading  to  pain  in  the  fascia 
over  the  gastrocnemius  muscle  may  frequently  ex- 
perience pain  radiating  up  the  back  of  the  let?  which 
can  be  classified  as  sciatica. 

PYRIFORMIS  MUSCLE  SYNDROME 

A peculiar  and  unexplained  syndrome  involving 
the  pyriformis  muscle  exists.  It  consists  of  tender- 


Charles  O.  Bechtol,  ai.d.,  New  Haven 


The  Author.  Chief,  Division  Orthopedic  Surgery, 
Yale  University  School  of  Medicine;  Chief,  Ortho- 
pedic Service,  Grace-New  Haven  Community  Hos- 
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SUMMARY 

It  is  important  to  remember  in  any  case  which 
comes  in  the  classification  of  sciatica,  which  in  the 
broadest  sense  includes  any  pain  radiating  down  the 
back  of  the  leg,  can  still  be  considered  to  fall  into  a 
medical  wastebasket  type  of  diagnosis.  Our  differential 
diagnosis  of  this  condition  is  not  yet  well  established 
and  our  most  serious  pitfall  at  the  present  time  is  to 
consider  that  the  majority  of  cases  of  sciatica  are  due 
to  a herniated  intervertebral  disc. 


ness  over  the  muscle  when  palpated  either  through 
the  buttock  or  upon  rectal  examination.  The  pain 
radiates  down  the  leg  in  a typical  sciatica.  It  is  not 
known  whether  this  is  merely  referred  pain  or 
whether  the  pyriformis  muscle  irritates  the  sciatic 
nerve  as  it  passes  through  the  greater  sciatic  notch. 
The  history  of  this  pain  is  unusual  in  that  it  is 
usually  worse  at  rest  and  frequently  makes  sleep 
difficult,  and  in  contrast  to  many  other  types  of 
back  pain  is  improved  if  the  patient  is  up  and 
moving  about.  Treatment  to  the  pyriformis  syn- 
drome consists  in  massaging  the  pyriformis  muscle 
through  the  rectum. 

TRIGGER  POINTS 

The  presence  of  so-called  trigger  points  at  the 
attachments  of  muscle  to  bone  throughout  the  lowr 
back  have  been  recognized  by  many  investigators. 
1 hese  are  local  tender  areas.  I hey  are  called  trigger 
points  because  pressure  on  the  area  will  trigger 
off  referred  pain  which  in  the  low  back  may  fre- 
quently have  a sciatic  distribution.  The  nature  of 
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the  trigger  points  is  not  thoroughly  understood. 

1 hey  are  frequently  relieved  by  infiltration  of  the 
tender  area  w ith  procaine. 

PERIOSTEAL  PAIN 

Tender  areas  may  be  found  at  the  attachment  of 
the  fascia  of  the  back  to  the  crest  of  the  ilium.  Due 
to  increased  tension  on  this  fascia  over  a iong 
period  of  time  an  irritation  of  the  periostium  occurs 
which  may  produce  very  persistent  pain  w hich  in 
contrast  to  the  trigger  points  is  not  amenable  to 
novocaine  injection.  This,  like  anv  other  deep  pain 
in  the  area,  will  produce  a radiation  down  the  back 
of  the  leg  which  can  be  classified  as  sciatica. 

HERNIATED  INTERVERTEBRAL  DISC 

1 he  discussion  of  this  cause  of  sciatica  has  been 
purposely  delayed.  It  is  sometimes  given  credit  for 
producing  almost  all  examples  of  sciatica.  When  an 
accurate  differential  diagnosis  can  be  made,  how- 
ever, herniated  intervertebral  disc  will  probably  be 
found  to  cause  only  a small  percentage  of  cases  of 
sciatica.  The  pain  radiating  down  the  leg  in  this 


condition  is  presumably  due  to  pressure  of  the  disc 
upon  the  nerve.  I his,  how  ever,  is  probably  not  the 
entire  story.  I here  are  other  examples  of  pressure 
on  nerves  in  which  such  a referred  pain  along  the 
course  of  the  nerve  is  not  found.  1'here  is  also 
another  component  in  the  radiation  of  pain  from  an 
intervertebral  disc,  since  occasionally  a centrally 
placed  disc  without  any  signs  of  nerve  root  pressure 
is  found  which  may  also  produce  a sciatic  radiation 
of  pain.  I he  diagnosis  of  herniated  intervertebral 
disc  should  only  be  made  after  a careful  neurologi- 
cal evaluation  and  the  necessary  special  x-rays  if 
needed.  It  should  be  noted  that  the  straight  leg 
raising  test  is  not  at  all  specific  for  herniated  inter- 
vertebral discs,  but  may  be  present  in  any  type  of 
back  pain. 

CON  VERSION  II YSTERI A 

No  discussion  of  back  pain  or  sciatica  would  be 
complete  without  a mention  of  conversion  hysteria. 
1 his  must  always  be  considered  in  the  differential 
diagnosis  and  may  present  an  exceedingly  difficult 
diagnostic  problem. 


SOME  INDUSTRIAL  ASPECTS  OF  BACK  PAIN 

P.  N.  Barton,  m.d.,  Meriden 

Presented  as  part  of  Panel  on  Low  Back  Pain  at  30th  Connecticut  Clinical  Congress,  New  Haven,  September  14,  1955 


Dack  pain  is  one  of  the  most  important  and  diffi- 
cult  problems  in  occupational  medicine.  Physi- 
cians w'ho  practice  in  industry  have  frequent 
opportunities  to  observe  the  complexities  which  this 
common  complaint  may  present.  Just  as  with  any 
other  problem  in  occupational  medicine,  we  are 
attempting  to  reduce  the  incidence  of  back  pain 
complaints  as  well  as  to  reduce  the  frequency  and 
severity  of  lost-time  back-injury  cases.  As  with  other 
categories  of  occupational  disorders,  we  are  collect- 
ing and  analyzing  the  clinical  data  derived  from  a 
series  of  back  abnormalities.  From  this  study  we 
select  the  factors  which  appear  to  be  amenable  to 
effective  control.  Measures  are  then  applied  on  a 
trial  basis  and  their  results  observed.  The  measures 
which  appear  to  be  successful  then  become  shop 
practice.  Figure  1 and  Tables  I and  II  are  examples 
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SUMMARY 

Physicians  in  industry  have  an  unusual  opportunity 
to  observe  the  complexities  present  in  common  back 
disorders.  Their  objective  is  to  reduce  the  frequency 
and  severity  of  these  disorders.  This  objective  can  be 
obtained  through  1.  proper  job  placement;  2.  educa- 
tion in  methods  of  proper  lifting;  3.  elimination  of 
lifting  in  factory  operations;  and  4.  treatment  designed 
to  maintain  greatest  possible  activity  utilizing  occupa- 
tional as  well  as  medical  therapy.  It  is  hoped  that  these 
factors  may  have  certain  applications  to  the  general 
practice  of  medicine. 
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of  the  type  of  material  we  have  been  following. 
Figure  1 shows  that  this  problem  is  capable  of  some 
measure  of  solution.  This  reduction  in  lost  time 
back  cases  is  the  result  of  a program  designed  to 
accomplish  this.  Among  other  things  Table  I shows 
that,  of  those  individuals  reporting  to  an  industrial 
dispensary  with  back  complaints,  only  one  half  of 
them  appear  to  have  an  occupational  causation. 
Tabic  II  shows  that  with  the  presenting  complaint 
of  back  pain  in  industry,  most  individuals  recover 
in  a relatively  brief  period  of  time  and  it  is  only  a 
small  percentage  whose  symptoms  persist  and  who 
may  become  chronic  back  problems. 

How  have  we  gone  about  trying  to  solve  the 
problem  of  disabling  back  conditions?  We  have 


preplacement  back  x-rays  to  rule  out  the  presence 
of  the  anatomical  defects  which  we  have  reason  to 
believe  are  of  some  significance  in  the  causation  of 
chronic  back  disorders. 

Our  second  area  of  activity  has  been  educational. 
Individuals  have  been  given  cai'eful  instructions  and 
demonstrations  regarding  the  proper  methods  of 
lifting,  of  keeping  their  backs  as  straight  as  possible 
and  flexing  with  their  knees  and  thereby  avoiding 
the  mechanical  stress  primarily  to  the  lower  lumbar 
area  where  some  90  per  cent  of  back  pain  originates. 

Thirdly,  substantial  progress  has  been  made  in 
providing  various  types  of  mechanical  lifting  devices 
and  thereby  reducing  our  exposure  to  back  trauma. 
Included  also  in  this  area  of  prevention  has  been 


Table  I 


Alleged  or  Apparent  Causation  of  Low  Back  Symptoms  in  576  Consecutive  Cases 


OCCUPATIONAL 

PER  CENT 

NON-OCCUPATIONAL 

PER  CENT 

TOTAL 

PER  CENT 

Lifting 

183 

64.0 

20 

6.9 

2°3 

35-2 

Slipping 

27 

9-4 

3 

I .O 

3° 

5-2 

Fulling 

20 

7.0 

0 

O 

20 

3-5 

Bending  forward 

15 

5-2 

I 2 

4-2 

27 

47 

Falling 

12 

4-2 

4 

1.4 

16 

2.8 

Pushing 

IO 

3.6 

I 

0.3 

I I 

*•9 

Twisting 

9 

3-1 

I 

0.3 

IO 

17 

Striking  against  object 

9 

3-1 

O 

O 

9 

1.6 

Falling  object 

1 

•4 

O 

O 

I 

0.2 

U.R.I 

O 

28 

97 

28 

4-9 

Unaccustomed  work 

O 

O 

1 6 

5-5 

l6 

2.8 

Sneezing 

0 

O 

2 

0.7 

2 

0.3 

No  cause  given  or  discovered 

0 

O 

2°3 

70.0 

2°3 

35-2 

Total 

286 

290 

57  6 

Table  II 

Duration  of  Symptoms 


occupational  and 

non-occupational  back  cases  total  per  cent 


Under  1 week 268  46.5 

1-2  weeks  102  17.5 

1 month  77  13.4 

2 months  41  7.2 

3 months  or  over 40  7.1 

Unknown  48  8.3 

Total  576 


concentrated  on  four  basic  areas  of  prevention  and 
control.  A great  deal  of  emphasis  has  been  given 
job  placement.  By  knowing  in  detail  the  physical 
demands  for  a job  we  have  tried  to  match  these 
demands  with  the  physical  capacity  of  the  indi- 
vidual. Those  individuals  who  will  be  exposed  to 
lifting  stresses  of  75  lbs.  or  greater  have  been  given 


substantial  progress  in  the  improvement  of  floor 
surfaces,  good  housekeeping  practices,  and  the  re- 
duction of  spillage  of  fluids  on  floor  surfaces.  Many 
of  our  more  severe  back  injuries  have  come  from 
insecure  footing,  from  falls  and  from  faulty  chairs. 

Finally,  we  have  developed  techniques  of  treat- 
ment aimed  primarily  at  maintaining  physical  activ- 
ity of  the  individual  to  the  greatest  degree  possible 
under  the  presenting  circumstances.  This  includes 
the  provision  of  temporary  selective  placement  in 
those  relatively  few  cases,  in  our  experience,  where 
it  is  required,  the  use  of  analgesic  medications  and 
simple  physiotherapy  to  relieve  pain  and  muscle 
spasm  and  the  use  of  supportive  but  not  immobil- 
izing techniques  to  the  lower  back  aimed  at  giving 
maximum  comfort  to  the  patient.  We  have  also 
learned  the  importance  of  the  very  careful  selection 
from  our  spectrum  of  therapeutic  modalities,  in- 
cluding here  also  the  scope  of  examination,  to  best 
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Tetracycline  Lederle 

in  the  treatment  of 

respiratory  infections 

January  and  his  associates1  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


filled  sealed  capsules 


January,  H.  L.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  CYAN  AM  1 D COMPANY 

PEARL  RIVER.  NEW  YORK 


♦ REG.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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complement  the  psychological  and  personality  fac- 
tors presented  by  our  patients.  I might  add  that  we 
usually  have  a considerable  amount  of  background 
information  concerning  the  patient  when  we  see  him 
and,  therefore,  are  sometimes  better  able  to  estimate 
these  ever-present  personal  differences  in  our  man- 
agement of  the  individual  patient.  In  industry,  and 
1 assume  in  general  practice,  most  of  our  patients 
actually  have  relatively  minor  disorders  and  it  is 
only  the  few  who  present  problems  severe  enough 
to  warrant  referral  to  the  orthopedist  or  neurosur- 
geon. Thus  it  is  important  that  we  properly  evalu- 
ate our  patients’  conditions  so  that  we  may  where 
needed  get  early  expert  assistance  in  our  manage- 
ment of  the  severe  and  potentially  severe  situations. 

On  the  other  hand,  for  our  typical  industrial  patient 
we  have  successfully  adhered  to  an  approach  cen- 
tered on  activity  rather  than  on  inactivity.  We  feel  [ 
that  this  activity  has  been  of  extreme  value  in 
limiting  the  degree  of  disability  and  the  avoidance 
of  the  development  of  conversion  neuroses  which 
can  be  so  difficult  and  perplexing  wherever  factors 
involving  workmen’s  compensation  enter  into  any 
medical  situation. 

One  could  say  that  through  occupational  as  well 
as  medical  therapy  we  achieve  early  rehabilitation 
and  restoration  to  normal  function. 
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ANNUAL  COUNTY  ASSOCIATION  MEETINGS 
New  Haven,  Thursday,  March  22 


Waverly  Inn,  Cheshire 

Business  meeting  4:30  p.  m. 

Speaker:  Gene  Allen 

Subject:  “A  TOUCH  OF  SATIRE” 

Dinner:  7:00  p.  m. 

Hartford,  Tuesday,  April  3 

Hartford  Club,  Hartford 

Business  meeting  4:30  p.  m. 

Dinner:  7:00  p.  m. 

Speaker:  Mr.  George  Hogeman,  Associate  Actuary,  Aetna  Life  Insurance  Co. 

Subject:  “THE  NEW  FIELD  OF  ‘CATASTROPHIC’  INSURANCE  AND  HOW  IT  WIFI 
AFFECT  THE  FINANCING  OF  MEDICAL  CARE” 

New  London,  Thursday,  April  5 

Mohican  Hotel,  New  London 

Business  meeting  4:30  p.  m. 

Speaker  and  subject  to  be  announced 

Fairfield,  Tuesday,  April  10 


Stratfield  Hotel,  Bridgeport 

Business  meeting  4:30  p.  m. 

Dinner:  7:00  p.  m. 

Speakers:  David  Joslow  and  Chester  Schuler,  representatives  of  David  Dean  Smith,  Inc.,  New  Haven 
Subject:  “STEREOPHONIC  SOUND” 

Middlesex,  Thursday,  April  12 


Ivoryton  Inn,  Ivoryton 

Business  meeting  4:30  p.  m. 

Speaker  and  subject  to  lie  announced 

Dinner:  6:30  p.  m. 

Tolland,  Tuesday,  April  17 

Old  Homestead  Inn,  Somers 

Speaker  and  subject  to  be  announced 

Litchfield,  Tuesday,  April  17 

Place  to  be  announced 

Speaker:  Joseph  J.  Casper,  Special  Agent  in  charge  F.B.I.,  Connecticut 

Dinner:  6:30  p.  m. 

Windham,  Thursday,  April  19 

Ben  Grosvf.nor  Inn,  Pomfret 

Speaker  and  subject  to  be  announced 
April,  /(j)6 

Dinner:  (r.  30  p.  m. 
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EDITORIALS 


Obligation  and  Opportunity 

This  year  we  are  not  calling  upon  our  readers  ro 
lend  rn  ear  to  the  voice  of  the  turtle  as  we  did  on 
the  occasion  of  a recent  annual  meeting.  Rather, 
since  we  are  to  gather  in  Hamden,  we  should  turn 
our  eves  to  that  guardian  of  the  early  inhabitants 
of  the  Mill  River  and  Quinnipiac  region,  the  Sleep- 
ing Giant.  There  he  rests  as  he  has  for  centuries 
watching  over  the  coming  of  the  first  white  settlers, 
the  canal  boats  follow  ed  by  the  steam  train,  and  now 
the  high  pow  ered  motor  car. 

The  annual  meeting  of  the  House  of  Delegates 
of  our  Society  should  be  an  occasion  for  taking 
stock.  Each  delegate  or  his  alternate  is  expected  by 
his  County  Association  to  attend  this  session,  l oo 
often  we  hear  critical  comments  of  actions  taken 
bv  the  House.  The  agenda  is  published  and  dis- 
tributed to  each  delegate  well  in  advance  of  the 
meeting  and  in  sufficient  time  for  the  members  back 
home  to  be  informed  of  any  major  issues  to  be  dis- 
cussed. The  election  as  a delegate  from  a County 
Association  to  the  State  Society  entails  an  obligation 
w hich  can  only  be  discharged  by  attendance  at  the 
sessions  of  the  House  of  Delegates. 

The  opportunity  follows  in  the  scientific  sessions 
of  the  two  succeeding  days.  As  always  the  program 
committee  has  attempted  to  appeal  to  the  largest 
number  with  scientific  presentations  which  are 
timely  and  authoritative.  Connecticut  is  not  a large 
State.  Its  highways  are  good  and  travel  is  easy  in 
the  springtime.  The  Hamden  High  School  facilities 
are  excellent.  We  should  have  a large  attendance— 
and  you  should  be  there! 


The  Education  of  the  Physician 

During  the  past  tw  o years  the  question  of  what 
should  constitute  the  preprofessional  education  of 
the  physician  has  occupied  the  thinking  of  many 
leaders  in  the  educational  field.  The  legal  require- 
ment in  nearly  every  State  in  this  country  today  is 
two  years  of  college  level  work.  Since  January,  1953 
it  has  been  mandatory  in  registered  medical  schools 
that  all  acceptable  students  have  three  years  of  pre- 
professional study.  Today  more  than  10  per  cent  of 
registered  medical  schools  require  a degree  for 
admission.  The  importance  of  a broad  cultural  back- 
ground is  being  stressed  as  opposed  to  “undesirable 
limits”  in  scientific  study. 

In  the  1954  summer  issue  of  Seminar  Dr.  Sevring- 
haus,  in  viewing  the  long  training  required  for  a 
physician,  expressed  the  belief  that  “a  reorganization 
of  the  entire  educational  program,  which  would 
provide  an  even  better  education  in  future  years, 
is  possible,  and  we  must  discover  how  to  accom- 
plish it.” 

In  the  panel  discussion  on  “The  Impact  of  Pro- 
longed Specialized  Training  on  the  Practice  of 
Medicine”  conducted  during  the  recent  session  of 
the  American  .Medical  Association  in  Boston,  Stiles 
D.  Ezell,  xi. d.,  secretary  of  the  State  of  New  York 
Board  of  Medical  Examiners,  made  this  pertinent 
statement:  “The  American  system  (in  contrast  to 
the  system  outside  U.  S.  and  Canada)  is  one  of  mass 
production  which  presumes  that  a large  majority  of 
secondary  school  graduates  will  move  into  higher 
levels.  This  is  done  largely  by  diluting  early  re- 
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quirements  and  delaying  scientific  and  cultural 
education  until  the  college  years.  Guidance  and 
counselling  in  secondary  schools  is  grossly  inade- 
quate, and  the  present  interest  in  the  more  intelligent 
student  is  not  destined  to  correct  the  prolonged 
delay  in  arriving  at  the  potential  level  of  profes- 
sional study.  This  is  not  an  attack  upon  educational 
requirements,  but  it  may  well  be  a proper  reason 
to  revaluate  the  use  of  time.  There  is  urgent  need 
for  earlier  separation  of  the  professional  potential, 
earlier  exposition  to  the  fundamentals  of  prepro- 
fessional education,  and  more  enthusiasm  for  earlier 
mental  maturity  if  we  expect  to  maintain  the  attrac- 
tion of  the  best  minds  to  medicine.  May  I suggest 
that  quality  is  better  than  time.” 

That  there  exists  a difference  of  opinion  as  to 
the  remedy  is  evident  from  President  Eisenhower’s 
recent  statement  that  the  youth  of  our  day  needs 
an  added  year  or  two  in  high  school  and  college, 
whereas  former  Secretary  of  the  Army  Royall  ex- 
pressed the  belief  that  years  spent  in  learning  to 
read  and  write  and  do  arithemetic  should  be 
reduced.  Any  medical  editor  is  fully  aware  of  the 
fact  that  a great  many  doctors  of  medicine  need 
further  training  in  the  rudiments  of  English  gram- 
mar since  they  are  unable  to  express  themselves  in 
good  English. 

Dr.  Ezell  spoke  truly  when  he  said  that  “if  the 
professional  schools  intend  to  maintain  their  present 
standards,  and  indeed,  if  they  intend  to  survive,  they 
should  challenge  the  present  quality  of  secondary 
education,  they  should  demand  that  superior  stu- 
dents be  separated  from  the  masses  and  advanced 
according  to  their  abilities,  they  should  insist  on 
more  adequate  courses  in  the  general  sciences  in 
high  school,  and  they  should  cooperate  in  develop- 
ing better  methods  of  determining  maturity  and 
fitness  for  professional  study.  There  is,  in  this  coun- 
try, too  wide  a difference  in  what  one  might  call 
the  public  concept  of  preprofessional  education,  and 
the  private  concept  as  found  in  the  professional 
school.  The  attempt  to  bridge  the  difference  with 
the  concept  of  ‘broad  culture’  may  indeed  be  a 
reflection  of  hindsight.” 

It  requires  eight  years  more  to  prepare  a physi- 
cian than  it  does  an  engineer.  The  science  of  medi- 
cine is  becoming  more  complex  but  the  art  of  medi- 
cine must  not  be  overlooked.  The  decision  as  to 
where  the  emphasis  should  be  placed  in  this  in- 
creasingly complex  problem  of  preprofessional 
education  is  far  from  a simple  one.  The  prolonged 
training  involved  is  having  serious  impact  on  the 
practice  of  medicine. 
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Cancer  Detection  In  the  Physician’s  Office 

I he  April  education  and  fund-raising  campaign 
of  the  American  Cancer  Society  will  be  built  around 
the  slogan  “Fight  Cancer  With  A Check-up  And  A 
Check.”  It  is  expected  that  this  may  produce  a 
flurry  of  requests  for  general  examinations  to  physi- 
cians all  over  the  country.  Some  of  these  requests 
will  come  from  persons  who  consider  themselves  to 
be  well  but  wish  to  have  some  concrete  reassurance 
on  this  subject.  Many,  however,  will  come  from 
those  w7ho  have  been  putting  off  a visit  to  the 
physician’s  office  even  with  the  knowledge  that 
something  is  amiss  with  their  bodies. 

Physicians  should  welcome  these  requests  for  at 
least  three  reasons.  It  offers  them  an  opportunity  to 
make  new  contacts  who  may  eventually  become 
valued  patients  and  to  renew7  acquaintances  with 
former  patients  and  their  families.  Since  many  of 
these  contacts  will  lack  the  sense  of  urgency  that 
accompanies  the  usual  consultation  with  a sick  per- 
son, physician  and  patient  can  get  to  know  each 
other  a little  better.  The  extra  time  required  is  w ell 
spent.  Secondly,  the  physician  may  be  able  to 
provide  a much  needed  sendee  by  correcting  some 
unsuspected  condition  which  might  prove  serious 
later.  I his  could  be  anything  from  a simple  case  of 
overweight  to  a silent  cancer.  Finally,  the  physician’s 
willingness  to  comply  w ith  the  patient’s  reasonable 
request  w ill  improve  the  standing  of  the  profession 
with  an  important  group  of  the  laity  and  disarm  the 
public  planner  who  would  decry  its  ability  to  pro- 
vide this  type  of  service. 

A recent  poll  of  the  approximately  one  thousand 
physicians  who  are  participating  in  the  program  of 
cancer  detection  in  the  physician’s  office  in  Con- 
necticut shows  that  by  and  large  they  have  a con- 
siderable and  continuing  interest  in  this  sort  of 
examination.  Many  replied  that  they  considered 
every  examination  an  opportunity  and  a challenge 
to  find  early  forms  of  cancer  as  well  as  other  disease. 
From  the  number  and  variety  of  new  cancers  which 
they  reported  finding,  it  was  apparent  that  their 
search  w7as  far  reaching  as  w7ell  as  intensive. 

Although  we  all  realize  that  general  public 
acceptance  of  early  rational  and  adequate  treatment 
for  all  forms  of  disease  has  been  by  no  means 
achieved  to  the  degree  physicians  would  desire,  let 
us  not  lag  behind  any  favorable  trends  which  may 
develop  along  this  line.  While  we  as  a profession 
are  encouraging  an  attitude  of  vigilant  concern  for 
health  among  the  public,  let  us  remember  the  tre- 
mendous importance  which  our  own  individual 
attitudes  will  have  on  its  development. 
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The  Public  and  Blue  Shield 

Every  physician  knows  how  rapidly  Blue  Shield 
plans  have  grown  throughout  the  country  and 
thoughtful  ones  realize  the  vast  potential  for  public 
service  that  they  have.  But  there  is  a tendency  on 
the  part  of  many  physicians  to  lose  sight  of  the 
fact  that  the  people  have  a real  interest  in  these 
plans  and  feel  that  they  are  for  them. 

The  Buffalo  Evening  Nevis  has  lately  commented 
editorially  on  the  matter  and  many  of  its  observa- 
tions should  help  physicians  in  their  thinking.  We 
quote  from  that  editorial. 

“Blue  Shield  is  the  ‘doctors’  own  medical  prepay- 
ment plan,  to  be  sure,  but  it  operates  under  enabling 
laws  in  the  public  interest.  If  the  doctors,  coopera- 
tively and  voluntarily,  did  not  operate  their  medical 
insurance  plan  with  due  regard  for  that  public 
interest,  the  public  would  soon  turn  elsewhere.  If 
it  felt  it  could  not  look  to  Blue  Shield  for  effective 
coverage,  or  for  the  kind  of  protection  it  expected 
to  get  from  the  premiums  it  was  paying,  the  result 
would  be  the  biggest  push  anyone  could  give 
toward  governmentally  socialized  medicine. 

“Nobody  is  trying  to  tell  any  doctor  that  he  has 
to  participate,  or  what  fees  to  charge  any  patient 
outside  the  plan.  Those  who  belong  to  Blue  Shield 
should  want  to  make  the  plan  a success  in  doing 
what  it  set  out  to  do,  which  is  to  give  the  public  the 
best  medical  insurance  that  the  doctors,  through  a 
voluntary  cooperative  effort,  can  offer.  All  that  is 
really  involved  is  whether  the  doctors  themselves 
are  going  to  do  this  or,  by  defaulting  on  the  oppor- 
tunity, leave  it  to  outsiders. 

“If  Blue  Shield  does  not  give  the  public  what  it 
wants,  many  people  obviously  will  seek  it  else- 
where—through  regular  insurance  companies,  as 
many  have  done;  through  establishment  of  clinics,  as 
several  big  unions  are  contemplating;  or  through 
heightened  pressure  on  State  or  federal  governments 
for  some  form  of  socialized  medicine.  That  is  the 
last  thing  the  doctors  of  this  community  want  to 
invite,  and  that  is  why  we  hope  all  the  doctors  will 
remember  that  this  is  not  entirely  a private  argument 
on  which  the  public  is  merely  kibitzing— but  that 
the  patients  have  as  much  of  an  interest  in  the  out- 
come as  do  the  doctors.” 

There  is  food  for  sound  thinking  here.  Blue 
Shield  or  some  plan  for  prepayment  of  the  cost  of 
medical  service  is  here  to  stay.  The  medical  profes- 


sion in  Connecticut,  and  elsew  here,  has  made  great 
strides  in  providing  this  much  sought-after  help  to 
people,  particularly  those  of  low  and  medium  in- 
comes and  medicine  should  hold  fast  to  the  progress 
it  has  made  and  not  let  the  advantages  to  itself  slip 
away  in  a haze  of  half-informed  thinking  to  less 
understanding  insurors.  1 lie  public  wants  prepaid 
medical  service  to  expand  and  broaden  its  coverage 
and  will  somehow  see  that  it  is  done.  It  will  be  better 
all  around  under  medical  society  sponsorship. 

Janus  of  the  University 

I he  paper  in  this  issue  of  the  Journal  should  be 
read  by  all  medical  men.  It  is  a thought  provoking 
and  stimulating  article.  Even  the  title  has  deep  and 
multiple  implications.  The  writer  is  most  courageous 
in  facing  a problem  that  has  been  as  difficult  and 
controversial  as  a Janus  could  be. 

Much  thought  and  space  has  been  given  to  the 
place  that  the  medical  school  should  have  in  the 
general  makeup  of  the  university.  Its  location  is  dis- 
cussed. The  graduate  standards  are  outlined.  The 
financial  structure  clearly  placed.  Perhaps  too  much 
stress  has  been  placed  on  the  preparation  of  students 
for  academic  positions. 

The  primary  question  which  must  be  answered  by 
all  medical  schools  is  what  is  the  chief  purpose  for 
the  existence  of  a medical  school?  The  answer 
clearly  is  the  training  of  students  in  the  health  fields 
for  the  good  of  humanity.  This  includes,  of  course, 
the  training  of  men  in  academic  medicine  as  well  as 
training  men  for  the  private  practice  of  medicine. 

In  the  discipline  of  medicine  and  in  the  training  of 
medical  students,  we  must  bear  in  mind  that  two 
institutions  are  needed,  the  medical  school  and  the 
hospital.  These  are  frequently  not  in  agreement  as 
to  methods  and  operation.  These  are  areas  that 
should  be  cleared  for  the  good  of  all. 

At  the  same  time,  two  groups  of  teachers  arc 
needed,  the  so-called  full  time  men  in  the  medical 
school  and  the  part  time  men.  Unfortunately  these 
two  groups  do  not  see  eye  to  eye  in  their  work.  It 
has  been  said  that  the  men  in  full  time  academic 
medicine  frequently  look  on  the  practitioner  of 
medicine  with  scorn.  Unfortunately  this  is  probably 
true.  On  the  other  hand,  the  practitioner  of  medi- 
cine and  the  part  time  teacher  are  frequently 
critical  of  the  men  in  academic  medicine  and  look 
upon  them  as  a cloistered  order  with  lack  of  prac- 
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ticc  in  the  art  as  well  as  the  science  of  medicine.  It 
is  too  bad  for  the  good  of  medicine  that  these 
different  viewpoints  cannot  be  resolved. 

At  some  point  in  the  training  of  medical  students 
there  is  a place  where  the  two  institutions  could 
join  in  the  method  and  ways  of  this  training.  At 
some  point  also  there  is  a place  where  the  men  in 
academic  full  time  medicine  could  join  with  the 
practitioner  or  part  time  teacher  in  the  training  of 
medical  students.  Controversy  will  continue  if  the 
policy  of  either  institution  or  either  group  is  not 
changed. 

We  Build  Again 

When  the  Society  headquarters  in  New  Haven 
was  built  seven  years  ago  it  was  realized  that  it 
might  not  be  adequate  if  expansion  of  our  activities 
continued.  However,  with  good  Yankee  thrift  the 
Council  decided  that  only  money  in  hand  should  be 
expended  and  the  size  of  the  building  was  planned 
to  fit  the  funds  available.  There  has  never  been  any 
incumbrance  on  the  property.  The  building  was 
provided  by  voluntary  contributions  from  members 
of  the  Society,  1,171  members  gave  $71,290  and  more 
than  $10,000  wTas  given  bv  friends  of  the  Society  and 
in  memorial  gifts. 

Outgrowing  of  the  building  started  earlier  than 
was  anticipated.  In  fact,  we  started  outgrowing  it 
almost  as  soon  as  it  was  occupied.  I he  meeting  room 
for  the  Council  was  planned  for  a Council  of  16 
members  and  fitted  well  in  the  general  architectural 
scheme.  In  less  than  a year  the  Council  was  increased 
by  10  members  and  the  meeting  place  for  it  and 
other  large  conferences  has  always  been  inadequate. 
In  the  course  of  natural  growth  more  office  space 
is  needed,  particularly  for  the  expanding  public 
relations  activities.  The  special  Advisory  Committee 
to  Selective  Service,  under  the  Doctor  Draft  Law, 
w hich  was  looked  upon  as  a temporary  but  con- 
venient tenant,  has  occupied  an  office  since  1950 
and  when  it  will  go,  by  termination  of  that  federal 
function,  is  uncertain.  With  expanding  general  and 
physician  population,  the  space  occupied  by  the 
Connecticut  Medical  Examining  Board,  a most 
valuable  alliance,  is  not  large  enough. 

The  Building  Committee  reviewed  these  neces- 
sities in  detail  and  in  consultation  with  architects 
and  approval  by  the  Council,  expansion  is  under- 


way. The  new  construction  provides  two  new  con- 
ference rooms.  One  large  room  for  the  Council  of 
more  than  twice  the  area  of  the  present  room  and 
former  conference  space  is  being  converted  into 
needed  offices.  It  is  believed  that  this  expansion  w ill 
answer  the  requirements  for  a long  time  in  the 
future.  The  building  was  started  in  January  and  has 
gone  forward  with  a minimum  of  confusion  and 
disruption  of  day  to  day  activities  and  is  scheduled 
to  be  completed  by  the  first  of  June. 


Dr.  Fulton  Honored  by  Yale  Journal 

I he  Journal  takes  this  opportunity  to  pay  tribute 
to  John  Farquhar  Fulton  who  has  completed  27 
years  at  Yale  and  in  whose  honor  the  Yale  Journal 
of  Biology  and  Medicine  dedicated  its  issue  of  De- 
cember-February,  1955-1976.  Dr.  Fulton  brought  to 
his  Laboratory  of  Psychology  a freshness  which  was 
stimulating  and  to  the  Department  of  the  History 
of  Medicine  a zeal  which  has  been  an  inspiration  to 
all  students  of  medical  history. 

His  writings  have  been  numerous,  with  a listed 
bibliography  covering  17  pages  in  the  Yale  Journal. 
Internationally  known,  he  has  been  honored  in  many 
other  lands  by  countless  medical  organizations.  Yale 
may  well  be  proud  of  this  dynamic  scientist  and 
tireless  statesman. 

The  All-Pervading  Social  Security  Program 

American  Economic  Security  reports  in  its  De- 
cember, 1955  issue  that  an  aspect  of  the  Social 
Security  program  that  is  just  becoming  apparent  is 
its  effect  upon  schools  of  medicine.  It  seems  that  a 
serious  shortage  of  cadavers  is  threatening  the  teach- 
ing of  anatomy  in  some  of  the  nation’s  leading 
medical  schools.  And  this  shortage  may  be  traced, 
in  large  part,  to  the  benefits  under  Social  Security 
which  generally  provide  enough  funds  for  burial 
of  dead  who  would  otherwise  remain  unclaimed. 
Another  reason  for  the  corpse  shortage  is  the  long 
period  of  prosperity  which  has  reduced  the  number 
of  indigent.  It  is  feared  that,  in  time,  there  may  be 
so  fewr  cadavers  for  medical  study  that  medical 
students  w ill  have  to  revert  to  the  old  outmoded 
“demonstration”  method  of  instruction  without  get- 
ting the  benefits  of  actual  practice.  Security  has  its 
problems  too. 
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T he  other  day  Dr.  I -ouis  Spekter  and  I were  talking  about  the  Volun- 
tary Health  Agencies  serving  the  handicapped  in  our  State.  As  we  figured 
it,  there  arc  about  twenty  such  agencies.  Our  discussion  made  us  realize 
what  an  important  role  they  play  in  activating  lay  and  professional  indi- 
viduals alike,  in  an  effort  to  alleviate  the  suffering  of  these  unfortunates. 
It  is  to  the  advantage  of  all  that  physicians,  through  the  agency  of  our 
State  organization  and  the  Health  Department,  team  up  with  them  to 
give  professional  guidance. 

On  March  4 I attended  the  fifth  annual  meeting  of  the  Connecticut 
Chapter  of  Cerebral  Palsy.  It  was  an  exhilarating  experience.  Team  work 
here  was  demonstrated  by  the  assistance  of  their  Medical  Advisory  Board, 
which  was  appointed  by  our  Council  at  the  request  of  the  Connecticut 
Chapter.  The  Chairman  of  this  Board  is  Dr.  John  Paget,  director  of  the 
new  Cerebral  Palsy  Center  which  opened  in  Bridgeport  on  October  21, 
1955* 

Another  example  of  team  work  is  manifested  in  the  multiple  sclerosis 
program.  In  April,  1955  the  Multiple  Sclerosis  Clinic  was  organized  as  a 
unit  of  the  Medical  Neurologic  Clinic  of  the  Yale-New  Haven  Medical 
Center.  This  unit  is  underwritten  bv  the  Connecticut  Chapter  of  the 
National  Multiple  Sclerosis  Society  and  is  directed  by  Dr.  Gilbert  H. 
Glaser.  During  its  first  nine  months  eighty-two  patients,  from  throughout 
the  State,  received  the  benefit  of  the  services  of  its  expert  medical  staff, 
ff  he  most  ardent  boosters  for  multiple  sclerosis  activities  are  those  suffer- 
ing from  the  disease  itself.  I have  talked  with  some  of  them  and  their 
enthusiasm  and  gratefulness  is  beyond  expression. 

I lie  privilege  of  serving  as  your  President  has  been  one  of  the  most 
rewarding  experiences  of  my  life.  Throughout  the  State  I have  met  many 
wonderful  fellows  and  exchanged  numerous  happy  and  constructive 
thoughts.  My  thanks  to  Dr.  Creighton  Barker  and  his  staff  for  their 
enduring  help  and  guidance.  I feel  certain  Dr.  Ogden,  our  incoming 
president,  will  enjoy  the  support  of  all  of  us  and  that  he  will  contribute 
greatly  to  our  organization.  To  him  and  to  you  all  go  my  best  wishes. 


Oliver  L.  Stringfield,  m.d. 
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CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1956  Annual  Meeting  of  the  House  of  Delegates  will  be  held  in  the  auditorium  of 
Hamden  High  School,  Hamden,  commencing  at  10:00  o’clock  in  the  morning  of  Tuesday, 
April  24. 

Following  luncheon,  the  House  will  reconvene  for  the  completion  of  business. 


A regular  meeting  of  the  Council  was  held  at  the 
offices  of  the  Society  on  March  1,  1956.  The  meet- 
ing was  called  to  order  by  the  chairman  at  3:  30  p.  m. 

I here  were  present  in  addition  to  the  chairman. 
Dr.  Fincke,  Drs.  Stringfield,  Ogden,  Couch,  Barker, 
Weld,  Danaher,  Murdock,  Gibson,  Feeney,  Marvin, 
Gallivan,  Tracy,  Russell,  Clarke,  Meyers,  Buckley, 
Dwyer,  Starr,  Gilman.  Absent:  Drs.  LTsone, 

Archambault,  Flaherty,  Ottenheimer,  Gens. 

It  was  voted  that  David  AI.  Little,  Jr.,  Hartford, 
be  added  to  the  Society’s  Committee  to  Study 
Maternal  Mortality  and  Morbidity. 

Dr.  Danaher,  chairman,  presented  a brief  progress 
report  of  the  Special  Committee  to  Explore  Desir- 
ability of  Employment  of  Assistant  Executive  Secre- 
tary. No  recommendations  were  made  and  no 
action  taken. 

Dr.  Gallivan  presented  a verbal  program  report 
for  the  Council  Subcommittee  on  the  Report  of  the 
Hospital  Committee.  Dr.  Fincke  read  the  exchange 
of  correspondence  with  Mr.  Solomon  Eisner,  presi- 
dent of  Connecticut  Blue  Cross,  relating  to  an 
invitation  from  the  Council  to  Mr.  Eisner  and  others 
from  the  Board  of  Directors  of  Blue  Cross  to  meet 
with  the  Council  for  the  discussion  of  matters  of 
mutual  interest  and  Mr.  Eisner’s  letter  declining  this 
invitation. 

Dr.  Fincke  then  read  further  correspondence  with 
Mr.  Eisner  asking  that  the  letter  of  invitation  be 


Oliver  L.  Stringfield,  President 
Creighton  Barker,  Secretary 

presented  to  the  Board  of  Directors  of  Connecticut 
Blue  Cross  at  its  next  meeting  asking  the  Board  of 
Directors  to  authorize  Mr.  Eisner  and  others  to 
represent  the  Board  of  Blue  Cross  in  an  informal 
conference  with  the  Council.  It  was  agreed  that  no 
further  action  in  this  connection  be  taken  until  a 
reply  has  been  received  from  the  Board  of  Directors 
of  Blue  Cross  which,  it  is  believed,  will  have  a meet- 
ing on  March  13. 

I he  discussion  was  continued  and  reference  was 
made  to  an  opinion  rendered  on  August  15,  1955 
by  Attorney  Bernard  Pellegrino  of  New  Haven  to 
the  Connecticut  Society  of  Anesthesiologists  re- 
lating to  an  interpretation  by  the  Attorney  General 
of  Connecticut  laws  covering  the  practice  of  medi- 
cine by  hospitals  dated  December  3,  1954.  This 
discussion  was  concluded  by  a vote  that  the  Society 
should  retain  the  services  of  Mr.  Cyril  Coleman, 
attorney  of  Hartford,  to  review  the  interpretation 
made  by  the  Attorney  General  and  the  opinion 
expressed  by  Mr.  Pellegrino  and  advise  the  Society 
concerning  their  validity.  The  executive  secretary 
was  directed  to  communicate  with  Mr.  Coleman. 

1 he  chairman  presented  the  report  of  the  Nom- 
inating Committee  for  officers  and  committees  for 
1 956-57  and  with  minor  changes  suggested  by  the 
Council,  the  report  was  approved  for  submission 
to  the  House  of  Delegates  at  its  Annual  Meeting  on 
April  24,  1956. 
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The  suggestion  that  the  By-Laws  of  the  Society 
be  revised  to  eliminate  the  necessity  of  holding  a 
semi-annual  meeting  of  the  House  of  Delegates  was 
discussed  at  length  and  it  was  finally  agreed  that 
action  on  the  proposal  be  postponed  until  the  sub- 
ject could  be  presented  to  the  House  of  Delegates 
by  the  President  in  his  Annual  Report  on  April 
24  and  discussed  there. 

Policy  and  procedure  of  the  Society  in  connec- 
tion with  a conference  with  representatives  of  the 
Connecticut  Chiropractic  Association  in  regard  to 
amendment  of  chiropractic  laws  in  this  State,  as 
suggested  by  Governor  Ribicoff  in  a conference  on 
July  5,  1955  were  presented.  After  the  discussion, 
the  executive  secretary  was  instructed  to  communi- 
cate with  appropriate  representatives  of  the  State 
Chiropractic  Association  to  the  effect  that  the 
Society  had  named  a special  committee  to  confer 
with  them  for  the  purpose  mentioned  when  such 
a conference  is  asked  for  by  the  Chiropractic  Asso- 
ciation. The  committee  is  to  be  Alfred  L.  Burgdorf, 
M.D.,  chairman  of  the  Committee  on  State  Legisla- 
tion, Louis  P.  Hastings,  m.d.  from  the  Connecticut 
Medical  Examining  Board  and  Dr.  Barker. 

A request  from  the  Committee  on  Rural  Health 
that  the  Society  give  financial  assistance  to  a 
Regional  Conference  on  Rural  Health,  that  will  be 
held  in  Concord,  New  Hampshire  on  April  18,  was 
presented.  It  was  estimated  that  the  total  cost  of 
the  conference  will  be  between  two  and  three  hun- 
dred dollars  and  Connecticut  might  be  expected  to 
meet  25  per  cent  of  this.  It  was  agreed  that  support 
of  this  Regional  Conference  be  paid  from  the  1956 
budget  of  the  Committee  on  Rural  Health  and  if 
after  making  that  expediture  the  committee  needs 
additional  funds,  another  allotment  will  be  made. 

The  executive  secretary  presented  for  discussion 
the  matter  of  raising  funds  for  the  addition  to  the 
Society’s  building  now  under  construction  as 
authorized  by  the  House  of  Delegates  at  its  semi- 
annual meeting  on  December  8,  1955  and  the  rela- 
tionship of  this  fund  raising  effort  to  the  campaign 
for  funds  by  the  Society’s  Committee  on  American 
Medical  Education  Foundation.  The  House  of 
Delegates  at  its  1955  semi-annual  meeting  voted 
that  “all  members  of  the  Society  be  given  an  oppor- 
tunity to  contribute  to  the  building  fund.”  After 
discussion  it  was  agreed  by  the  Council  that  a 
recommendation  be  presented  to  the  House  of  Dele- 
gates at  its  annual  meeting  on  April  24,  1956  to  the 
effect  that  all  members  of  the  Society  be  billed 


during  1956  for  a voluntary  assessment  of  $20  which 
should  be  paid  into  the  Society’s  building  fund.  It 
being  clearly  explained  and  understood  that  this  is 
a voluntary  payment  on  the  part  of  the  members 
and  if  it  is  not  paid  there  will  be  no  effect  upon 
the  members’  standing  in  the  Society. 

It  was  voted  to  discontinue  the  Committee  on 
Military  Affairs,  first  appointed  on  January  18,  1951. 

It  was  voted  to  discontinue  the  Committee  to 
Study  Connecticut  Respirator  Treatment  Center, 
first  appointed  on  June  26,  1952. 

The  final  report  of  the  Special  Committee  on 
I bird  Party  Payments  for  Medical  and  Ancillary 
Non-Surgical  Services  (White  Committee)  pro- 
posed to  be  submitted  to  the  House  of  Delegates  at 
its  annual  meeting  on  April  24  was  considered. 
Discussion  of  the  report  was  entered  into  by  Drs. 
Danaher,  Feeney,  Russell,  Gilman,  Clarke  and 
Ogden.  There  was  lack  of  agreement  on  a number 
of  points  in  the  report  by  members  of  the  Council 
and  it  was  voted  that  the  chairman  appoint  a special 
committee  from  the  Council  to  confer  with  Dr. 
Benjamin  V.  White,  chairman  of  the  Committee  to 
Study  Third  Party  Payments  for  Medical  and 
Ancillary  Non-Surgical  Services  in  an  effort  to 
reconcile  these  points  of  difference  and  the  sub- 
committee report  its  results  to  the  Council  and  its 
next  meeting.  It  was  pointed  out  that  if  the  White 
Committee  report  is  to  be  published  in  the  agenda 
for  the  annual  meeting  of  the  House  of  Delegates, 
the  procedure  contemplated  would  have  to  be  ex- 
pedited. After  this  meeting  of  the  Council  ad- 
journed, the  chairman  appointed  Dr.  Thomas  J. 
Danaher,  chairman;  Dr.  Henry  A.  Archambault,  Dr. 
Ralph  T.  Ogden,  Dr.  Walter  i.  Russell,  Dr.  F.  Erwin 
Tracy  to  be  the  special  committee  from  the  Council 
and  that  the  meeting  of  the  Council  to  hear  the 
report  of  this  committee  would  be  held  on  March 
28.  (Note:  Arrangements  for  the  preliminary  con- 
ference have  been  made  for  Tuesday,  March  13.) 

Two  recomendations  were  presented  from  the 
meeting  of  the  Committee  on  Public  Health  held 
on  February  9,  1956. 

1.  The  committee  recommend  to  the  Council  the 
extension  of  approval  of  the  State  plan  for  polio- 
myelitis vaccination  for  another  four  months. 

This  recommendation  was  approved  by  the 
Council. 

2.  That  the  Connecticut  State  Medical  Society 
urge  its  constituent  County  Associations  to  become 
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aware  of  the  public  poliomyelitis  programs  already 
in  existence  and  those  in  the  planning  phase;  that 
they  recognize  that  at  the  present  time  the  local 
directors  of  health  are  responsible  for  setting  up 
such  public  programs,  and  for  this  reason  that  the 
State  Society  further  consider  recommending  to  the 
County  Associations  the  appointment  of  poliomye- 
litis liaison  committees  to  work  with  each  local 
director  of  health  in  planning  programs  and  in  the 
distribution  of  vaccine. 

This  recommendation  was  approved  by  the 
Council. 

The  meeting  adjourned  at  6:45  p.  m. 

Coming  Meetings  of  the  American 
Medical  Association 

1956  Annual  Meeting,  Chicago,  June  1 1 - 1 > 

1956  Clinical  Meeting,  Seattle,  November  27-30 

1957  Annual  Meeting,  New  York,  June  3-7 

1957  Clinical  Meeting,  Philadelphia,  December  3-6 

1958  Annual  Meeting,  San  Francisco,  June  23-27 

Meetings  Held  During  March 

March  1— Committee  to  Inquire  Into  Employment 
of  Assistant  Executive  Secretary 
Committee  on  Insigne  for  Past-Presi- 
dents 
Council 

Subcommittee  on  School  Health 
March  6— Conference  on  Regional  Medical  School 
March  7— Executive  Committee  of  Connecticut 
Health  League 

Committee  to  Study  Maternal  Mortality 
and  Morbidity 

Committee  on  Industrial  Health 
March  8— Committee  on  Public  Health 
March  1 3— Connecticut  .Medical  Examining  Board 
Council  Conference  Committtee  with 
Special  Committee  to  Study  Third  Party 
Payments  for  Medical  and  Ancillary 
N on-Surgical  Services 

March  14— Connecticut  Medical  Examining  Board 
March  1 5— Connecticut  Medical  Examining  Board 
March  21— Committee  on  Perinatal  Morbidity  and 
Mortality 


March  22— New  Haven  County  Medical  Associa- 
tion 

March  27— Connecticut  Medical  Examining  Board 
Committee  on  American  Medical  Edu- 
cation Foundation 
March  28— Council 

Liability  for  Anesthetics 

The  secretary’s  office  has  received  a number  of 
inquiries  concerning  the  responsibility  for  the  ad- 
ministration of  anesthetics  and  a careful  survey  from 
many  sources  is  underway.  One  reliable  legal 
opinion  has  already  been  received  and  it  may  be  that 
it  covers  the  subjcet.  If,  however,  additional  clarifi- 
cation is  obtained,  it  will  be  made  available  to 
members. 

“The  question  of  a legal  responsibility  for  the 
administration  of  anesthetics  cannot  be  answered 
without  reference  to  a specific  instance.  In  general, 
however,  it  can  be  stated  that  the  person  who  ad- 
ministers an  anesthetic  whether  that  person  is  an 
anesthesiologist  or  a nurse  anesthetist  can  be  held 
legally  liable  for  any  adverse  result  caused  by  negli- 
gence in  the  administration  of  the  anesthetic.  That 
does  not  mean  that  the  surgeon  or  the  hospital  will 
not  be  also  held  liable.  If  something  in  the  surgeon’s 
conduct  was  negligent  and  contributed  to  the  ad- 
verse result,  he  might,  of  course,  be  held  liable.  In 
the  case  of  a nurse  anesthetist,  her  liability  may  be 
transferred  to  the  hospital  since  she  is  generally  an 
employee  of  the  hospital.  The  legal  doctrine  of 
respondeat  superior  ordinarily  imputes  to  an  em- 
ployer the  responsibility  for  the  negligent  conduct 
of  his  employees.” 


Hospitals’  Alien  Staffs  Affected  by  Tax 
Ruling 

Foreigners  in  U.  S.  as  exchange  students,  who 
serve  on  hospital  staffs  for  compensation,  are  not 
exempt  from  income  taxation.  Internal  Revenue 
Service  has  issued  this  ruling,  on  ground  that  serv- 
ices given  by  these  students  are  of  material  benefit 
to  training  institution  and  stipends  are  the  equivalent 
of  salaries.  Ruling  applies  to  residents,  interns  and 
other  trainees.  Fact  that  motivation  is  professional 
improvement  the  better  to  serve  their  own  peoples, 
rather  than  employment  for  income,  is  held  to  be 
irrelevant. 
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INSURANCE  AND  THE  PHYSICIAN 

PROGNOSIS  IN  VARIOUS  DISEASES 


I lie  Society  of  Actuaries  in  consultation  with 
I lie  Association  of  Life  Insurance  Medical  Direc- 
tors has  published  statistics  obtained  from  the  “1951 
Impairment  Sutdy,”  a comprehensive  study  of  a 
scries  of  life  insurance  mortality  investigations  of 
some  625,000  persons  with  histories  of  various 
diseases  and  impairments. 

I he  survivorship  record  over  a 15  year  period  of 
persons  with  selected  impairments  or  histories  is 
compared  with  the  corresponding  record  of  persons 
insured  at  standard  premium  rates.  Also  there  is 
shown  the  ratios  of  the  actual  mortality  experienced 
among  the  impaired  lives  to  that  among  persons 
insured  at  standard  premium  rates.  Attention  is 
drawn  to  some  of  the  major  factors  that  have  influ- 
enced the  results  and  to  the  major  causes  of  death 
responsible  for  the  excess  mortality. 

The  persons  whose  survivorship  record  was  fol- 
lowed in  the  “1951  Impairment  Study”  were  accept- 
ed for  insurance  under  ordinary  policies  in  1925- 
1949  and  were  traced  through  1950.  They  were  all 
medically  examined  and  had  no  significant  impair- 
ment other  than  that  which  was  being  investigated. 
In  interpreting  the  findings,  it  must  be  remembered 
that  the  entrants  in  many  groups  were  very  care- 
fully selected.  Frequently  only  the  best  cases  were 
accepted  for  insurance,  while  those  with  complica- 
tions or  not  in  good  health  were  declined. 

A.  PROGNOSIS  IN  APICAL  SYSTOLIC  MURMUR 
PRESUMABLY  ORGANIC 

1.  Effect  of  History  of  Rheumatic  or  Streptococ- 
cal Infection  (long-term  follow-up  of  15,300  cases). 
The  proportion  surviving  was  distinctly  less  than 
for  standard  risks.  It  was  lowest  for  those  known 
to  have  had  rheumatic  or  streptococcal  infection. 
Yet  even  in  the  latter  group,  this  proportion  at  the 
end  of  1 5 years  exceeded  80  per  cent.  The  mortality 
was  double  that  among  standard  risks. 

2.  Effect  of  Heart  Size  (long-term  follow-up  of 
15,300  cases).  The  presence  and  degree  of  cardiac 
enlargement  adversely  affected  survivorship,  but 
more  than  65  per  cent  of  those  with  moderate 
enlargement  survived  15  years.  The  relative  mortal- 
ity rose  from  twice  that  of  standard  risks  when  the 


heart  was  not  enlarged  to  nearly  five  times  when 
there  was  moderate  enlargement. 

3.  Mortality  from  Heart  and  Circulatory  Diseases. 
\ ariations  According  to  Heart  Size  and  History  of 
Rheumatic  Infection  (long-term  follow-up  of  15,300 
cases).  An  excessive  number  of  deaths  from  heart 
and  circulatory  diseases  was  mainly  responsible  for 
the  high  mortality.  I his  excess  was  especially’  large 
among  those  w ith  a history  of  rheumatic  or  strep- 
tococcal infection,  or  w ith  enlarged  heart. 

B.  PROGNOSIS  IN  HISTORY  OF  PHLEBITIS 

(Long-term  follow-up  of  1,400  cases.) 

I he  proportion  surviving  was  moderately  below 
that  of  normal  risks,  and  the  relative  mortality  was 
moderately  elevated.  This  was  accounted  for  mainly 
by  an  increased  number  of  deaths  from  heart,  cir- 
culatory and  digestive  diseases. 

C.  PROGNOSIS  WHERE  FAMILY  HISTORY  SHOWED  EARLY 

CARDIOVASCULAR-RENAL  DISEASE 

(Long-term  follow-up  of  11,600  cases.) 

These  persons  showed  a moderate  but  significant 
diminution  in  the  proportion  surviving  15  years  as 
compared  with  standard  risks.  There  was  an  exces- 
sive mortality  from  cardiovascular-renal  conditions. 
In  the  aggregate,  the  death  rate  from  these  causes 
was  nearly  double  that  for  standard  risks,  and 
accounted  for  most  of  the  excess  mortality. 

D.  PROGNOSIS  IN  CHRONIC  BRONCHITIS 

(Long-term  follow-up  of  3,100  cases.) 

The  proportion  surviving  was  distinctly  less  than 
among  standard  risks  and  the  mortality  nearly 
double  that  of  standard  risks.  The  mortality  was 
excessive  from  every  major  respiratory  disease: 
compared  with  standard  risks,  it  was  about  eight 
times  as  high  for  pneumonia  and  about  five  times 
as  high  for  tuberculosis,  cancer  and  other  diseases 
of  the  respiratory  tract. 

E.  PROGNOSIS  IN  HISTORY  OF  ULCER  OF  STOMACH 

AND  DUODENUM 

Effect  of  Site  of  Ulcer  and  Mode  of  Therapy 
(long-term  follow-up  of  18,400  cases).  Persons  with 
a history  of  either  duodenal  or  gastric  ulcer  within 
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five  years  prior  to  acceptance  for  insurance  showed 
a lower  proportion  surviving  than  standard  risks. 
The  record  was  appreciably  better  for  cases  respond- 
ing to  medical  treatment  than  for  those  which  came 
to  operation.  Recurrences  accounted  for  a major 
part  of  the  excess  mortality  in  all  groups.  Mortality 
from  digestive  tract  cancer  was  also  elevated. 

F.  PROGNOSIS  IN  HISTORY  OF  GALL  BLADDER  DISORDERS 

1.  Medical  Treatment.  Effect  of  Time  Elapsed 
Since  Attack  and  Number  of  Attacks  ((long-term 
follow-up  of  5,900  cases).  The  proportion  surviving 
was  below  that  of  standard  risks  in  every  group. 
The  relative  mortality  was  about  normal  where  the 
time  elapsed  since  attack  was  three  years  or  more. 
Where  there  was  a history  of  multiple  attacks,  the 
relative  mortality  was  moderately  high. 

2.  Surgical  Treatment.  Differences  According  to 
Type  of  Surgery  (long-term  follow-up  of  15,300 
cases).  The  prognosis  was  better  for  cases  whose 
gall  bladder  had  been  removed  than  for  those  in 
whom  it  simply  had  been  drained.  The  mortality 
from  diseases  of  the  digestive  system  was  high. 

G.  PROGNOSIS  IN  HISTORY  OF  RENAL  STONE  OR  COLIC 

Effect  of  Time  Elapsed  Since  Attack  and  .Mode 
of  Therapy  (long-term  follow-up  of  19,300  cases). 
The  proportion  surviving  was  highest  among  per- 
sons who  had  not  had  surgery,  and  among  the 
surgical  cases  it  was  highest  where  more  than  five 
years  had  elapsed  since  operation.  Among  persons 
with  a rceent  history  of  operation,  the  mortality 
from  cardiovascular-renal  diseases  was  significantly 
higher  than  in  standard  risks. 


United  States  Medical  Students  Abroad 

Dean  F.  Smiley,  m.d. 

The  number  of  United  States  students  studying 
medicine  abroad  has  long  been  a matter  of  conjec- 
ture. It  is  a matter  of  great  interest,  therefore,  that 
we  now  have  for  the  first  time  a factual  report  from 
the  Institute  of  International  Education  based  upon 
its  1954-1955  Survey  of  United  States  Citizens 
Studying  Abroad.* 

Perhaps  the  most  surprising  figure  is  the  total, 
revealing  that  there  were  in  1954-1955,  1,718  United 
States  students  studying  medicine  in  twenty-five 
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foreign  countries.  This  represents  the  equivalent  of 
more  than  four,  ioo-to-the-class  medical  schools. 
This  figure,  incidentally,  is  approximately  5 per  cent 
of  the  total  of  35,560  students  in  all  our  Lbiited 
States  medical  schools. 

The  countries  with  the  largest  numbers  of  United 
States  medical  students  were  Switzerland  wiht  490, 
Italy  with  342,  Canada  with  322,  Netherlands  with 
125,  Belgium  with  103,  Germany  with  78,  United 
Kingdom  with  58,  Spain  with  43,  Ireland  with  35, 
and  France  with  30. 

Though  Europe  drew  1,334  °f  these  students,  the 
others  were  widely  scattered,  Canada  having  332, 
Oceania  1 3,  the  Caribbean  9,  the  Near  and  Middle 
East  6,  the  Far  East  4,  Mexico  4,  South  America  3, 
and  Africa  3. 

It  is  quite  surprising  to  find  1 3 United  States  stu- 
dents studying  medicine  in  Australia,  9 in  the 
Dominican  Republic,  4 in  Mexico,  3 in  Chile,  2 in 
the  Union  of  South  Africa,  and  1 in  each  of  the 
following  countries:  Uganda,  Philippines,  Japan, 
India  and  Hong  Kong. 

The  1,718  medical  students  made  up  over  20  per 
cent  of  the  total  of  8,219  United  States  students 
found  studying  abroad  in  the  various  fields  of  inter- 
est. Liberal  arts  students  totalled  1,973,  as  compared 
with  1,718  for  medicine,  764  for  theology,  753  for 
the  social  sciences  and  477  for  the  creative  arts. 

This  report  is  an  important  one  in  that  it  definitely 
points  up  the  fact  that  relatively  large  numbers  of 
United  States  students  are  now  engaged  in  procur- 
ing a medical  education  in  a wide  variety  of  foreign 
medical  schools,  many  of  which  have  standards  quite 
diverse  from  those  maintained  in  our  81  United 
States  medical  schools.  The  majority  of  these  stu- 
dents will  eventually  be  seeking  the  approval  of  our 
State  Boards  of  Medical  Examiners  to  be  admitted  to 
licensing  examinations.  Is  the  machinery  currently 
available  adequate  for  the  fair  and  orderly  process- 
ing of  the  applications  of  these  many  foreign  trained, 
American  born  physicians?  The  answer  is  no.  Some 
more  effective  screening  device  than  is  now  in  use  is 
urgently  needed. 

*“United  States  Students  Abroad.”  A Report  on  the 
Results  of  the  1954-1955  Survey  of  United  States  Citizens 
Studying  Abroad.  Insttiute  of  International  Education.  1 East 
67th  St.,  New  York,  N.  Y. 
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America’s  first  Medical  Education  Week  is  being  planned  to  — 

1.  Direct  national  attention  to  medical  education  and  the 
problems  of  the  medical  schools. 

2.  Make  everyone  more  keenly  aware  of  the  contributions  of 
medical  science  to  American  life. 

3.  Foster  widespread  interest  in  the  private  support  of 
medical  education. 

Sponsored  by 

American  Medical  Association  — American  Medical  Education 
Foundation  — Association  of  American  Medical  Colleges  — 
National  Fund  for  Medical  Education  — Student  American 
Medical  Association  — Woman’s  Auxiliary  to  the  American 
Medical  Association. 
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COMMITTEE  ON  PUBLIC  RELATIONS 

Morris  A.  Hankin,  New  Haven  Janies  H.  Root,  Jr.,  Waterbury 

D.  Olan  Meeker,  Riverside  William  A.  Richardson,  Noroton 

Harry  C.  Knight,  Middletown  Associate  Member 

Stewart  P.  Seigle,  Hartford 


William  G.  H.  Dobbs,  Torrington 
Chairman 

Harold  A.  Bergendahl,  Norwich 
James  C.  Canniff,  Torrington 


Survey  Discloses  Expanding  Services  by 
County  Medical  Associations 

Activities  of  the  nation’s  county  medical  societies 
expanded  considerably  during  the  year  1954-55 
according  to  a survey  completed  by  the  Council  on 
Medical  Service,  American  Medical  Association. 

A questionnaire  mailed  by  the  council  to  the 
1.931  county  medical  societies  of  the  United  States 
and  its  territories  produced  replies  of  more  than 
64  per  cent. 

“There  appeared  to  be  a growing  awareness  by 
all  societies,  both  large  and  small,  of  the  need  for 
them  to  become  participants  in  community  activ- 
ities,” the  survey  report  states. 

Telephone-answering  services  and  emergency  call 
systems,  which  help  patients  reach  physicians  at  all 
times,  were  maintained  by  many  societies,  especially 
in  large  cities. 

Activities  aimed  at  developing  better  relations 
between  the  medical  profession  and  the  public 
included  grievance  committees,  which  serve  as 
“appeal  boards”  for  patients  with  complaints;  medi- 
cal economic  committees,  which  maintain  business 
services  for  doctors  and  the  public,  and  public 
relations  committees,  which  help  to  promote  better 
understanding  bv  the  public  of  the  societies’  aims 
and  activities. 

In  order  to  interpret  their  activities  to  the  layman, 
societies  maintained  speakers’  bureaus  and  spon- 
sored State  and  county  fair  exhibits,  health  fairs, 
special  community  health  days,  radio  and  television 
programs,  and  newspaper  health  columns. 

They  attempted  to  promote  better  health  in  their 
communities  by  participating  in  programs  to  pro- 
vide medical  care  for  the  indigent  and  by  activity  in 
county  or  city  health  councils,  which  are  voluntary 
associations  of  community  agencies  interested  in 
various  aspects  of  health. 

Disease  control  programs  included  cancer,  tuber- 
culosis, diabetes,  rheumatic  fever,  and  venereal 


disease.  Many  societies  had  committees  dealing  with 
special  medical  problems,  such  as  care  of  the  aged 
and  the  chronically  ill,  rehabilitation,  maternal  and 
child  care,  mental  health,  public  health,  and  alco- 
holism. 

In  addition,  they  sponsored  school  health  and 
safety  programs,  many  running  poster  and  essay 
contests  in  schools.  Societies  also  participated  in  such 
diverse  community  projects  as  community  chest 
drives,  slum  clearance  programs,  vocational  guid- 
ance, better  government  movements,  and  mosquito 
control. 

New  Educational  Television  Series 

A new  series  of  health  education  telecasts,  spon- 
sored by  the  Connecticut  TV  Committee  for  Health 
Education,  was  inaugurated  as  a public  service 
recently  from  the  studios  of  WGTH-TV  Channel 
18,  Hartford. 

The  programs  are  scheduled  each  Monday  eve- 
ning, 7:45-8:00  o’clock,  and  will  1 continue  through 
May  7.  As  one  of  the  eighteen  member  organiza- 
tions which  comprise  the  statev  ide  education  com- 
mittee, the  Connecticut  State  Medical  Society,  in 
cooperation  with  the  Hartford  County  Medical 
Association,  sponsored  one  of  the  programs  in  the 
series  on  March  19  titled  “Guard  Your  Eyes.”  The 
program  featured  an  informal  interview  with  two 
Hartford  physicians,  Dewey  Katz  and  William 
Brewster,  Jr.  Moderator  for  the  program  was 
Robert  Wakeley,  health  educator  for  the  Connecti- 
cut Division,  American  Cancer  Society,  also  a mem- 
ber organization  of  the  committee. 

The  new  series  represents  the  fourth  to  be  pre- 
sented by  the  committee. 

Emergency  Care  Brings  Praise  for  Physician 

A young  physician  recently  brought  praise  for 
the  medical  profession  from  a Canadian  family  in- 
volved in  a slight  accident  on  the  Merritt  Parkway. 
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In  a letter  to  the  editor  of  the  Hartford  Times, 
the  w riter  states  that  a physician  stopped  at  the 
scene  of  the  accident,  treated  his  daughter  for  a nose 
and  lip  injury  and  his  wife  for  shock. 

“I  asked  if  I might  reimburse  him  for  his  services,” 
the  letter  reads.  “He  refused  payment  and  left  the 
scene,  but  not  before  I noticed  his  license  plates.” 

“Such  incidents  bring  back  to  mind  the  fact  that 
members  of  the  healing  arts  still  remember  the  oath 
they  take  and  also  the  fact  that  medicine  is  not  a 
business  but  the  honor  and  privilege  of  serving.  I 
will  trace  this  man  and  let  those  who  must  be  verv 
proud  of  him  know  that  others  join  their  ranks.” 

Medical  Advisory  Committee  Established 
for  National  Television  Productions 

A Physicians  Advisory  Committee  on  Television, 
Radio  and  Motion  Picture  was  recently  established 
by  the  Board  of  Trustees  of  the  American  Medical 
Association. 

The  twelve-member  committee  will  work  with 
the  Public  Relations  Department  of  the  American 
Medical  Association  as  technical  advisors  in  the 
planning  of  national  television,  radio  and  motion 
picture  projects  on  medical  subjects. 

The  services  of  the  committee  will  be  made  avail- 
able to  all  television  networks,  motion  picture  com- 
panies and  producers,  writers  and  directors  of  radio 
and  TV  programs. 

Emergency  Exhibit  on  Display  at 
Griffin  Hospital 

The  State  Medical  Society’s  exhibit  on  Emer- 
gency Medical  Call  Plans  was  recently  on  display 
for  two  w^eeks  in  the  lobby  of  the  Griffin  Hospital, 
Derby.  The  exhibit  was  displayed  in  cooperation 
v.  ith  the  Medical  Society  of  the  Lower  Naugatuck 
Valley  to  advance  public  awareness  of  the  new 
Emergency  Call  Plan  operated  by  the  local  associa- 
tion. The  central  switchboard  for  the  plan  is  located 
in  Derby  and  the  service  is  also  available  for  the 
surrounding  communities  of  Ansonia,  Shelton,  Sey- 
mour and  Oxford. 

The  9 foot  wide  exhibit  contains  a relief  map  of 
the  State  on  which  are  located  the  18  medically 
sponsored  emergency  plans  w hich  now  serve  more 
than  80  per  cent  of  the  State  population.  The  exhibit 


is  illuminated  and  is  accompanied  by  quantities  of 
leaflets  explaining  the  operation  of  the  plans.  It  is 
available  without  charge  to  local  medical  associa- 
tions interested  in  further  advancing  know  ledge  of 
emergency  plan  operation. 


Belgian  Government  Surrenders  to  Wishes 
of  Medical  Profession 

1 he  Belgian  government  has  unconditionally 
surrendered  to  the  demands  of  the  medical  profes- 
sion to  withdraw  its  attempt  to  regulate  medical 
care  and  medical  service  under  its  Social  Security 
scheme  through  legislative  status.  In  addition  it  has 
agreed  to  accept  the  principle  of  nonintervention 
through  law  and  to  recognize  the  conventions 
agreed  upon  though  the  joint  efforts  of  representa- 
tives of  the  medical  profession  and  the  insurance 
companies. 

In  September  1955  the  Belgian  government  insti- 
gated legislative  measures  which  would  regulate  all 
activities  in  medical  service  and  medical  care.  The 
Belgian  doctors,  united  in  their  desire  to  remain  a 
free  profession  and  to  protect  the  rights  of  the 
people  receiving  medical  care  under  the  Social 
Security  plan  to  receive  the  best  possible  medical 
service  available,  unanimously  opposed  the  govern- 
ment plan.  The  united  effort  of  these  doctors  has 
now  resulted  in  an  unconditional  surrender  of  the 
government  to  the  doctors,  and  recognition  by  the 
government  of  the  medical  professions  plan  to  pro- 
vide good  medical  care  and  service  to  the  people. 
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Vermont 

The  Vermont  Bar  Association  put  on  a mock 
trial  at  the  Rutland  County  Court  House  on  March 
3 1 for  the  benefit  of  physicians.  It  was  carried  out 
in  two  stages,  doctors  and  lawyers  from  southern 
and  central  Vermont  performing  in  one  stage  and 
the  same  groups  from  northern  Vermont  playing 
the  roles  in  the  second  stage.  This  mock  trial  was 
designed  to  help  the  Vermont  physicians  with  their 
court  cases. 
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Bill  Asks  Special  U.  S.  Funds  for  Medical 
Care  of  Aged 

Administration  sponsored  legislation  for  more 
liberal  U.  S.  aid  for  the  medical  care  of  indigent 
aged  and  dependent  children  has  been  introduced  in 
! the  House  (HR9091  and  HR9120).  Among  other 
things,  this  measure  would  authorize  additional  fed- 
eral payments  of  $3  per  month  for  the  medical  care 
| of  each  adult  involved  and  $1.50  for  each  child, 
providing  the  State  matched  the  money  with  a like 
amount.  Now  a limited  amount  of  U.  S.  money  is 
supplied  the  States  to  help  them  finance  public 
assistance,  including  payments  for  medical  care. 

OTHER  NEW  BILLS 

Senator  Malone  (in  S31 30)  would  authorize  States 
to  shift  from  one  category  to  another  any  unused 
federal  allocations  under  the  Hill-Burton  hospital 
construction  program;  under  present  law  specific 
amounts  are  set  aside  for  rehabilitation  centers,  nurs- 
ing homes,  chronic  disease  hospitals  and  diagnostic 
treatment  centers.  The  change  would  be  particularly 
advantageous  to  the  smaller  States.  A bill  designed 
to  recognize  as  service  time  the  years  spent  by 
medical  officers  in  medical  school  and  internship  has 
been  introduced  by  Senator  Russell  (S3 123).  This 
is  a part  of  the  Defense  Department’s  career  incen- 
tive program.  A Department  of  Civil  Defense  (equal 
in  rank  with  Army,  Navy  and  Air  Force)  would 
be  set  up  within  the  Department  by  HR8979.  The 
President  would  be  authorized  to  integrate  into  this 
department  the  civil  defense  personnel  of  States  and 
(communities  in  time  of  national  emergency. 

I Subcommittee  Ends  Work  on  Dependent 
Medical  Care  Bill 

A House  Armed  Services  Subcommittee  com- 
pleted its  work  on  legislation  for  medical  care  of 
military  dependents  and  on  February  7 ordered  the 
bill  favorably  reported  to  the  full  committee.  Fol- 
lowing a week  of  hearings,  the  subcommittee  made 
a number  of  changes  in  the  measure,  then  called  in 
Defense  Department,  commercial  insurance  and 
Blue  Cross-Blue  Shield  representatives  for  their  final 


comments.  The  revised  bill— still  subject  to  changes 
in  committee— includes  these  points: 

1.  No  contribution  from  the  service  family  for 
the  cost  of  private  insurance,  but  dependents  to 
pay  the  first  $25  of  costs  in  private  hospitals  and  a 
mandatory  subsistence  charge  in  military  hospitals; 
the  bill  originally  would  charge  the  family  30  per 
cent  of  the  basic  insurance  premium.  2.  Wives  and 
children  guaranteed  basic  protection,  but  the  extent 
of  coverage  for  parents  and  parents-in-law  left  to 
the  Secretary  of  Defense;  under  the  first  plan  the 
government  would  contribute  nothing  toward 
premiums  for  latter  two  classes  of  dependents.  3. 
The  secretary  to  negotiate  either  “home  town  care” 
or  service  or  indemnity  insurance  plans;  on  this  the 
original  bill  was  not  definite. 

Although  Assistant  Defense  Secretary  Frank  B. 
Berry  and  the  military  task  force  that  has  worked 
on  the  project  told  the  subcommittee  they  supported 
the  revised  bill,  the  Surgeons  General  of  the  three 
services  did  not  express  themselves.  Representatives 
of  indemnity  companies  and  Blue  Cross  and  Blue 
Shield  said  the  plan  was  workable  and  that  they 
could  operate  under  it,  although  all  suggested 
changes. 

Under  the  bill  the  service  family  could  receive 
its  care  either  at  military  facilities  or  from  private 
sources.  At  the  military  hospital,  the  charge  would 
be  $1.75  per  day  for  food,  and  some  outpatient  care 
would  be  provided.  It  was  not  known  what  limita- 
tions the  subcommittee  finally  decided  to  place  on 
medical  care  under  civilian  plans,  except  that  any 
home  or  office  calls  to  be  eligible  for  payment  would 
have  to  be  associated  with  a hospital  admission. 

Bill  Introduced  for  Medical  Teaching- 
Research  Grants 

Chairman  Priest  of  the  House  Interstate  and 
Foreign  Commerce  Committee  has  introduced  a bill 
(HR9013)  to  carry  out  the  administration’s  pro- 
gram of  construction  grants  to  promote  medical 
and  dental  research  and  teaching,  a proposal  outlined 
earlier  in  Presidential  message.  It  would  be  a five- 
year,  $250  million  project,  with  up  to  $210  million 
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authorized  for  medical  teaching  and  research  con- 
struction, and  $40  million  for  dental  facilities. 

Eligible  for  aid  would  he  schools  of  medicine, 
osteopathy,  public  health  and  other  public  and  non- 
profit educational  institutions,  laboratories  and  re- 
search institutions.  Grants  would  be  up  to  50  per 
cent  of  construction  costs.  The  Surgeon  General 
of  Public  Health  Service  would  be  in  charge  of  the 
program,  advised  and  assisted  by  a National  Council 
on  Medical  Research  and  Teaching  Facilities,  at 
least  half  of  whose  16  members  would  have  to  be 
from  “among  leaders  in  the  fields  of  medical,  osteo- 
pathic, dental  or  public  health  research  or  educa- 
tion.” Rep.  Wolverton,  ranking  minority  member 
of  the  committee,  has  introduced  an  identical  bill, 
HR9014. 

Another  bill  by  Mr.  Priest  (HR9048)  would 
authorize  grants  to  local  agencies,  universities,  lab- 
oratories and  other  public  or  private  agencies  or 
individuals  to  finance  training,  instruction  and  fel- 
lowships, and  investigations  and  research  projects 
in  mental  health. 

Incentive  Bill  Raises  Pay  of  Military 
Doctors 

Along  with  dependent  care  bill.  House  Armed 
Services  Committee  favorably  reported  HR9428, 
designed  to  stimulate  voluntary  recruitment  in 
Medical  and  Dental  Corps  through  financial  induce- 
ments. Principal  feature  is  a graduated  increase  in 
special  pay,  which  since  1949  has  stood  at  $100 
monthly  regardless  of  rank  or  length  of  service.  Bill 
raises  this  medical-dental  “bonus”  to  $150  after  three 
years  of  service,  $200  after  six  years  and  $250  after 
10  years.  Thus,  a 10  year  man  will  receive  $3,000 
annually  over  and  above  his  regular  pay  and  allow- 
ances. Bill  also  increases  constructive  service  credit 
for  pay  and  promotion  purposes. 

Before  approving  HR9428,  as  rewritten  from  the 
original  HR  8500,  House  Armed  Services  Committee 
jettisoned  an  amendment  that  would  have  given  an 
extra  star  to  the  three  military  Surgeons  General. 
Nor  did  it  adopt  plan,  proposed  by  some  members, 
to  set  a minimum  ration  of  medical  and  dental 
strength  in  the  armed  forces. 

Health  Legislation,  84th  Congress 

ENACTED  INTO  LAW 

Doctor  draft  extension  HR3005  (PL118);  Salk 
vaccine  grants  extension  S2990  (PL411);  mental 


health  survey  HJRes.256  (P182);  Sensatc  narcotics  : 
hearings  authorized  S.Res.67;  air  pollution  control 
S928  (PL159).  Of  these,  extension  of  the  Salk  vac- 
cine program  is  the  only  one  enacted  this  year;  all 
others  became  law  in  1955  at  the  first  session  of  the 
84th  Congress. 

NO  PROGRESS  ON  FOLLOWING 

Amending  biologies  law  (HR6207),  health  rein- 
surance (HR3458,  S886),  mortgage  loan  guarantees 
(HR3458,  S886),  military  medical  scholarships 
(HR4645,  S1444),  PHS  grants  revision  (HR3458, 
S886),  mothers’  and  crippled  children’s  grants 
(HR3292),  medical  care  under  public  assistance 
(S3 1 39,  HR9120),  Nursing  Commission  H.J.Res. 
171  and  485);  aid  to  public  health  schools  (Si 859, 

1 IR8839). 

Medical  and  Dental  Research  and  Teaching 
Construction  Act 

U.  S.  Senator  William  A.  Purtell  (R— Connecti- 
cut) has  made  the  statement  that  the  Eisenhower 
Administration’s  Medical  and  Dental  Research  and 
Teaching  Construction  Program  which  he  intro- 
duced in  the  Senate  in  February  “is  the  only  pro- 
posal of  its  type  which  clearly  reflects  the  ever 
increasing  interdependency  of  the  research  and 
teaching  functions  in  the  health  sciences.”  In  his 
opinion  the  measure  combines  the  best  features  of 
the  various  research  construction  and  medical  aid 
bills  which  have  been  introduced  previously. 

The  Purtell  measure  would  authorize  Federal 
construction  grants  of  $250  million  to  be  spent 
during  a 5 year  period  to  assist  accredited  schools 
of  medicine,  dentistry,  osteopathy  and  public  health 
in  expanding  and  improving  their  research  facilities. 
Federal  grants  under  the  program  would  have  to  be 
matched  at  least  equally  by  the  institution  being 
aided. 

The  Connecticut  Senator  said  the  proposed  legis- 
lation w ill  carry  out  the  President’s  recommendation 
that  the  Congress  enact  legislation  authorizing  a 5 
year  program  of  grants  to  assist  in  the  construction 
of  medical  and  dental  research  and  teaching  facil- 
ities. He  said  that  the  hill  as  drafted  provides  ample 
safeguards  against  Federal  domination  of  medical 
and  related  education.  The  measure  provides  for  a 
16  man  National  Advisory  Council,  appointed  by 
the  Secretary  of  Health,  Education  and  Welfare  to 
advise  and  assist  the  Surgeon  General  in  important 
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policy  matters  arising  in  administration  of  the 
program. 

He  also  stated  that  it  specifically  prohibits  any 
[ Federal  official  from  exercising  any  direction,  super- 
vision or  control  over  the  personnel,  curricula, 
methods  of  instruction,  research  or  administration  of 
any  institution  involved  in  the  program.  He  added 
that  the  measure  also  provides  for  close  coordination 
of  the  health  and  education  aspects  of  the  program. 

Medical  and  Drug  Costs  for  Veterans 
Challenged 

There  is  criticism  on  Capitol  Hill  of  fees  being 
charged  bv  private  physicians  ministering  to  veter- 
ans, under  fee-basis  “home  town”  medical  care  pro- 
gram of  Veterans  Administration.  This  has  come 
to  light  with  the  publication  of  transcript  of  hear- 
ings conducted  several  weeks  ago  on  VA’s  19^6-57 
budget.  Rep.  Albert  Thomas  (D— Texas),  chairman 
of  subcommittee  which  conducted  hearings,  was 
particularly  critical  of  VA  action  in  upgrading  fee 
schedules  so  that  next  year  average  office  visit  will 
! cost  government  $5.09.  This  compares  with  $4.96 
1 this  year  and  $4.82  in  1954-55. 

Transcript  also  discloses  subcommittee  members 
are  concerned  over  what  they  consider  to  be  exces- 
sive prices  charged  consumers  for  antibiotics  and 
I other  drugs.  Rep.  Thomas  intimated  that  Federal 
I Trade  Commission  should  look  into  pricing,  perhaps. 

Yellow  Fever  Continues  Northward 

Back  from  a three-month  round-the-world  health 
survey.  Dr.  Fred  F.  Soper,  head  of  the  Pan  Ameri- 
can Sanitary  Bureau,  has  both  somber  and  hearten- 
' ing  news.  He  warns  that  after  a lapse  of  18  months, 
yellow  fever  in  monkeys  has  resumed  its  slow 
! progress  northward  and  is  now  near  the  northern 
border  of  Honduras.  T his  is  only  75  miles  from  the 
I southern  edge  of  the  area  of  the  aedes  aegypti  mos- 
quito which  is  the  urban  vector  of  yellow  fever  in 
the  U.  S.  Adds  Dr.  Soper:  there  are  no  natural 
barriers  in  this  narrowing  gap  between  Honduras 
and  Mexico. 

But  generally,  Dr.  Soper  notes  an  improvement  in 
national  health  services  particularly  in  the  Far 
East,  which  he  attributes  to  the  World  Health  Or- 


ganization. Other  reasons  for  the  improved  situa- 
tion: absence  of  war,  improved  nutrition,  better 
working  conditions,  decrease  in  other  diseases,  espe- 
cially' malaria,  and  improved  tuberculosis  therapy. 
Malaria,  however,  continues  to  impose  a great  bur- 
den of  health  services  throughout  the  Far  East,  he 
said,  adding:  “To  eradicate  malaria  . . . will 

call  for  action  on  a world  scale.  It  will  cost  hundreds 
of  millions  of  dollars.” 

Dr.  Lippard  on  New  Committee 

Office  of  Vocational  Rehabilitation  has  formed 
an  advisory  committee  on  training  policy  to  guide 
its  year  old  program  of  educational  grants  in  aid  to 
institutions  and  individuals.  Medical  members  in- 
cludes Drs.  Vernon  Lippard,  Karl  Menninger, 
Donald  L.  Rose,  Ward  Darley,  Darrel  Mase  and 
Catherine  Worthineham. 

O 

Dr.  Paul  in  Russia 

Five  American  medical  scientists  currently  are 
on  a month’s  tour  of  Russian  scientific  installations. 
They  are  Drs.  Karl  F.  Meyer,  University  of  Cali- 
fornia Medical  Center;  John  R.  Paul,  Yale  Univer- 
sity Medical  School;  Richard  E.  Shope,  Rockefeller 
Institute;  Colin  M.  Macleod,  Bellevue  Medical  Cen- 
ter; and  Michael  B.  Shimkin,  National  Cancer 
Institute. 


THE  DOCTOR'S  OFFICE 

1 homas  B.  Carey  announces  the  opening  of  an 
office  for  the  practice  of  general  medicine  and  chest 
diseases  at  843  Farmington  Avenue,  West  Hartford. 

Arthur  F.  Davidson,  xr.o.  announces  the  opening 
of  an  office  for  the  practice  of  general  surgery  at 
2149  Main  Street,  Hartford. 

Thomas  Joseph  Donovan,  m.d.  announces  the 
opening  of  an  office  for  the  practice  of  thoracic 
and  cardiovascular  surgery,  bronchoscopy  and  eso- 
phagoscopy  at  150  Jefferson  Street,  Hartford. 

Harold  W.  Schell  announces  the  reopening  of  his 
office  for  the  practice  of  internal  medicine  at  45 
Church  Street,  Groton. 
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An  editorial  appearing  in  the  AMA  Archives  of 
Surgery  (vol.  65,  pp.  653-654)  by  Lindskog  points 
up  the  fact  that  a rather  definite  change  has  taken 
place  during  the  last  decade  in  the  content  of 
thoracic  surgery.  The  correction  of  pectus  excava- 
tion (funnel  chest)  deformity  is  a minor,  though 
important,  contribution  to  this  overall  progress. 

Pectus  excavatum  is  commonly  accepted  as  an 
hereditary  defect  but  is  not  sex  limited  in  its  trans- 
mission. T he  importance  of  correction  is  chiefly 
discovered  in  the  psychological  impact  of  the 
deformity  on  the  growing  child.  A small  minority 
of  the  patients  with  pectus  excavation  develop 
cardiorespiratory  symptoms  which  in  rare  instances 
may  be  disabling. 

Lindskog  and  Felton,  in  a more  extended  article, 
review  their  experience  with  16  operated  cases 
(Ami.  Surg.,  142:4,  pp.  654-661).  There  was  no 
operative  mortality  and  no  serious  morbidity  rate  in 
their  series  of  cases.  The  end  result  was  disappoint- 
ing in  only  one  case  (page  27). 

I he  operation  for  pectus  excavation  deformity 
is  a fairly  simple  one.  In  brief,  it  involves  a resection 
or  transection  bilaterally  of  the  involved  costal 
cartilage,  a lysis  or  resection  of  the  depressed 
xiphoid,  a transection  of  the  sternum  at  the  manu- 
briogladiolar  level  and  the  elevation  of  the  gladiolus 
(body  sternum)  to  a slightly  overcorrected  level. 

In  conclusion,  Lindskog  thinks  it  worth  while  to 
emphasize  the  importance  of  the  psychological  fac- 
tors in  the  cosmetic  end  results.  The  operation  is  to 
he  considered  as  a form  of  thorocoplasty  and  is  not 
visceral  thoracic  in  nature.  The  ideal  age  for  the 
correction  of  the  deformity  is  the  eighth  or  ninth 
year. 

The  operation  for  the  correction  of  the  defect  of 
pectus  excavatum  should  be  regarded  as  a major 
procedure,  for  it  has  a slight  mortality  risk  and  a 
“significant  complication  risk.” 

# # # # 

“Determining  the  Site  of  Brain  Tumors  by  the 
Lse  of  Radioactive  Iodine  and  Phosphorous” 
(Aymes  et  al.,  Cal.  Med.,  82:3,  pp.  167-170)  is  a 
study  of  39  cases  of  tumors  of  the  cerebral  hemi- 
spheres. The  sites  of  the  tumors  were  correctly 
determined  in  61  per  cent  of  the  tests.  In  19  cases 


where  the  focal  radioactivity  was  increased  24  per 
cent  or  more  over  that  of  the  surrounding  area, 
there  was  no  error  in  location.  In  15  patients  with 
expanding  intracranial  lesions,  tests  were  made  at 
operation  with  radioactive  phosphorus  and  14 
lesions  were  correctly  localized.  This  last  procedure, 
in  which  the  needle  probe  was  used,  was  found  of 
great  value  in  rapidly  locating  and  outlining  the 

area  of  involvement. 

* * # * 

Randall  calls  attention  to  the  fact  that  deaths 
from  bleeding  during  and  after  the  third  stage  of 
labor  can  almost  always  be  prevented  ( Jour.  Lancet, 
75:6,  pp.  237-240).  T his  is  important  for  postpartum 
hemorrhage  is  today  one  of  the  leading  causes  of 
maternal  deaths.  The  doctor  must  be  prepared  to 
do  everything  possible  to  prevent  postpartum 
hemorrhage  and  must  be  prepared  to  treat  it  ade- 
quately. There  should  he  a more  active  management 
of  the  third  stage  of  labor  than  has  been  the  case  in 
the  past,  by  intravenous  administration  of  ergono- 
vine  with  the  birth  of  the  fetal  shoulders,  by  the 
elimination  of  traumatic  deliveries  and  the  injudici- 
ous use  of  pituitrin,  and  finally  by  discarding  heavy 

inhalation  anesthesia. 

# # # # 

In  the  absence  of  paralysis  it  is  often  difficult  to 
confirm  the  clinical  diagnosis  of  poliomyelitis.  In 
the  light  of  this  fact  the  conclusions  of  Cosgrove 
are  interesting.  W ith  some  condensation  they  are 
briefly  stated  as  follows: 

(1)  The  analysis  of  symptoms  alone  will  not  aid 
materially  in  the  clinical  diagnosis  of  poliomyelitis 
in  the  absence  of  paralysis. 

(2)  In  the  presence  of  an  epidemic  of  poliomye- 
litis significance  may  be  attached  to  the  following 
abnormal  signs,  even  though  there  is  no  paralysis: 
neck  rigidity,  Kernig’s  sign,  Brudzinski’s  sign,  and 
muscular  tenderness. 

(3)  If  the  cerebrospinal  fluid  is  found  to  be  nor- 
mal in  a patient  presenting  the  above  signs,  there  is 
a less  than  3 per  cent  chance  that  the  patient  is 
suffering  from  poliomyelitis. 

(4)  Cerebrospinal  fluid  examination  in  a patient 
with  meningismus  will  confirm  the  suspicion  of 
the  diagnosis  of  poliomyelitis  with  evidence  of  in- 
creased white  cell  count  and  protein  content. 
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(5)  In  the  Cosgrove  study,  6 per  cent  of  patients 
with  abnormal  cerebrospinal  fluid  had  no  signs 
except  fever.  The  diagnosis  of  poliomyelitis  will  be 
missed  in  these  cases  unless  the  cerebrospinal  fluid  is 
examined. 

(6)  In  a follow-up  of  100  patients  with  abnormal 
fluid  and  1 1 5 patients  with  normal  cerebrospinal 
fluid,  it  was  found  that  30  of  76  traced  in  the 
abnormal  group  and  2 of  88  traced  in  the  normal 
group  had  subsequently  developed  paralysis. 

(Canad.  Med.  Asoc.  Jour.,  72:11,  pp.  808-81 1.) 

* # * * 

Generalized  gastrointestinal  polyposis  has  been 
described  in  medical  literature  under  a variety  of 
clinical  pictures.  They  all,  however,  have  the  com- 
mon finding  of  one  or  more  adenomatous  polyps 
somewhere  in  the  gastrointestinal  tract.  Cronkhite 
and  Canada  report  on  tw;o  cases  of  generalized 
adenoma  of  the  gastrointestinal  tract  of  a tvpe  not 
familiar  to  the  average  physician  (New  Eng.  Jour. 
Med.,  252:24,  pp.  1011-1015).  In  both  these  cases 
the  underlying  pathology  was  that  of  a generalized 
gastrointestinal  polyposis  in  which  virtually  the 
entire  gastrointestinal  mucosa  was  replaced  by 
polypoid  lesion. 

There  are  two  types  of  polyposis  of  this  general 
nature  described.  One  is  the  Cripps  type  which  has 
often  been  called  “polypoid  adenomatosis  of  the 
colon.”  The  title  is  descriptive  of  its  location. 
Commonly  this  form  is  not  pigmented.  The  second 
tvpe  goes  under  the  title  of  Peretz-Jegher  syn- 
drome. The  lesions  of  this  form  are  prominent  in 
the  small  intestine  and  are  generally  pigmented. 
Melanin  spots  are  commonly  found  in  the  oral 
mucosa,  lips  and  digits.  Both  the  Cripps  and  the 
Peretz-Jegher  types  of  polyposis  are  familial  in 
nature.  The  polyps  commonly  appear  during  adoles- 
cence and  increase  rapidly  in  number  and  in  size 
during  the  second  and  third  decade. 

Generalized  polyposis  results,  if  the  patient  lives 
long  enough,  in  a recognized  clinical  pattern  of 
multiple  deficiencies.  The  most  frequent  causes  of 
death  in  polypoid  disease  of  the  intestine  are  bleed- 
ing, malignant  degeneration  and  intestinal  obstruc- 
tion. The  authors  rather  briefly  discuss  the  relation 
of  these  two  types  of  polypoid  disease  to  other 
types  of  polyposis  occurring  in  the  intestinal  tract. 
* # * * 

Murphy  (Med.  Ann.  D.  C.,  24:4,  pp.  277-286) 
suggests  that  a typical  historical  sequence  of  events 
with  lumbar  disk  protrusion  are: 


(1)  Initial  trauma  of  lumbar  spine  (may  be  re- 
membered or  forgotten;  may  be  direct  or  indirect). 

(2)  Lumbago  or  low7  back  pain. 

(3)  Sudden  or  gradual  development  of  sciatica 
(pain  radiating  from  sacro-iliac  joint,  hip  or  but- 
tocks to  the  lateral  and  posterior  thigh,  calf,  ankle 
and  foot). 

(4)  Accentuation  of  symptoms  with  repeated 
back  strain. 

(5)  Eventual  intractibility  of  discomfort;  sciatica 
outweighing  pain  in  back. 

The  age  of  the  patient  ranges  from  adolescence 
to  the  senium.  Nonoperative  management  is  in  order 
and  is  usually  successful  when:  (1)  The  attack  is  a 
low  back  pain  and/or  sciatica  is  an  intial  symptom 
and  has  not  lasted  longer  than  six  weeks;  (2)  the 
syndrome  is  featured  by  a preponderance  of  lum- 
bago and  a minimum  of  sciatica;  (3)  the  physical 
and  roentgenographic  findings  indicate  arthritis  as 
a probable  cause  and  the  patient  is  over  50  years  of 
age;  and  (4)  loss  of  sensation,  weakness  and  reflex 
abnormalities  in  the  lower  extremity  are  minimal  or 
absent. 

Generally  speaking,  intensive  conservative  treat- 
ment should  bring  about  definite  relief  of  sypmtoms 
and  signs  in  seven  to  14  days  if  a cure  is  to  be 
obtained.  Conservative  treatment  consists  of  com- 
plete rest  upon  a hard  mattress  with  supporting 
boards.  Traction  is  often  of  benefit.  Diathermy, 
massage  of  back  muscles  and  support  of  back  by 
adhesive  tape  are  useful  methods  of  treatment. 

The  details  of  surgical  treatment  of  protruded 
or  ruptured  lumbar  vertebral  disk  is  discussed  at 
length.  In  Dr.  Murphy’s  opinion  these  patients  can 
be  easily  and  surely  cured  by  a simple  surgical 
operation. 

# # # # 

Gout  in  these  latter  days  seems  to  be  an  uncom- 
mon diagnosis.  Kelly,  however,  considers  gout  as  a 
unique  rheumatic  disease  from  two  standpoints: 
(1)  because  of  the  disturbed  urea  acid  metabolism 
that  is  an  integral  part  of  the  disturbance;  (2)  be- 
cause it  is  featured  by  acute  attacks  of  arthritis 
which  respond  selectively  to  certain  drugs  that  are 
ineffective  in  other  types  of  arthritis  ( Can.  Med. 
Assoc.  Jour.,  72:10,  pp.  735-739). 

After  the  years  colchicine  preparations  still  hold 
first  place  in  the  therapeutic  treatment  of  gout. 
ACTH  and  Cortisone  may  be  used  in  those  cases 
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that  are  unresponsive  to  colchicine.  The  author 
believes  that  ACTI 1 is  more  effective  in  the  treat- 
ment of  gout  than  is  cortisone.  Phenylbutazone  is 
the  third  agent  suggested  for  the  treatment  of  gout. 

In  chronic  tophaceous  gout  additional  measures 
must  be  adopted  to  arrest  the  course  of  the  disease 
and  to  lessen  disability.  Chochicine  can  be  continued 
for  months  or  even  years.  Phenylbutazone  will 
reduce  the  frequency  of  attacks  but  is  too  toxic  to 
be  recommended  for  prolonged  treatment. 

The  problem  of  recurring  attacks  can  most 
profitably  be  approached  by  an  attempt  to  correct 
the  metabolic  fault  in  urea  metabolism.  The  salicy- 
lates, cinchophen  and  probenicid  increase  the 
urinary  excretion  of  uric  acid.  The  reduction  of 
the  formation  of  uric  acid  can  be  attempted 
through  a Spartan  diet  that  eliminates  purines,  re- 
stricts protein  and  fats,  and  leaves  the  bulk  of  the 
food  composed  of  cereals,  grain  products,  eggs, 
milk  and  cheese  and  nonleguminous  vegetables  and 
fruit.  Probably  the  best  that  can  be  hoped  for  from 
this  approach  is  modification  of  the  urinary  excre- 
tion of  uric  acid.  Even  when  a strict  diet  is  not 
followed  it  is  wise  to  avoid  gluttony  and  “debauch 
because  as  stresses  they  may  provoke  acute  gout.” 

Gout  can  be  controlled  with  ease  and  dispatch  by 
several  remedies  presently  available.  A measure  of 
success  can  be  attained  in  modifying  the  course  of 
chronic  gout. 

# # * * 

“Experiences  with  the  Beck  Operation  for  Coro- 
nary Artery  Disease”  is  interestingly  discussed  in 
some  detail  by  Selman  (Dis.  Chest , XXVIII:  1,  pp. 
1 -1 9).  He  reports  on  a series  of  31  consecutive  cases 
operated  on  by  Dr.  Beck  with  no  mortality. 

The  selection  of  cases  is  important.  Favorable 
cases  for  operation  may  be  briefly  grouped  as 
follows: 

I.  Prophylactic:  Mild  angina  (stable).  Small  in- 
farct without  angina. 

II.  Therapeutic:  Moderate  to  severe  angina  (pro- 
gressive). Infarct  followed  by  angina.  Repeated 
bouts  of  severe  pain  with  or  without  ECG  changes. 

III.  Salvage:  Massive  infarct.  Status  anginosus. 
Most  of  the  patients  operated  on  fell  in  the  thera- 
peutic group.  Death  from  occlusive  coronary  artery 
disease  is  commonly  due  to  (1)  ventricular  fibrilla- 
tion (trigger  mechanism)  which  is  sudden,  and  (2) 
myocardial  failure  (muscle  death)  which  is  slow. 
There  is  ample  experimental  evidence  to  support 
the  claim  that  the  Beck  operation  will  protect  the 


heart  against  death  from  ventricular  fibrillation. 
I he  Beck  operation  cannot  stop  degenerative  and 
occlusive  disease  of  the  coronary  artery.  The  Beck 
operation  cannot  restore  degenerated  myocardium 
and  is  therefore  contraindicated  in  those  cases  where 
destruction  of  the  myocardium  from  infarct  has 
resulted  in  myocardial  failure.  The  Beck  operation 
does  increase  the  intercoronary  and  extracoronary 
communications,  thereby  increasing  the  blood  sup- 
ply to  the  myocardium  following  coronary  occlu- 
sion or  narrowing. 

Approximately  80  per  cent  of  the  cases  subjected 
to  the  Beck  operation  were  reported  as  giving 
results  from  good  to  excellent.  There  seems  to  be 
ample  experimental  and  clinical  evidence  to  warrant 
the  widespread  application  of  the  Beck  operation 
to  properly  selected  cases  with  coronary  artery 
disease. 

* # # # 

In  “1  he  Clinical  Aspects  of  Obesity”  (Practioner, 
75:1045,  pp.  5-1 1 ) Pemberton  expresses  the  opinion 
that  only  a small  group  of  obese  people  suffer  from 
endocrine  disturbance.  Most  fat  people  eat  too 
much  and  exercise  too  little.  Overeating  with  some 
people  may  be  evidence  of  psychological  stress.  In 
fat  children  abundant  nourishment  is  a common 
cause  of  obesity.  Specific  metabolic  and  pathological 
changes  are  not  commonly  noticed  in  obsese  people. 
Obesity  owes  most  of  its  dangers  to  its  complica- 
tions, namely,  diabetes  mellitus,  hypertension,  gall- 
stones, arthritis,  pregnancy,  and  some  surgical  con- 
ditions. With  or  without  complications,  life  assur- 
ance societies  in  Great  Britain  and  the  United  States 
look  upon  the  obese  as  poor  risks. 

* * * # 

The  evaluation  of  drug  therapy  of  hypertension 
is  a perennially  interesting  subject  to  the  average 
doctor.  Moser  (N.  Y.  State  Jour.  Med.,  55:14,  pp. 
1999-2008)  writes  of  his  experience  with  Ansolysin, 
hexamethonium,  Apresoline  and  reserpine.  In  his 
opinion  the  long  term  oral  administration  of  these 
drugs  is  feasible  if  the  patient  is  carefully  observed. 
The  side  effects  of  drug  therapy  can  usually  be 
controlled. 

Good  results  can  be  obtained  in  properly  selected 
cases  of  severe  progressive  hypertension.  A final 
appraisal  of  the  results  of  drug  therapy  is  not  now 
possible.  However,  it  can  be  stated  that  these  agents 
provided  an  effective  practical  method  of  blood 
pressure  control  in  about  a third  of  the  cases  treated. 


Connecticut  State  Medical  Journal 


AROUND  THE  STATE 


3J7 


AROUND  THE  STATE 


Connecticut  Regional  Blood  Program 

Although  the  standards  of  medicine  in  Connecti- 
cut are  such  that  the  profession  is  proud  of  them, 
yet  there  is  a tendency  for  residents  of  the  State  to 
go  to  hospitals  in  Boston  and  New  York  for  special- 
ized procedures.  The  Connecticut  Blood  Bank’s 
agreement  has,  since  the  start,  been  with  the  hos- 
pitals of  this  State  and  this  is  still  its  primary  mission. 
It,  however,  has  been  felt  that,  in  view  of  the  very 
loyal  support  of  the  Program  by  many  of  our  gallon 
donors,  some  consideration  should  be  given  to  those 
who  have  recently  donated  blood  to  the  Program  if, 
through  accident  or  otherwise,  these  persons  are 
hospitalized  outside  our  State.  The  Blood  Bank, 
therefore,  will  attempt  to  make  arrangements  with 
blood  banks  in  other  States  for  supplying  blood,  if 
agreeable  to  the  out-of-state  blood  banks.  This 
privilege  is  confined  to  those  who  have  supported 
this  Program  not  only  with  money,  but  by  blood. 
Furthermore,  such  blood  must  be  replaced  within 
90  days  to  maintain  our  own  Blood  Bank’s  solvency. 
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FEBRUARY 

THROUGH 

FEBRUARY 

!956 

1, 19,-6 

DONORS 

Donors  accepted  

7A  3° 

ri- 

ce 

i/'. 

Donors  rejected  

699 

7.'42 

Donors  registered  

7,829 

64,982 

BLOOD  ISSUED  TO  HOSPITALS 

PINTS 

To  Connecticut  hospitals  from  center.... 

5.895 

46,619 

Blood  collected  by  hospitals 

7U 

7.031 

To  out  of  State  hospitals 

260 

1.279 

6,878 

54.929 

PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma 

90 

52 

Processed  into  packed  cells 

6 

38 

Processed  into  liquid  plasma 

923 

7.537 

1,019 

8,097 

Discarded — unfit  and  broken 

49 

3D 

Grand  Total  — distribution  of  blood 

7.946 

63.343 

Blood  returned  to  center  for  processing 

into  plasma  and  fractions 

7 !5 

5.963 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 


Irradiated  plasma  (300  cc.) 54  307 

Frozen  plasma  (125  cc.) 152  871 

Serum  albumin  (100  cc.) 162  E047 

Serum  albumin  (20  cc.) o 47 

Immune  serum  globulin  (2  cc.) « 105 

Packed  red  cells 6 38 


Physicians  Elected  to  CMS 

In  addition  to  Dr.  Danaher,  the  new  president, 
Louis  F.  Middlebrook  of  Hartford  was  reelected 
secretary  of  Connecticut  Medical  Service. 

Henry  A.  Archambault  of  Taftville,  Creighton 
Barker  of  New  Haven,  Thomas  P.  Murdock  of 
Meriden,  and  Walter  I.  Russell  of  New  Haven  were 
all  reelected  to  one  year  terms  on  the  Board  of 
Directors. 

New  appointees  to  the  Professional  Policy  Com- 
mittee nominated  by  the  Connecticut  State  Medical 
Society  are  Allan  R.  Rvan  of  Meriden,  and  Harold 
E.  Speight  of  Middletown.  Nominated  in  a direct 
election  by  CMS’s  2,595  Participating  Physicians 
were  Edwin  R.  Connors  of  Bridgeport;  Edward 
Howe  of  West  Hartford  and  Benjamin  V.  White  of 
West  Hartford.  Drs.  Ryan,  Speight  and  Connors 
are  new  members  of  the  Committee.  Drs.  Howe  and 
White  are  reappointees. 

Other  physicians  serving  on  the  Committee  arc: 
Orpheus  J.  Bizzozero  of  Waterbury;  Thomas  M. 
Feeney  of  West  Hartford;  Robert  G.  Reynolds  of 
West  Hartford;  and  Edward  J.  Whalen  of  WTest 
Hartford. 

Oliver  L.  String-field  of  Stamford,  president  of  the 
Connecticut  State  Medical  Society,  and  Ralph  T. 
Ogden  of  West  Hartford,  president  elect  of  the 
Society,  serve  on  the  Committee  by  virtue  of  their 
offices. 

Psychologists  in  Our  State  Programs 

The  status  of  clinical  psychology  in  our  State 
Hospitals  and  other  State  institutions  is  described 
in  the  November  1955  issue  of  The  Connecticut 
Psychologist.  The  first  psychological  laboratory 
under  the  direction  of  a full  time  director  was  set  up 
in  1941  at  the  Norwich  State  Hospital.  The  original 
staff  of  the  Laboratory  consisted  of  ten  professional 
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Henry  A.  Archambault,  m.d.,  of  Taftville  (left),  one  of  the  original  members  of  the  Connecticut  Medical  Service,,  ^ . 

Inc.,  Professional  Policy  Committee,  receives  the  gavel  of  the  Chairman  of  the  Committee  from  Thomas  J.f  OATI 

Danaher,  m.d.,  former  chairman  who  was  elected  President  of  CMS  at  the  Blue  Shield  plan’s  Annual  Meeting, J 

February  21 


psychologists.  Five  years  later  the  State  Hospitals 
at  Middletown  and  Fairfield  follow  ed  suit  with  the 
establishment  of  departments  of  psychology. 

Connecticut  boasts  the  highest  standards  of  train- 
ing and  competence  of  psychologists  in  the  United 
States  but  the  supply  of  1 5 psychologists  in  this 
State  falls  far  short  of  the  minimum  recommended 
by  the  American  Psychiatric  Association.  The  new- 
ly created  post  of  Commissioner  of  Mental  Health 
may  change  the  picture. 

Psychologists  also  function  in  the  Training 
Schools  of  Southbury  and  Mansfield.  Southbury  has 
a Behaviour  Clinic  and  an  Outpatient  Clinic  served 
by  psychologists.  In  the  State  Department  of  Men- 
tal Health  the  psychological  services  are  provided 
by  the  Division  of  Community  Services.  Elsewhere 
in  Connecticut,  with  the  exception  of  the  Woodruff 
Restorative  Therapy  Center  in  New  Haven,  most 


State  institutions  either  lack  psychological  staff  or 
have  only  limited  consultation  service.  Part  time 
psychologist  services  are  utilized  by  Long  Lane 
School  for  Girls,  Wethersfield  State  Prison,  and  the 
Connecticut  Commission  on  Alcoholism. 

Medical  Education  Progress  at  the  Meriden 
Hospital 

The  Medical  Educational  Program  at  the  Meriden 
Hospital  has  been  making  strides  forward  since  the 
procurement  of  the  services  of  a Medical  Educa- 
tional Director  2 1 months  ago.  In  addition  to  making 
ward  rounds  with  the  six  interns,  various  didactic 
lectures  and  conferences  are  held  throughout  the 
week.  These  are  correlated  as  much  as  possible  with 
cases  currently  being  treated. 

As  well  as  weekly  medical,  surgical,  obstetrical 
and  x-ray  conferences,  there  are  held  also  at  the 
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Meriden  Hospital  weekly  lectures  by  visiting  physi- 
cians from  the  various  teaching  centers  near  at 
hand.  As  much  variety  as  possible  is  given  these 
conferences  in  order  to  touch  on  every  field  of 
medicine. 

Part  of  the  teaching  is  done  in  the  laboratory  and 
individual  supervision  of  various  laboratory  tests 
such  as  bone  marrow  studies  is  frequent.  Opportu- 
nity for  investigative  work  is  available  and  such 
new  procedures  as  serum  protein  and  hemoglobin 
electrophoresis  are  used  to  teach  the  newer  research 
tools  of  science. 

Community  Psychiatric  Services 

The  Department  of  Mental  Health,  which  took 
over  certain  responsibilities  associated  w ith  com- 
munity psychiatric  services  on  July  i,  1955,  and 
certain  additional  ones  on  January  1,  19^6,  is  now 
engaged  in  setting  up  statistical  reporting  systems 
for  these  areas.  Past  statistics  are  incomplete. 

However,  thirteen  psychiatric  outpatient  clinics— 
there  are  twenty-six  in  all  in  Connecticut— did  make 
a report  for  the  year  w hich  ended  June  30,  1955. 
The  e clinics,  including  the  four  child  guidance 
clinics  conducted  by  the  Division  of  Community 
Services,  treated  a total  of  3,940  patients— children 
and  adults.  With  these  patients  the  thirteen  clinics 
held  a total  of  27,666  interviews  during  the  year. 

These  facts  by  no  means  describe  fully  the  com- 
munity services  of  these  clinics  and  their  staffs.  For 
instance,  during  the  year  they  devoted  at  least  -\6oo 
hours  to  consultations  and  conferences  with  schools, 
courts  and  police,  social  and  welfare  agencies  and 
private  physicians.  It  was  estimated  that  an  addi- 
tional 1,060  hours  w ere  given  after  clinic  hours. 

On  June  30,  1955  the  thirteen  clinics  which  sub- 
mitted reports  had  on  their  staffs  thirteen  psychia- 
trists working  full  time,  thirty-three  psychiatrists 
working  part  time  and  thirteen  psychiatric  residents. 
They  also  employed  five  psychologists  full  time 
and  seventeen  part  time  and  nineteen  psychiatric 
social  workers  full  time  and  ten  part  time. 

These  are  the  psychiatric  outpatient  clinics  of  the 
State: 

CONDUCTED  BY  THF,  DIVISION  OK  COMMUNITY  SERVICES 
OK  THE  DEPARTMENT  OK  MENTAL  HEALTH  KOR 
CHILDREN 

In  New  London,  Norw  ich.  Meriden  and  Hart- 
ford. The  latter  clinic  is  for  children  residing  out- 
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side  the  Hartford  Community  Chest  area.  Children 
came  to  these  clinics  from  70  of  Connecticut’s  169 
towns.  In  July,  1936  the  clinic  in  New'  London  will 
become  community  sponsored  with  some  State  aid. 

CONDUCTED  BY  THE  STATE  HOSPITALS  BY  DIRECTION 
OK  STATUTE 

By  Connecticut  State  Hospital  in  New  Britain 
for  adults,  in  the  City  of  Middletown  for  adults  and 
children,  in  New  Haven  for  state  hospital  patients 
on  convalescent  status;  bv  Norw  ich  State  Hospital 
at  the  Backus  General  Hospital  in  Norwich  for 
adults  and  children,  at  Hartford  Hospital  for  state 
hospital  patients  on  convalscent  status. 

STATE- AIDED  CLINICS  IN  GENERAL  HOSPITALS 

The  Grace-New  Haven  Community  Hospital  for 
adults,  the  Stamford  Hospital  for  adults,  the  Water- 
burv  Hospital  for  adults,  Hartford  Hospital  for 
adults,  Greenwich  Hospital  for  adults  and  children, 
Norwalk  Hospital  for  adults,  and  by  St.  Francis 
Hospital  in  Hartford  for  adults. 

COMMUNITY  CLINICS  FOR  CHILDREN 

The  Hartley-Salmon  Clinic  in  Hartford,  the  Insti- 
tute of  Living  Clinic  in  Hartford,  the  New  Britain 
Mental  Hygiene  Clinic,  the  Salisbury  Health  Cen- 
ter, the  Child  Guidance  Clinic  of  Waterbury,  the 
Clifford  Beers  Clinic  in  New  Haven,  the  Child 
Guidance  Clinic  of  the  Vale  Child  Study  Center  in 
New  Haven,  the  Psychiatric  Clinic  for  Children  in 
Stamford. 

COMMUNITY  CLINICS  FOR  CHILDREN  AND  ADULTS 

The  Bridgeport  Mental  Hygiene  Society  Clinic, 
the  New  Canaan  Community  Clinic  of  the  Silver 
Hill  Foundation.  The  Institute  of  Living  in  Hart- 
ford also  conducts  a separate  clinic  for  adults. 

There  are  three  hospitals,  all  in  Hartford,  w hich 
maintain  psychiatric  inpatient  services.  These  are 
Hartford  Hospital,  McCook  Hospital,  and  St.  Fran- 
cis Hospital. 

New  CMS  Benefits 

An  Extended  Benefits  Endorsement  for  all  Pre- 
ferred Contract  Members  of  Connecticut  Medical 
Service  and  a new  low  income  contract  to  replace 
the  present  CMS  Standard  Contract  were  announced 
at  the  seventh  annual  meeting  of  Connecticut  Medi- 
cal Service.  Thomas  J.  Danaher,  m.d.,  newly  elected 
president  of  CMS,  announced  that  the  Additional 
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Benefits  that  were  effective  last  September  15  have 
been  made  a permanent  part  of  the  CMS  Preferred 
Contract.  Also  another  1 3 new  surgical  procedures 
have  been  added  to  the  Contract  and  the  allowance 
for  53  other  procedures  have  been  increased.  All 
of  the  improvements  have  been  incorporated  into  an 
Extended  Benefits  Endorsement  to  the  Preferred 
Contract,  effective  March  1,  without  an  increase  in 
membership  charges. 

Dr.  Danaher  also  announced  that  the  plan’s  pres- 
ent Standard  Contract  will  be  replaced  by  a new  low 
income  contract,  providing  adequate  surgical-medi- 
cal-maternity benefits  at  the  lowest  possible  cost 
for  low  income  families.  The  new  contract  will  be 
available  April  1.  All  CMS  members  presently 
holding'  the  Standard  Contract  will  be  given  every 
opportunity  to  convert  their  membership  to  the 
Preferred  Contract  by  December  31,  when  the 
Standard  Contract  no  longer  will  be  available.  Dr. 
Danaher  emphasized,  however,  that  no  CMS  mem- 
ber will  be  deprived  of  benefits  because  of  the 
change-over  and  all  union  agreements  involving  the 
Standard  Contract  will  be  respected. 

The  changes  in  both  Contracts  were  voted  by  the 
CMS  Board  of  Directors,  on  the  recommendation  of 
the  CMS  Professional  Policy  Committee,  and  have 
been  approved  by  the  Connecticut  State  Insurance 
Commissioner.  The  changes  also  were  approved  by 
a majority  of  the  CMS  participating  physicians  in  a 
recent  statewide  referendum. 

Dr.  Danaher  also  announced  that  CMS  soon  will 
have  a new  Special  Individual  Membership  Contract 
for  persons  throughout  the  State  who  want  CMS 
coverage  but  are  not  eligible  for  group  enrollment, 
and  in  the  very  near  future  a new  CMS  Extra  Pro- 
tection (Major  Medical-Catastrophic  type)  Program 
will  be  made  available  to  enrolled  groups  having 
the  Preferred  Contract. 

Fairfield  County 

Joseph  C.  Quatrano  of  Bridgeport  was  elected 
president  of  St.  Vincent’s  Hospital  staff  at  the  an- 
nual banquet  in  February.  Edward  Vioni  was  elected 
vice  president  and  Richard  Sekerak,  secretary-treas- 
urer. 

Charles  L.  Murdock  of  Easton  addressed  the  Ex- 
change Club  of  Bridgeport  recently.  Dr.  Murdock 
has  the  distinction  of  helping  to  establish  an  $80,000 
fund  to  aid  needy  medical  students. 


Andrew  Laszlo,  author  of  “Doctor,  Drums  and 
Dances,”  addressed  the  Greenfield  Hill  Congrega- 
tional Church  Guild  in  February. 

Sr.  Clair  G.  Strong  of  Norwalk  discussed  “As- 
pects of  Modern  Surgery”  before  the  Norwalk 
Service  Club  at  its  meeting  in  February. 

Robert  C.  Joy  of  Danbury  addressed  the  New 
Fairfield  P.T.A.  meeting  recently  on  feeding  prob- 
lems in  children. 

Edward  J.  Finn,  former  mayor  of  Shelton  and 
a practicing  physician  in  Shelton  for  43  years,  died 
in  the  Griffin  Hospital  on  February  20. 

Edwin  M.  Fuller  has  been  appointed  chief  of 
anesthesiology  at  the  Griffin  Hospital,  Derby.  Dr. 
Fuller  comes  to  the  Griffin  Hospital  from  the  Grace- 
New  Haven  Community  Hospital  with  which  he 
has  been  affiliated  since  1951.  Fie  was  graduated 
from  the  Tufts  Medical  School  in  1936  and  since 
that  time  has  had  considerable  training  and  experi- 
ence in  the  practice  of  medicine  including  intern- 
ship and  residencies  in  anesthesiology  at  the  Hart- 
ford Hospital,  the  Grace-New  Haven  Hospital  and 
the  Children’s  Hospital  of  Philadelphia.  Dr.  Fuller 
is  a diplomate  of  the  American  Board  of  Anesthesi- 
ology and  is  on  the  faculty  of  the  Yale  University 
School  of  Medicine. 

John  A.  Maxwell  of  Bridgeport  died  suddenly 
on  February  22.  Dr.  Maxwell  had  practised  medi- 
cine in  Bridgeport  for  34  years. 

Hartford  County 

Named  by  the  nominating  committee  for  presi- 
dent and  president  elect  for  1956-1957  are  Harold 
M.  Clarke  of  New  Britain  and  John  N.  Gallivan  of 
East  Hartford.  (Hartford  County  Medical  Associa- 
tion.) 

A Social  Legal  Counselling  Board  at  360  Wash- 
ington Street,  has  been  set  up  to  assist  persons  with 
domestic  or  personal  problems  which  have  legal  as 
well  as  social  and  psychiatric  significance.  The  board 
will  function  through  panels,  each  consisting  of  a 
lawyer,  a psychiatrist  and  a social  worker.  Cases 
will  be  carefully  screened  and  may  be  referred  by 
social  agencies  and  members  of  the  clergy. 

A National  Disease  and  Therapeutic  Index  con- 
ducted by  a Philadelphia  reasearch  firm  to  develop 
a study  of  uniform,  homogeneous  data  indicating 
the  nature,  scope  and  frequency  of  occurrence  of 
nonfatal  disease  available  on  a national  basis  will 
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soon  begin  in  the  Hartford  area.  The  objectives  of 
the  National  Disease  and  Therapeutic  Index  are: 
( 1 ) to  provide  a source  of  continuous  information 
on  the  approximate  nature  of  nonfatal  disease  in 
the  U.  S.  More  specifically,  it  will  provide  a picture 
of  “why  patients  see  doctors  or  ask  doctors  to  see 
them;”  (2)  to  provide  a source  of  continuous  in- 
formation on  the  approximate  nature  of  the  thera- 
peutic measures  applied  by  physicians  to  these  pat- 
terns of  illness. 

Louis  Bernstein,  senior  radiologist,  and  Isadore 
Rothstein,  pathologist  at  Mt.  Sinai  Hospital,  recently 
spoke  before  the  men’s  association  of  the  hospital 
on  the  latest  detection  methods  and  treatment  for 
cancer. 

Retiring  from  practice  because  of  ill  health,  is 
Ralph  Richardson  of  Bristol.  Dr.  Richardson  has 
been  in  practice  since  1916.  He  was  chief  of  staff 
of  Bristol  Hospital  for  fourteen  years. 

Andrew  Cansonetti,  senior  attending  surgeon  at 
New  Britain  General  Hospital,  has  announced  his 
candidacy  for  a Democratic  nomination  to  the  New 
Britain  School  Board. 

Attending  the  January  meeting  of  the  AMEF 
1956  kickoff  campaign  in  Chicago  was  Charles  E. 
Jacobson,  Jr.  Dr.  Jacobson  is  chairman  of  HCMA’s 
1956  fund  raising  committee. 

Heading  up  Manchester’s  new  Arthritis  Clinic  is 
Edmond  R.  Zaglio.  Other  members  of  the  medical 
committee  are:  Harold  J.  Lehmus,  A.  Elmer  Diskan 
and  Andrew  H.  Thomas.  This  Clinic  is  the  sixth 
opened  in  the  State  and  w ill  be  in  the  Department 
of  Physical  Medicine  of  Manchester  Memorial  Hos- 
pital. 

The  State  Nurses  Association  heard  Joseph 
Lankin  on  “Arthritis  and  Newer  Forms  of  Therapy” 
recently. 

C.  Raymond  Kiefer,  Jr.,  director  of  the  Hartley- 
Salmon  Clinic,  was  a recent  discussion  leader  at  a 
joint  meeting  of  the  Manchester  Mental  Health 
Society  and  the  Y.  W.  C.  A. 

Norman  Johnson  of  New  Britain  addressed  the 
regular  monthly  meeting  of  the  Waterbury  Medi- 
cal Association  recently  on  “Laryngectomy  and 
Radical  Neck  Dissection.” 

Charles  Griffith  has  been  appointed  an  associate 
with  Lane  Giddings  in  pathology  at  the  Man- 
chester Memorial  Hospital.  Dr.  Griffith  received  his 
r.s.  from  Juniata  College  in  Huntington,  Penn- 
sylvania, and  his  degree  in  medicine  from  the 


University  of  Pennsylvania  School  of  Medicine. 
He  served  his  internship  at  the  Presbyterian  Hos- 
pital in  Philadelphia  and  a residency  in  pathology 
at  Temple  University  School  of  Medicine  in  Phila- 
delphia. 

Alfred  L.  Burgdorf,  chief  of  Hartford’s  Depart- 
ment of  Health,  recently  addressed  the  East  Hart- 
ford Medical  Society  on  fluoridation. 

Litchfield  County 

Noah  Barysh  of  New7  Milford  participated  in 
panel  discussions  dealing  with  problems  of  bronchial 
asthma  and  allergy  in  children  at  the  annual  meeting 
of  the  American  Academy  of  Allergy  held  in  St. 
Louis  in  February. 

The  191st  mid-winter  meeting  of  the  Litchfield 
County  Medical  Association  was  held  at  the  Conley 
Inn,  Torrington,  on  January  24.  On  this  particular 
occasion  the  business  meeting  preceded  the  dinner. 
This,  a new'  feature  in  the  county  meetings,  was 
readily  acceptable  to  all  the  members.  Another 
feature  equally  acceptable  was  the  presence  of  the 
wives  of  the  members  at  the  dinner.  While  the 
business  meeting  was  carried  out,  the  ladies  were 
busy  viewing  a fashion  show.  Following  these 
events,  a delightful  dinner  was  enjoyed  by  all  in 
the  main  dining  room  of  the  hotel.  A film  in  sound 
entitled  “ 1 he  Mind  and  Medicine,”  produced  by 
Smith,  Kline  and  French  Laboratories,  concluded  a 
succesful  meeting. 

Benjamin  Tuerk,  Jr.  of  North  Woodbury  was 
elected  to  membership. 

Floyd  A.  Weed  of  Tor  rington  died  of  coronary 
thrombosis  on  March  2 in  Clearwater,  Florida  at  the 
age  of  68. 

Middlesex  County 

Rembrandt  H.  Dunsmore  of  Hartford  has  been 
named  a consultant  in  neurosurgery  at  the  Con- 
necticut State  Hospital  in  Middletow  n. 

T he  Middlesex  Memorial  Hospital  is  in  the  process 
of  establishing  a radio-isotopes  laboratory.  Several 
staff  members,  Willard  Buckley,  Herbert  Levine, 
Christie  McLeod  and  F.  Erwin  Tracy,  are  to  receive 
training  in  the  use  of  these  materials  at  Yale  Medical 
School. 

1 he  Central  Medical  Association  had  its  annual 
meeting  on  February  9 at  Monte  Green  Inn,  Middle- 
town.  New  officers  were  installed.  They  are:  Presi- 
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dent,  Aaron  Greenberg;  N ice  President,  Clarence 
Harwood;  Secretary,  Janies  Glessner;  and  Treas- 
urer. Sanford  Harvey.  The  speaker  of  the  evening 
was  Willard  Wallace,  professor  of  American  history 
at  Wesleyan  University  and  his  subject,  “Specialists 
in  Infamy.”  His  talk  was  erudite,  entertaining  and 
instructive.  He  told  us  of  traitors  in  the  early  years 
of  our  country’s  history. 

New  Haven  County 

John  M.  Freiheit  of  Waterbury,  president  of  the 
Physicians  Art  Association  of  Connecticut,  ex- 
hibited his  paintings  at  the  Waterbury  Savings  Bank 
during  February. 

I.eo  M.  Davidoff,  professor  and  chairman  of  the 
Department  of  Surgery  at  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University,  addressed  the 
New  Haven  Medical  Association  recently  on 
“Pseudo  Tumors  of  the  Brain” 

Elizabeth  C.  Adams,  clinical  instructor  in  medi- 
cine at  Yale  University  School  of  Medicine,  has  been 
appointed  assistant  medical  examiner  for  Guilford. 

Morris  A.  Granoff  has  been  given  a five  year 
appointment  on  the  New  Haven  Board  of  Health. 
Dr.  Granoff,  since  coming  to  N ew  Haven  in  1941, 
has  been  acting  director  of  the  Bureau  of  Com- 
municable and  Venereal  Diseases  and  a medical 
assistant  in  the  Bureau  of  Medical  Services. 

At  the  annual  meeting  of  the  Meriden  Medical 
Society  the  following  officers  were  elected:  Presi- 
dent, Henry  Krochmal;  Vice  President,  Francis 
Giuffrida;  Secretary,  Robert  Boyd;  Treasurer,  C.  T. 
Flynn,  Jr. 

Joseph  Edward  Slavin,  State  Athletic  Commission 
boxing  physician  for  Waterbury,  died  at  his  home 
in  Waterbury  December  16,  1955. 

New  London  County 

The  regular  monthly  meeting  of  the  New  Lon- 
don County  Medical  Association  was  held  Thurs- 
day, March  1,  1956  at  Uncas-on-Thames.  The 
speaker  was  Perry  Culver,  m.d.  of  Massachusetts 
General  Hospital  and  Harvard  Medical  School  who 
spoke  on  “Infectious  Hepatitis  and  Liver  Function 
Tests.”  Dutch  treat  dinner  at  the  Norwich  Inn  pre- 
ceded the  dinner.  Arrangements  were  under  the 
direction  of  Benjamin  Ward  of  Norwich. 

At  the  February  meeting  of  the  Lawrence  and 
Memorial  Associated  Hospital  staff  in  New  Lon- 


don, James  Patterson,  from  the  Pratt  Diagnostic 
Clinic  and  The  New  England  Center  Hospital, 
spoke  on  “Drug  Reactions.” 

At  the  monthly  meeting  of  the  New  London 
Heart  Chapter,  held  at  the  Lawrence  and  Memorial 
Hospital  on  February  23,  Samuel  Prodger  from  The 
New  England  Center  1 lospital  spoke  on  “Newer 
Aspects  in  Coronary  Disease.” 

At  the  monthly  meeting  of  the  staff  of  the  W.  W. 
Backus  Hospital  in  Norwich,  on  March  8,  H.  S.  N. 
Greene,  professor  of  pathology  at  Yale  University, 
spoke  on  “Carcinoma  Research.” 

Warren  T.  Tanner  of  Danielson  has  been  named 
by  the  Merrill  C.  Smith  Post,  No.  2630,  V.F.W.,  to 
receive  this  year’s  civic  achievement  award  to  be 
presented  by  that  organization.  Dr.  Tanner,  one  of 
the  few  remaining  “country”  doctors  in  this  area, 
has  been  practising  in  Danielson  over  40  years. 

Windham  County 

The  One  Hundred  Sixty-Fifth  Annual  Meeting 
of  the  Windham  County  Medical  Society  will  be 
held  at  the  Ben  Grosvenor  Inn,  Pomfret,  Connecti- 
cut, April  19  and  will  begin  at  6:  30  p.  m.  with  din- 
ner. Business  meeting  and  speaker  will  follow. 

Yale  University  School  of  Medicine 

During  September,  1933  Averill  A.  Liebow,  pro- 
fessor of  pathology,  served  as  “praelector”  in  the 
Faculty  of  Medicine  at  the  University  of  St.  An- 
drews, Dundee,  Scotland. 

Ira  Y.  Hiscock,  professor  of  Public  Health,  is 
now  president  of  the  American  Public  Health 
Association. 

John  F.  Fulton,  Sterling  professor  of  medicine, 
gave  the  first  Israel  Wechsler  Lecture  in  Neurology 
recently  at  Mr.  Sinai  Hospital,  New  York  City 

Aaron  B.  Lerner  has  been  appointed  associate 
professor  of  medicine  (dermatology)  and  will  head 
the  Section  of  Dermatology. 

Herbert  M.  Edwards  has  been  appointed  associate 
professor  of  public  health  and  medicine,  and  Walter 
Hermann,  instructor  in  obstetrics  and  gynecology. 

MEDICAL  SCHOOL  GRANT 

The  Public  Health  Service  in  Washington,  D.  C. 
has  announced  a grant  of  $24,150  to  the  Yale  Uni- 
versity' Medical  School.  The  sum  is  one  of  five 
grants  totaling  $230,833  awarded  to  similar  institu- 
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tions  for  research  projects  in  hospital  and  health 
services  and  facilities. 

Surgeon  General  Leonard  A.  Scheele  said  the 
grants  raised  to  a total  of  $632,793  the  amount 
allocated  for  such  studies  under  a $1,200,000  appro- 
priation. 

A committee  of  three  will  administer  the  grant  at 
Yale  University  in  determining  operation  factors 
which  can  he  used  as  guides  in  planning  hospital 
architectural  design  to  achieve  maximum  functional 
efficiency.  Committee  members  are  Dr.  Ira  Hiscock, 
professor  of  public  health;  Dr.  Albert  Snoke,  profes- 
sor of  hospital  administration;  and  George  Buis, 
assistant  professor  of  public  health. 

Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  December  1,  1955 

I lie  member  societies  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Experi- 
ment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharma- 
ceutical Association,  Prof.  Nicholas  Penney;  Connecticut 
State  Medical  Society,  Dr.  Barnett  Greenhouse;  Connecticut 
Veterinary  Medical  Association,  Dr.  Joseph  DeYita;  Uni- 
versity of  Connecticut,  Dr.  Stanley  E.  Wedberg;  Yale 
University  School  of  Medicine,  Dr.  Desmond  D.  Bunny- 
castle. 

rile  following  were  also  present:  Jack  J.  Album,  M.D., 
by  invitation  as  consulting  dermatologist;  Dr.  P'elix  Blanc, 
representing  the  Pharmacy  Commission;  Francis  B.  Cole, 
ph.g.,  secretary  of  the  Joint  Committee  of  the  State  Medical 
Society  and  Pharmaceutical  and  Dental  Association;  Dr. 
James  C.  Harr,  representing  the  State  Department  of  Health; 
Mr.  Herbert  Plank,  representing  the  Food  and  Drug 
Commission. 

“nair” 

At  the  October  6 meeting  Mr.  Plank  had  referred 
to  the  Committee  a letter-complaint  of  a Mrs.  Ann 
M.  I Js  that  use  under  her  arms  of  a depilatory 
called  “Nair”  had  resulted  in  painful  burns,  and  the 
Committee  had  voted  to  ask  the  State  Medical 
Society  to  appoint  a dermatologist-consultant  on 
this  question.  Dr.  Fisher  reported  that  he  had  writ- 
ten Dr.  Barker  as  directed,  Dr.  Barker  had  recom- 
mended Jack  J.  Albom,  m.d.,  Dr.  Albom  had  been 
contacted  and  had  agreed  to  serve,  the  data  had 
been  turned  over  to  him,  and  he  was  present  at  the 
meeting. 

Dr.  Albom  reported  orally  to  the  Committee  and 
also  submitted  a written  statement,  a copy  of  which 
is  appended  to  this  Report.  The  substance  of  his 
report  was:  ( 1 ) If  Mrs.  Lis  had  followed  the  direc- 


tions accompanying  “Nair”  to  make  “a  usage  test 
on  a small  area  for  24  hours,”  only  “a  small  area 
would  have  been  irritated,  instead  of  both  axillae;” 
(2)  “There  are  no  known  chemicals  in  the  cosmetic 
field  that  will  not  irritate  someone’s  skin;”  and  (3) 
“It  is  felt  that  ‘Nair’  is  generally  safe  to  use  and  that 
its  label  bears  sufficient  warnings  against  unsafe 
methods  of  use."  He  also  stated  that  the  active  in- 
gredient of  “Nair”  was  calcium  thioglycollate, 
which  was  the  same  ingredient  found  in  “Imra,” 
“Sleek,”  etc. 

“somel” 

At  the  October  6 meeting  Mr.  Plank  had  also 
referred  to  the  Committee  a letter  of  a Mrs.  Edward 
Retallaek  (which  had  originally  been  addressed  to 
the  State  Medical  Society)  and  other  correspond- 
ence concerning  “Somel,”  a product  advertised  by 
Southern  Research  Laboratory,  Hollyw  ood,  Florida, 
as  guaranteed  to  “Destroy  Unwanted  Hair  For- 
ever.” This  question  the  Committee  had  also  voted 
to  refer  to  a dermatologist  appointed  by  the  State 
Medical  Society,  and  all  correspondence  had  been 
turned  over  to  Dr.  Albom. 

Dr.  Albom  submitted  a written  statement  on  this 
subject  also,  a copy  of  which  is  appended  to  this 
Report.  He  said  that  the  claim  that  “Somel”  would 
kill  hair  roots  did  not  merit  credit  because  “there 
is  no  depilatory  known  to  the  medical  profession 
that  will  kill  hair  roots.”  The  product  could  not  be 
recommended  as  safe  to  use,  and  it  could  not  be 
predicted  that  scars  would  not  follow  in  later  life  if 
it  were  used.  He  said  he  had  written  to  the  manu- 
facturers and  asked  for  a sample  but  had  received 
no  reply.  In  general,  the  claims  made  for  the  product 
could  not  be  backed  up.  (The  composition  of 
“Somel”  was  not  known  with  certainty,  but  accord- 
ing to  the  letter  of  the  LT.  S.  Food  and  Drug  Admin- 
istration quoted  in  the  October  6 report  it  was 
reputed  to  be  a soap  containing  resorcin  3 per  cent, 
salicylic  acid  3 per  cent  and  sulfur  9 per  cent.) 

Dr.  Hart  asked  about  epilation  of  hair  by  x-ray. 
Dr.  Albom  condemned  this  practice,  saying  that  25 
years  ago  the  “Tricho”  system  had  used  filtered 
x-rays  and  years  later  skin  tumors  were  produced. 
Very  few  dermatologists  used  x-ray  any  longer. 
Thallium  salts  used  to  be  given  for  ringworm;  they 
could  cause  permanent  epilation.  To  a question  of 
Dr.  Hart  as  to  how  common  ringworm  cases  were, 
he  said  that  there  was  very  little  ringworm;  both 

(Continued  on  page  329) 


ipril,  i</)6 


OBITUARIES 


;>  -4 

OBITUARIES 


Charles  Joseph  Bartlett,  M.D. 
1864  - 1956 


Sherman  was  marching  through  Georgia  when  a 

c c o 

son  was  born  to  Joseph  and  Rachael  Fletcher  Bart- 
lett in  Sutton,  Vermont,  on  December  1 8,  1864.  This 
son,  Charles  Joseph  Bartlett,  M.n.  died  on  March  6, 
1956,  after  a full  and  useful  life  devoted  to  the  fight 
against  the  invisible  enemies  of  mankind. 

When  Charles  Bartlett  was  four,  the  family 
moved  further  north  to  Barton  Landing  (now 
Orleans)  and  he  grew  up  on  a farm  which,  if  like 
the  usual  Vermont  farmland,  provided  plenty  of 
outdoor  exercise.  After  attending  the  village  school, 
he  spent  one  term  at  Montpelier  Seminary  and 
graduated  at  St.  Johnsbury  Academy  in  1887.  At- 
tendance at  this  school  might  account  for  the 
decision  to  attend  college  since  “a  large  proportion 
of  the  graduates  went  to  college,  sometimes  as 
many  as  half  the  class.”  The  principals  had  always 
been  Dartmouth  graduates  and  Charles  E.  Putney, 


Dartmouth  1870,  the  head  master  in  the  eighties, 
attracted  the  largest  number  of  students  in  the  his- 
tory of  the  academy.  In  1888,  three  students  from 
the  academy  entered  Yale.  Dr.  Bartlett  was  one  of 
them;  he  had  previously  taught  school  and  worked 
during  1887-88. 

“Bart,”  as  he  was  known  to  his  classmates,  was  in 
the  top  third  of  the  Yale  class  of  1892,  received  a 
third  DcForest  Mathematical  prize  in  sophomore 
year,  an  oration  appointment  in  junior  year,  and 
a high  oration  in  senior  year,  lie  became  a member 
of  Delta  Kappa  Epsilon  and  was  elected  to  Phi 
Beta  Kappa. 

Charles  Bartlett  was  the  editor  and  statistician  of 
the  Yale  Class  Book  of  1892  and,  when  it  was  pub- 
lished, it  disclosed  that  eighteen  members  of  the 
class  expected  to  study  medicine  and  fifty-one 
planned  to  enter  law.  Bartlett  was  listed  with  seven 
others  as  expecting  to  attend  the  College  of  Physi- 
cians and  Surgeons.  Somehow  he  was  deflected  to 
Yale,  possibly  because  he  was  invited  to  stay  as  an 
assistant  in  physiological  chemistry  with  an  oppor- 
tunity for  graduate  study.  And  where  indeed  could 
he  have  spent  a more  stimulating  year  than  in  the 
laboratory  of  Russell  Chittenden?  He  had  access  to 
new  publications  from  abroad  and  discussion  of 
breath-taking  discoveries  as  the  era  of  scientific 
medicine  was  emerging  and  it  all  must  have  offered 
tremendous  impetus  to  his  determination  to  become 
a physician.  He  received  his  Master  of  Arts  degree 
in  1894  arid  his  m.d.  in  1895.  LTpon  receiving  his 
degree,  he  was  awarded  the  Campbell  Gold  Medal 
for  the  highest  marks  in  the  examinations  of  the 
course;  his  thesis  was  entitled:  “Uric  Acid  and 
Disease,  Especially  Anemia.”  Dr.  Bartlett  was  instru- 
mental in  founding  the  Yale  Medical  Journal  and 
was  its  first  business  manager.  During  the  summer 
following  his  graduation  and  again  in  1896,  he 
studied  at  Harvard.  Dr.  Moses  C.  White,  the  pro- 
fessor of  pathology,  invited  the  young  Dr.  Bartlett 
to  serve  as  his  asssistant,  and  in  1896  he  became  an 
instructor,  teaching  bacteriology  as  well  as  pathol- 
ogy, and  in  the  year  of  1897  he  was  an  assistant 
professor.  During  a leave  of  absence  in  the  summer 
and  fall  of  1898,  he  combined  a wedding  trip  with 
study  of  pathology  at  Leipzig.  When  Moses  White 
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died  in  1900,  Dr.  Bartlett  was  promoted  to  the 
senior  post  in  pathology  at  the  Yale  Medical  School 
in  which  he  continued  until  1917.  This  position  also 
carried  responsibility  as  pathologist  of  the  New 
Haven  Hospital,  in  which  he  was  also  attending 
physician. 

Although  Dr.  Bartlett  practiced  internal  medicine 
for  some  years,  the  laboratory  claimed  his  major 
effort.  From  1917  to  1924,  he  was  the  part-time 
director  of  the  Bureau  of  Laboratories  of  the  Con- 
necticut State  Department  of  Health,  and  in  1921 
he  became  director  of  laboratories  and  pathologist 
at  Grace  Hospital,  a post  that  he  held  until  1948. 
He  was  also  consulting  pathologist  to  the  Charlotte 
Hungerford  Hospital,  Torrington,  Griffin  Hospital, 
Derby,  and  the  Meriden  Hospital. 

When  the  office  of  medical  examiner  or  coroner’s 
physician  was  established  in  1883,  Moses  White 
became  the  first  incumbent  and,  when  Dr.  White 
died  in  1900,  Dr.  Bartlett  was  named  his  successor 
and  thereupon  entered  on  service  to  the  community 
and  the  State  which  continued  until  1911.  Imme- 
diately thereafter,  in  February,  1912,  he  was  named 
a commissioner  of  the  New  Haven  Board  of  Health 
and  devoted  twenty-five  years  of  active  sendee  to 
the  Board.  In  1912  the  Department  was  just  emerg- 
ing from  the  primitive  era  and  became  an  effective 
organization  in  safeguarding  the  city’s  health.  A 
small  laboratory  had  been  set  up  in  1896,  milk  dealers 
were  required  to  be  licensed,  next  the  sale  of 
“dipped”  milk  was  prohibited,  and  soon  pasteuriza- 
tion was  required.  “No  greater  professional  satis- 
faction has  come  to  me,”  said  Dr.  Bartlett  in  a per- 
sonal letter,  “than  watching  the  constantly  declining 
death  rate  of  the  city  from  preventable  diseases 
. . . until  New  Haven  is  now  recognized  as  one 

of  the  banner  cities  of  the  country  for  health.” 

Further  important  service  was  rendered  by  this 
great  man  during  the  eighteen  years  he  was  a mem- 
ber of  the  Connecticut  Medical  Examining  Board 
of  which  he  served  as  president.  In  fact  there  are 
a few  organizations  to  which  Dr.  Bartlett  belonged 
that  have  not  benefited  by  his  service  on  committees 
and  usually  as  president.  This  is  true  of  the  Con- 
necticut Public  Health  Association,  New  Haven 
Medical  Association,  and  the  Connecticut  State 
Medical  Society  of  which  he  was  president  in  1918- 
19.  He  was  a member  of  the  American  Association 
of  Pathology  and  Bacteriology,  the  Society  of 
American  Bacteriologists  and  Immunologists,  the 


American  Public  Health  Association,  and  a Fellow 
of  the  American  College  of  Physicians. 

Dr.  Bartlett  was  most  fortunate  in  his  personal 
life,  having  enjoyed  over  fifty  years  with  his  wife, 
Genevieve  Bristol  Kinne,  a graduate  of  the  Univer- 
sity of  Michigan,  who  died  in  1951.  A daughter, 
Genevieve  Rachel,  Yassar  1922,  was  married  to 
Maurice  Wakeman,  a promising  young  physician 
of  New  Haven,  who  died  in  1929  returning  from  a 
research  project  in  Africa.  She  is  now  Mrs.  Roger 
Sherman  Foster.  A son,  Marshall  Kinne  "Bartlett, 
Yale  1924,  m.d.,  Harvard  1928,  is  a prominent  sur- 
geon in  Boston.  There  are  six  grandchildren,  three 
boys,  including  Charles  Joseph  Bartlett,  Jr.,  and 
three  girls.  v 

No  one  will  deny  that  work  was  Dr.  Bartlett’s 
hobby  and  that  a rich  harvest  has  resulted.  Few 
individuals  are  allotted  a life  span  that  enables  them 
to  view  the  results  of  their  endeavors  as  completely 
as  he  and  experience  a long  satisfaction  of  a job  well 
done.  He  was  a self-consistent  and  thoroughly  hon- 
est man. 

“To  those  who  know  thee  not,  no  words  can  paint. 
And  those  who  know  thee,  know  all  words  are  faint.” 
Creighton  Barker,  m.d. 

Edward  Rutledge  Lampson,  M.D. 

1868  - 1955 


Dr.  Edward  Rutledge  Lampson,  oldest  member 
of  the  honorary  staff  of  the  Hartford  Hospital, 
died  June  24  at  the  age  of  eighty-seven.  His  had 
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been  a life  of  rare  accomplishment  as  a surgeon,  as 
a pillar  of  the  hospital  staff,  and  as  a member  of  the 
community.  1 1 is  surg  ical  skill  in  general,  and  par- 
ticularly in  gastro-intestinal  surgery  was  w idely 
recognized  and  greatly  respected.  His  vigor  and 
courage  and  integrity  did  a great  deal  to  direct  the 
evolution  of  his  hospital  staff  and  had  much  to  do 
with  developing  its  present  quality  and  its  charact- 
eristic striving  for  improvement.  His  firm  religious 
faith,  forthright  honesty,  and  understanding  wisdom 
were  a guide  and  an  inspiration  not  only  to  his 
associates  and  to  his  patients  but  to  all  in  the  com- 
munity who  knew  him. 

Dr.  Lampson  was  born  in  Waterbury,  June  14, 
1X68.  He  attended  St.  Paul’s  School,  Concord,  N.  H., 
graduating  in  1887.  He  then  entered  Trinity  Col- 
lege, graduating  w ith  an  a. is.  degree  in  1891.  For  the 
next  two  years  he  taught  at  St.  Paul’s  School.  His 
irfedical  degree  was  obtained  from  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons  in 
1896  and  he  continued  his  studies  there  for  one 
postgraduate  year.  Dr.  Lampson’s  internships  were 
at  St.  Luke’s  Hospital,  New  York,  and  at  Sloanc 
Maternity  Hospital. 

On  August  6,  1900  he  entered  the  practice  of 
medicine  in  Hartford.  His  first  Hartford  Hospital 
appointment  was  as  assistant  visiting  surgeon  on 
December  2,  1903.  He  became  visiting  surgeon  on 
December  6,  1918  and  consulting  surgeon,  Novem- 
ber 3,  1937.  He  was  made  a member  of  the  honorary' 
staff  November  17,  1948.  He  was  president  of  the 
visiting  medical  and  surgical  staff  from  December 
5,  1934  to  December  14,  1936. 

In  addition  to  his  Hartford  Hospital  appointments 
Dr.  Lampson  was  assistant  medical  director  of  the 
Phoenix  Mutual  Life  Insurance  Company  from  1905 
to  1913,  resigning  because  of  his  rapidly  growing 
surgical  practice. 

He  was  also  consulting  surgeon  for  each  of  the 
following  hospitals:  Middlesex  Hospital,  Middle- 
town;  New  Britain  General  Hospital,  Manchester 
Memorial  Hospital,  and  Institute  of  Living,  Hart- 
ford. 

Dr.  Lampson  throughout  his  life  continued  an 
active  interest  in  the  progress  of  medicine  and  sur- 
gery' and  maintained  these  society  memberships: 
Hartford  Medical  Society,  president  1927-1928; 
Hartford  County  Medical  Association,  president, 
1922-23;  Connecticut  State  Medical  Society';  Ameri- 
can Medical  Association;  St.  Luke’s  Hospital  Asso- 
ciation; Sloane  Maternity  Hospital  Association; 


New  England  Surgical  Society;  and  Fellow,  Amcri-  1 
can  College  of  Surgeons. 

Dr.  Lampson’s  first  wife,  Mary  Scaburv  Starr,  I 
died  in  1925.  In  1927  he  married  Elizabeth  Leverett  j 
Davenport.  He  is  survived  byr  Mrs.  Lampson,  two 
sons,  one  of  w hom,  Rutledge  Starr  Lampson,  is  I 
associate  surgeon  on  the  staff  of  the  Hartford  I los-  j 
pital,  and  the  other,  Edward  I udor  Lampson,  is  a 1 
secretary  in  the  Foreign  Service  of  the  United  I 
States.  1 here  arc  three  grandchildren. 

AN  e of  the  Hartford  County  Medical  Association  I 
feel  a great  loss  in  the  passing  of  one  of  our  wisest,  | 
kindest,  and  most  beloved  members.  Many  of  us 
have  been  blessed  by  his  encouraging  council  and 
teaching  and  by  the  example  of  his  good  life.  Flis 
works  will  live  on  in  a profession  made  better  be-  j 
cause  of  his  influence. 

Maurice  T.  Root,  \u>. 


John  P.  Peters,  M.D. 
1887  - 1955 


Dr.  John  Punnett  Peters  died  December  29,  1955 
following  a myocardial  infarct  incurred  while 
making  ward  rounds  in  late  October. 

Born  in  Philadelphia,  Dr.  Peters  was  a son  of  the 
Rev.  John  P.  Peters,  former  rector  of  St.  Michael’s 
Protestant  Episcopal  Church  in  New7  York,  and  the 
late  Mrs.  Gabriella  Brooke  Forman  Peters.  He  re- 
ceived a Bachelor  of  Arts  degree  from  Yale  in  1908 
and  a medical  degree  five  y'ears  later  from  the  Col- 
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lege  of  Physicians  and  Surgeons  of  Columia  Univer- 
sity. 

After  serving  his  internship  at  the  Columbia- 
ttj Presbyterian  Hospital,  Dr.  Peters  was  commissioned 
o la  captain  in  the  Army  Medical  Corps.  Overseas  he 
' j was  attached  to  the  British  Medical  Corps,  and  for 
- two  years  was  chief  medical  officer  of  the  Base 
a Hospital  at  Eretrat. 

Upon  his  return  from  Europe,  Dr.  Peters  joined 
the  Cornell  Medical  Research  Unit  at  Bellevue  Hos- 
n j pital  and  the  Rockefeller  Institute.  He  was  appoint- 
ed assistant  professor  of  internal  medicine  at  Yale 
s in  1921. 

In  the  fields  of  scientific  scholarship  Dr.  Peters 
was  a national  and  international  figure.  He  was  the 
author  of  more  than  1 50  papers,  books,  chapters, 
and  monographs  on  internal  medicine,  diseases  of 
metabolism,  electrolyte  and  acid  base  equilibrium, 
nephritis,  water  exchange,  and  the  social  aspects  of 
medicine. 

His  book,  “Body  Water,”  and  his  turn  volume 
work,  “Quantitative  Clinical  Chemistry,”  were 
j known  throughout  the  scientific  world. 

Although  he  was  best  known  professionally  as  a 
biochemist,  Dr.  Peters  prided  himself  on  his  work  as 
a physician.  He  was  a member  of  the  Connecticut 
State  Medical  Society  since  1925.  He  presented  a 
paper  on  the  effect  of  infection  upon  diabetes  before 
the  annual  meeting  of  the  Society  on  May  23,  1923. 
Subsequently  he  participated  in  many  of  our  annual 
meetings  and  clinical  congresses. 

Dr.  Peters  was  never  active  politically  or  socially 
! in  the  Society  but  he  made  many  warm  friends  as 
well  as  admirers  among  its  members.  He  was  always 
ready  to  teach  at  the  postgraduate  level,  though 
preferably  not  in  formal  lectures.  One  of  his  most 
notable  endeavors  in  this  respect  in  recent  years 
was  the  exemplary  teaching  program  established  in 
Waterbury  Hospital  in  cooperation  with  Dr. 
Orpheus  J.  Bozzero. 

Dr.  Peters  was  a man  of  strong  principles  and 
social  consciousness.  His  uncompromsing  support 
of  causes  which  he  felt  just  led  to  his  dismissal  in 
1953  from  his  position  as  consultant  to  the  Surgeon 
General’s  Office.  His  courageous  and  successful 
fight  for  vindication  by  the  U.  S.  Supreme  Court 
gained  wide  national  support  and  acclaim. 

Dr.  Peters  was  a member  of  the  National  Acad- 
emy of  Science,  the  American  Medical  Association, 


the  American  Association  for  the  Advancement  of 
Science,  the  American  Society  of  Biochemical 
Chemists,  the  Association  of  American  Physicians 
and  other  learned  socieites. 

Surviving  are  his  widow,  Mrs.  Charlotte  Morse 
Hodge  Peters,  and  four  children,  Dr.  John  Hodge 
Peters  of  Atlanta,  Dr.  Richard  Morse  Peters  of 
Chapel  Hill,  N.  C.,  Charles  Hodge  Peters  of  Way- 
land,  Massachusetts,  and  Mrs.  David  Baldwin  Irwin 
of  West  Hartford. 

Paul  H.  Lavietes,  m.d. 

Wilmar  M.  Allen,  M.D. 

1894  - 1956 

ipr 
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Connecticut  medicine  and  Connecticut  hospitals 
have  lost  the  pioneering  spirit  of  Bill  Allen.  Wilmar 
Mason  Allen  died  in  Chapel  Hill,  North  Carolina, 
January  14,  1956  of  a ruptured  abdominal  aneurysm 
while  recovering  from  a cerebral  vascular  accident 
that  had  confined  him  to  a hospiltal  for  several 
weeks.  He  was  61  years  of  age. 

Recently  returned  from  Belgium  where  he  served 
as  consultant  in  hospital  administration  to  the  Bel- 
gian government,  Dr.  Allen  had  but  lately  taken  up 
residency  in  North  Carolina. 

A graduate  of  Johns  Hopkins  University  School 
of  Medicine  in  1920,  he  served  internship  at  the 
Henry  Ford  Hospital,  a period  of  laboratory  medi- 
cine in  Saginaw,  Michigan,  and  two  years  as  a fellow 
in  the  department  of  obstetrics  at  the  Johns  Hop- 
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kins  Hospital  before  coming  to  Connecticut  in  1925 
as  pathologist  to  the  1 fartford  1 lospital.  This  was 
a new  service  for  a nonuniversity  hospital  and  his 
pioneering  mind  made  the  most  of  it. 

He  pioneered  the  establishment  of  tumor  clinics 
as  a teaching  discipline  and  the  death  review  as  the 
basis  of  a medical  audit.  He  antedated  the  normal 
tissue  committee  with  the  rule  that  all  tissues  must 
have  a pathologic  examination. 

In  1936  Dr.  Allen  became  director  of  the  Hartford 
Hospital  and  brought  to  this  office  the  same  spirit 
that  vitalized  his  service  in  pathology.  The  appoint- 
ment of  a director  of  medical  education  at  the  hos- 
pital and  the  opening  of  the  new  hospital  building 
stand  tribute  to  his  vision  and  efforts.  His  interest 
in  clinical  investigation  as  the  foundation  of  im- 
proved medical  care  was  handicapped  by  ill  health, 
his  enthusiasm  for  medical  research  never  dimmed. 

A member  of  many  local  and  national  medical 
societies,  he  was  a past  president  of  the  New  Eng- 
land Hospital  Assembly  and  the  American  College 
of  Hospital  Administrators,  served  on  many  pro- 
grams and  committees.  The  hospitals  of  the  State 
are  in  full  measure  indebted  to  Bill  Allen  for  insur- 
ance payment  based  on  a uniform  realistic  cost 
accounting. 

Friendly,  sincere,  cheerful,  courageous,  accepting 
the  mistakes  of  those  that  worked  under  him,  and 
giving  credit  always  for  work  well  done,  he  was  in 
all  ways  a physician. 

R.  F.  Kendall,  m.d. 

Ernest  Erwin  Englehart,  M.D. 

1893  - 1936 

Ernest  Erwin  Englehart  was  born  on  April  2, 
1893  of  German  parents  in  Molsteim,  Alsace-Lor- 
raine and  graduated  from  the  Medical  Faculty  of 
the  LTniversity  of  Strassburg  in  1917.  He  was  resi- 
dent in  orthopedics  in  Heidelberg  from  1918-1919, 
then  at  the  Hindenburghaus,  an  institution  for 
crippled  children  affiliated  with  the  University  of 
Koenigsberg  in  Eastern  Prussia  from  19 19-192 2. 
From  1923-1925  he  did  postgraduate  work  in  ad- 
ministrative and  insurance  medicine  at  the  Lhiiver- 
sity  of  Berlin.  From  1925-1928  he  was  physician- 
in  chief  of  the  Municipal  Insurance  Organization 
of  the  City  of  Leipzig  and  supervisor  of  its  Zander 
Institut  (an  institution  for  physiotherapy  and  re- 
habilitation). From  1928-1934  he  was  medical 


advisor  to  the  Lanesversicherungsanstalt  of  the  1 

of  Saxony,  an  organization  roughly  identical  with 
our  State  Compensation  Commission.  From  1934- 
1939  he  was  engaged  in  the  private  practice  of 
orthopedics  in  Saarbruecken,  Saar  Territory. 

He  arrived  in  the  Lnited  States  in  1939.  After 
serving  a residency  at  the  Samaritan  Hospital  in 
Brooklyn,  he  practised  general  medicine  in  West- 
field,  N.  Y.  from  1942-1944.  In  1945  he  was  ap- 
pointed Rating  Board  specialist  at  the  Hartford 
Regional  Office  of  the  Veterans  Administration. 
From  1948  he  practised  general  medicine  in  Hart-  I 
ford.  He  retired  in  November  of  1953  because  of 
ill  health. 

Dr.  Englehart  was  an  orthopedist  of  the  older 
European  school  which  relied  more  on  manipulative 
methods  of  treatment  than  on  surgical  procedures. 
He  was  well  known  in  his  specialty  all  over  con- 
tinental Europe.  He  was  invited  to  address  inter- 
national orthopedic  congresses  several  times;  he 
spoke  in  Moscow  on  occupational  arthritis  in  1934 
and  again  in  Stockholm  in  1936,  then  again  in  1938 
in  Frankfurt-am-Main  on  physical  allergy.  He  had 
also  won  wide  recognition  as  an  authority  on  insur- 
ance medicine,  and  his  opinion  was  sought  on 
numerous  occasions  in  cases  tried  before  the  Ger- 
man Supreme  Court.  He  was  a prolific  writer.  The 
U.  S.  Veterans  Administration  had  recommended  a 
paper  of  his  for  publication  in  Germany. 

He  was  beloved  by  his  patients,  many  of  whom 
were  recent  immigrants  from  Central  Europe.  Being 
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familiar  with  their  problems  through  his  own  life 
experiences,  he  was  able  to  give  them  unique  kind- 
ness and  understanding. 

He  is  survived  by  his  wife,  Mrs.  Lotte  Caspary 
Englehart,  two  sons  and  a daughter. 

C.  E.  Bruskin,  m.d. 


CONNECTICUT  COMMITTEE  ON  FOODS, 
DRUGS,  COSMETICS  AND  DEVICES 

( Continued  from  page  32}) 

older  and  newer  fungicides  were  used  in  its  treat- 
ment, but  probably  the  best  was  Whitfield’s  oint- 
ment. Cases  cured  spontaneously  with  puberty. 

THE  HAZARDOUS  SUBSTANCES  BILL 

Dr.  Fisher  informed  the  members  that  at  a dinner 
he  had  attended  in  Washington,  D.  C.,  on  October 
14,  Bernard  E.  Conley,  secretary  of  the  Committee 
on  Toxicology  of  the  American  Medical  Associa- 
tion, had  approached  him  to  inquire  about  the  prog- 
ress of  the  Committee’s  bill,  in  which  Mr.  Conley 
said  Dr.  Thorald  Sollman  (chairman  of  the  Com- 
mittee on  Toxicology)  was  very  much  interested. 
Mr.  Conley  had  said  that  the  American  Medical 
Association  would  be  glad  to  help  our  Committee  in 
any  way  it  could  to  assure  passage  of  the  bill. 

Prof.  Fenney  asked  Dr.  DeVita  what  progress 
there  had  been  on  the  bill  since  the  last  meeting.  Dr. 
DeVita  replied  that  the  Legislative  Commission  had 
held  no  hearing  as  yet. 

DR.  WEST’S  GERM-FIGHTER  TOOTHBRUSH 

At  the  October  6 meeting  Mr.  Plank  had  dis- 
played  an  advertising  card  for  a toothbrush  of  the 
above  name  which  bore  claims  that  the  toothbrush 
“Reaches  you  surgically  sterile”  and  is  “Made  to 
stay  actively  antiseptic.  Repels,  inhibits  or  destroys 
all  types  of  germs.  Stays  actively  antiseptic  in  use 
up  to  4 months.”  The  Committee  had  expressed 
skepticism  over  these  claims,  and  had  voted  to  refer 
the  matter  to  Dr.  Wedberg  for  investigation. 

Dr.  Wedberg  reported  that  the  claim  “Destroys 
all  germs”  could  not  be  true,  since  no  compound 
would  kill  all  germs.  He  had,  however,  purchased 
several  of  the  toothbrushes  and  run  certain  experi- 
ments on  them  which,  while  they  were  not  yet 
completed,  had  produced  somewhat  surprising  re- 
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suits.  He  intended  to  continue  work  for  another 
three  months  on  further  brushes  supplied  by  Mr. 
Plank,  but  wished  to  make  an  interim  report  as 
follows: 

“1.  Thioglycollate  broth  (a  medium  employed  for 
the  cultivation  of  aerobes  and  anaerobes  in  sterility 
tests  on  biologicals)  failed  to  show  growth  of 
organisms  when  one  of  the  toothbrushes  was  asep- 
tically  transferred  to  this  medium  and  incubated  for 
72  hours. 

“2.  A second  toothbrush  was  transferred  to  a 
sterile  1"  diameter  tube  containing  20  ml.  of 
physiological  saline  containing  an  inoculum  of  a 
young  broth  culture  of  Micrococcus  pyogenes  var. 
aureus. 

“A  second  tube  containing  saline  and  organisms 
without  a toothbrush  was  run  as  a control. 

“A  standard  agar  plate  count  was  made  imme- 
diately after  the  micro-organisms  were  inoculated 
into  the  saline,  the  plates  were  incubated  for  24 
hours  at  37aC.,  and  the  colonies  were  counted  with 
the  results  tabulated  below.  After  two  days  at  room 
temperature  (approximately  27°C.),  plate  counts 
were  made  once  again  of  the  saline  suspension. 

“initial  plate  plate  count  after 

COUNT  43  HOURS  CONTACT 

“Tooth  Brush  Saline  3,500,000  less  than  100 

“Control  Saline  7,600,000  5,200,000 

“7'he  toothbrush  was  allowed  to  dry  and  one 
week  later  the  experiment  was  repeated  with  the 
follow  ing  findings: 

“INITIAL  PLATE  PLATE  COUNT  AFTER 
COUNT  48  HOURS  CONTACT 

“Tooth  Brush  Saline  40,000,000  500 

“Control  Saline  71,500,000  35,700,000 

“While  it  is  too  soon  to  draw  any  sweeping  con- 
clusion from  the  preliminary  experiments,  it  is 
probably  safe  to  say  that: 

“1.  The  toothbrushes  are  probably  surgically 
sterile  as  they  are  sold  in  their  sealed  containers. 

“2.  Evidence  points  to  the  fact  that  some  bacteri- 
cide is  able  to  inactivate  M.  pyogenes  var.  aureus 
when  the  organisms  are  tested  by  the  technics 
described  above.” 

To  a question  whether  mouth  rinses  were  of  any 
value  as  bactericides,  Drs.  Bonnycastle  and  Wedberg 
agreed  that  they  were  no  good. 
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WOMAN  S AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  Norman  J.  Barker,  Collinsville  Recording  Secretary , Mrs.  Morton  Arnold,  Windham  Center 

President-Elect,  Mrs.  E.  Roland  Hill,  Mystic  Corresponding  Secretary,  Mrs.  James  E.  Stretch,  Simsbury 

First  Vice-President,  Mrs.  Charles  Murray  Gratz,  Cos  Cob  Treasurer,  Mrs.  Joseph  Cutler  Woodward,  South  Lyme 


The  annual  meeting  of  the  Woman’s  Auxiliary 
to  the  Connecticut  State  Medical  Society  will  be 
held  at  the  New  Haven  Country  Club  on  April 
25.  The  guest  speaker  will  be  Miss  Helen  Slade, 
lecturer  on  finance  and  economics.  She  will  discuss 
the  financial  page  of  the  daily  newspaper,  growth 
stocks,  investment  trusts  and  other  parts  of  the 
financial  picture  which  would  appeal  to  doctors’ 
wives. 

At  the  business  meeting  there  will  be  election  of 
officers  for  1956-57.  Members  of  the  State  Executive 
Board  and  committee  chairmen  will  present  two- 
minute  reports  of  the  past  year’s  activities. 

Public  Relations 

Mrs.  Robert  W.  Nespor,  chairman  of  Rural 
I lealth  and  Public  Relations,  reports  that  Auxiliary 
members  are  constantly  participating  in  important 
county  activities.  Many  of  them  gave  their  services 
to  aid  those  stricken  by  the  floods  of  August  and 
September.  Several  have  served  as  ushers  at  Video 
Clinics;  addressed  envelopes;  given  out  literature 
where  needed;  contacted  radio  and  I V stations. 
Three  counties  assisted  at  Diabetes  Clinics  during 
the  winter.  Six  counties  are  working  with  the 
G.E.M.S.  All  counties  have  actively  supported 
AMEF  and  many  have  raised  money  for  nurses’ 
scholarships. 

Fairfield  County 

Fairfield  is  giving  $100  from  its  budget  to  AMEF. 

A nursing  scholarship  of  $350  has  been  awarded 
from  money  raised  by  a dance  in  December. 

This  county  has  voted  to  automatically  sustain 
doctors’  widows  who  are  active  members  for  the 
State  and  National  dues  after  a lapse  of  six  months. 

Today's  Health  chairman  reports  76 /2  points  with 
a profit  of  $30  for  the  County.  It  was  suggested  that 
subscriptions  be  given  with  the  nurses’  scholarships. 


Hartford  County 

In  February  the  County  Auxiliary  ran  a variety 
show  called  “Medi-Capers”  with  entertainment  pro- 
vided by  Hartford  County  doctors  and  their  wives. 
The  Hartford  Club  where  it  was  held  was  packed 
and  the  evening  so  successful  that  it  is  planned  to 
make  this  an  annual  affair.  Proceds  will  go  to  the 
Scholarship  Fund. 

Mrs.  Edmund  Beizer  and  Mrs.  Nicholas  St.  John 
were  the  chairmen.  They  were  assisted  by:  Mes- 
dames  John  O’Connell,  John  E.  Burns,  Donald  Mc- 
Crann,  Archibald  Deming,  Irving  Krall,  Stevens  J. 
Martin,  John  C.  Allen,  William  A.  Goodrich,  Paul 
Tisher,  Charles  N.  Sullivan,  George  J.  Rosenbaum 
and  Vincent  Turco. 

The  dance  on  January  2 1 brought  in  more  than 
$500  which  will  be  used  to  meet  Hartford’s  obliga- 
tions to  its  Memorial  Scholarship  Fund,  as  w ell  as  to 
provide  a contribution  of  $485  to  the  AMEF. 

The  Mental  Health  Committee  sponsored  a morn- 
ing meeting  on  February  27.  Dr.  Dudley  Miller, 
director  of  the  State  Clinics  for  Alcoholics,  showed 
a movie  and  then  spoke  on  the  institution’s  work. 

The  Medical  and  Surgical  Relief  Committee  ar- 
ranged for  the  shipment  of  103  cartons  of  material 
to  New  York. 

Litchfield  County 

The  spring  Board  and  Annual  Meeting  will  be 
held  April  13  follow  ing  a luncheon  at  the  Torring- 
ton  Country  Club  in  Goshen.  Mrs.  Paul  Vestal,  a 
member  of  the  State  Legislature,  will  be  guest 
speaker. 

Middlesex  County 

Dr.  I).  Olan  Meeker,  chairman  of  the  Legislative 
Committee  of  the  Connecticut  State  Medical  Society 
was  guest  speaker  at  the  Auxiliary  meeting  held 
March  7 in  the  Doctors’  Lounge  of  the  Middlesex 
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FLORAQUIN®  VAGINITIS  REGIMEN 


New  Intravaginal  Applicator  for 
Improved  Treatment  of  Vaginitis 

The  restorative  treatment  of  vaginitis  with  Floraquin  is  now  further  improved  by 
a new  aid  to  tablet  insertion.  Faulty  insertion  is  no  longer  a failure  factor  in  therapy. 


The  new  Floraquin  applicator  is  designed  for 
simplified  insertion  of  Floraquin  tablets  by  the 
patient.  This  plunger  device,  made  of  smooth 
unbreakable  plastic,  places  the  Floraquin  tab- 
lets in  the  fornices  and  thus  assures  coating  of 
the  entire  vaginal  mucosa  as  the  tablets  disin- 
tegrate. The  patient  inserts  two  Floraquin  tab- 
lets with  the  applicator  in  the  morning  and 
also  two  tablets  at  night,  with  treatment  be- 
ing continued  through  at  least  two  menstrual 
periods.  During  menstruation  it  is  desirable  to 
increase  medication  to  eight  tablets  daily  to 
combat  the  alkalinity  of  the  menstrual  flow. 

Warm  acid  douches  (2  ounces  of  5 per  cent 
acetic  acid  or  white  vinegar  to  2 quarts  of 


warm  water)  may  be  taken  as  often  as  de- 
sired for  hygienic  purposes. 

Floraquin  contains  Diodoquin®  (diiodo- 
hydroxyquinoline,U.S.P.),the  safe  and  effec- 
tive protozoacide  and  fungicide.  Lactose,  an- 
hydrous dextrose  and  boric  acid  are  included 
to  help  restore  the  normal  acid  pH  of  the 
vaginal  secretions.  Such  an  acid  vaginal 
medium  then  encourages  the  growth  of  nor- 
mal flora  and  makes  the  environment  unfa- 
vorable for  pathogens. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  (a  new  package  size)  Flora- 
quin tablets.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


New  Floraquin  Applicator  and  commercial  package 
of  50  Floraquin  tablets  available  on  request  to  . . . 


S 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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Memorial  1 lospital.  1 1 is  subject  w as  “Current  Legis- 
lation.’' The  doctors  were  invited  to  attend. 

T he  annual  meeting  will  be  held  on  April  19  to 
coincide  with  that  of  the  Medical  Association  as  the 
w ives  will  be  their  guests  at  dinner  following  the 
meeting. 

New  London  County 

The  Dinner-Dance  held  jointly  with  Windham 
County  in  February  brought  in  $428.88  for  New 
London.  We  were  very  happy  to  have  Dr.  and  Mrs. 
Barker  as  our  guests  for  the  evening. 

Mrs.  Lena  and  Mrs.  Starr,  Mental  Health  Chair- 
man, attended  a meeting  in  Hartford  in  February. 
Mrs.  Starr  is  a member  of  the  Board  of  the  South- 
eastern Connecticut  Child  Guidance  Clinic  and  the 
Auxiliary  will  attempt  to  assist  their  work  in  some 
way.  Mrs.  Starr  has  also  contacted  Dr.  Kettle  at  the 
Norwich  State  Hospital  about  the  possibility  of 
giving  some  assistance  to  them. 

This  year’s  contribution  to  AMEF  will  be  $478.88, 
the  profits  from  the  February  dance  plus  $50  from 
the  budget.  In  conjunction  with  Medical  Education 
Week  in  April,  the  Auxiliary  is  having  Dr.  Harry 
Knight  of  Middlttown  speak  at  the  annual  meeting 
on  April  17.  Guests  at  the  annual  meeting  will  be 
Mrs.  Norman  Barker  and  the  two  directors  of  New 
London’s  hospitals,  Miss  Guerski  and  Miss  Blair. 

Windham  County 

Members  joined  with  New  London  County  for  a 
dinner  dance  at  the  Lighthouse  Inn  in  February. 
The  profit  for  Windham  was  $177.20.  This  sum  will 
be  contributed  to  AMEF  making  a total  contribu- 
tion to  date  of  $223.  One  more  project  is  planned. 

I he  spring  meeting  will  be  held  April  17. 


Sears-Roebuck  Foundation  to  Continue  to 
Help  Physicians 

Assistance  in  the  establishment  of  10  medical 
practice  units  in  eight  States  has  been  announced 
by  the  Sears-Roebuck  Foundation. 

The  loans,  made  under  the  foundation's  1955 
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plan  of  assistance,  range  from  $3,000  to  $25,000. 
I he  foundation,  which  introduced  its  plan  last 
September,  grants  long-term,  unsecured  loans  to 
physicians  to  enable  them  to  complete  the  financing 
of  their  practices. 

The  foundation  administers  the  plan,  while  the 
screening  and  selection  of  applicants  is  done  by  a 
17  man  advisory  board  of  leading  physicians  named 
by  the  trustees  of  the  American  Medical  Associa- 
tion. 

In  announcing  the  10  grants,  the  foundation  also 
said  it  has  allotted  $125,000  for  continuing  the  plan 
of  assistance  in  1956.  This  amount,  plus  the  $24,000 
remaining  from  the  1955  budget,  will  make  a mini- 
mum of  $149,000  available  for  the  program  during 
the  coming  year. 

Loans  last  year  went  to  18  doctors  setting  up  10 
practice  units  in  eight  states.  The  units  fall  into  two 
categories:  those  which  bring  medical  care  and 
facilities  to  communities  where  none  exist,  and  those 
which  retain  existing  care  and  facilities  in  areas 
about  to  lose  them. 

Eight  of  the  units  are  being  established  in  small 
towns  in  northern  Georgia,  central  Oklahoma, 
northeast  Oklahoma,  southwest  Colorado,  northern 
Texas,  southwest  Michigan,  southeast  New  York, 
and  Connecticut.  The  others  are  in  suburbs  of 
Tulsa,  Oklahoma,  and  Seattle,  Washington. 

Loans  will  not  be  made  for  the  purpose  of  re- 
financing current  obligations.  Grants  are  repayable 
any  time  within  10  years,  with  payments  being  made 
in  equal  monthly  installments  starting  not  later  than 
the  beginning  of  the  fourth  year.  Until  repayment 
is  begun,  interest  is  charged  at  the  rate  of  six  per 
cent  per  year,  payable  monthly.  No  interest  is 
charged  after  repayment  begins.  After  the  fifth  year 
when  interest  payments  have  ceased,  recipients  make 
monthly  contributions  to  a revolving  fund.  1 his  is 
in  recognition  of  the  aid  they  have  received  and  to 
assist  other  physicians. 

All  interest  money  and  pledge  money,  along  with 
all  repaid  loans,  is  used  for  the  purpose  of  establish- 
ing additional  medical  practice  units.  It  is  believed 
that  the  addition  of  these  funds  to  the  basic  amounts 
provided  by  the  Sears-Roebuck  Foundation  will 
enable  the  plan  to  grow. 
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APRIL,  NINETEEN  HUNDRED  AND  FIFTY-SIX 


CLASSIFIED  ADVERTISING 

$5 .00  for  50  words  or  less 
5 each  additional 

25^  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
N ew  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut,  UN  5-3149. 


FOR  SALE — Canterbury,  Connecticut.  Ideal  year  ’round 
home  with  separate  entrance,  rooms — bath  for  doctor’s 
office.  Village  center  early  colonial  perfectly  restored  for 
gracious  living.  No  practicing  physician  in  many  square 
miles.  Village,  old  Connecticut  families,  prosperous  sur- 
rounding farms,  nearby  industrial  towns.  New  1200-em- 
ployee  plant — building — in  area.  Write  H.  M.  Pierce,  188 
East  75th  Street,  New  York  City,  giving  telephone  number 
and  preferred  inspection  time. 

JAMES  H.  KANE 

DRUGGIST 

287  DIXWELL  AVENUE,  Cor.  Henry  Street 
New  Haven,  Connecticut 


FOR  SALE,  X-RAY — Used  Westinghouse  Dermadex  x-ray 
unit,  including  cones,  table,  treatment-timer  and  water- 
cooled  Alachlett  Thermax  tube,  with  45  degree  target  angle. 
Suitable  for  superficial  dermatological  therapy.  Price  very 
reasonable.  Write  or  phone:  Charles  N.  Sullivan,  M.D.,  55 
West  Main  Street,  New  Britain,  Connecticut.  Telephone: 
New  Britain  BAldwin  9-8934. 


WE  GUARANTEE  every  item  listed  in  our  advertisements 
will  bring  you  complete  satisfaction  or  your  money  will  be 
cheerfully  refunded.  With  this  sound  business  policy  you 
assume  no  risk  and  you  can  buy  with  complete  confidence. 
Budget  terms.  Our  low  overhead  permits  us  to  undersell  and 
save  you  up  to  50  per  cent  on  national  brand  items.  Our 
references:  hundreds  of  completely  satisfied  doctors.  Visit 
our  store  and  compare  our  low  prices.  Evenings  and  Sundays 
by  appointment.  Phone  (BEverly  7-3145)  or  write  Harry 
Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


FOR  SALE — Continental  scale,  practically  new  S40.00 — - 
Castle  model  46,  counter  balanced  operating  light  $75.00,  list 
price  $154.00 — Mayo  stand  four  casters,  $40.00  value  for 
$20.00 — Chrome  leg  dressing  stand  $15,00  and  $8.00 — Dazor 
examining  lamp  $18.00 — Zoalite  infra-red  lamp  $25.00 — 
Sterilizer  instrument  container  $8.00 — Lumetron  hemoglobin 
and  glucose  meter  $65.00 — Jones  basal  metabolism,  new  con- 
dition $175.00 — New  short  wave  $225.00 — Developing  tanks 
$40.00 — X-ray  film  dryer  $50.00 — Welch-Alien  and  Nation- 
al otiscope  sets  $17.00.  Phone  BEverlv  7-3145  or  write  to 
Harry  Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


FOR  SALE — Tremendous  savings  on  treatment  room  fur- 
niture — Instrument  cabinets  — Scales  — Stools  — Lamps  — 
EENT  chairs — Stainless  instruments — Microscopes  $85.00  up 
— Continental  shockproof  fluoroscopes  $495.00 — Castle  and 
Pelton  sterilizers  $40.00  up — New  blood  pressures — Cau- 
tcric’s — Galvanic  and  sine  wave — Ophthalmic  equipment — 
Bausch  and  Lomb  Ferre-Rand  projectoscope  $85.00 — A/O 
projectoscope  $75.00  — Ophthalmometer  $100.00  — Stevens 
phoropter  $50.00 — Perimeter  $10.00 — Bausch  and  Lomb  trial 
lens  set  in  cabinet  $150.00.  My  small  overhead — your  large 
savings.  Phone  BEverly  7-3145  or  write  Harry  Sacker,  188 
Grove  Street,  Meriden,  Connecticut. 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANE  DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 


Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new.  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Over  35  Years'  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 
to  climb 


32-36  ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


ZUCCALA  BIOLOGICAL 
LABORATORY 

Tel.  Jackson  5-0024 

To  serve  the  Doctors  for  all  needs  of  clin- 
ical laboratory  work,  and  preparation  of 
vaccines  and  antigens. 

B.M.R.  « E.K.G. 

24  Hours  service.  Approved  by  the  State 
Dept,  of  Health  for  Pre-marital  and  Pre- 
natal Blood  Tests. 

179  ALLYN  STREET  HARTFORD,  CONN. 
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HARTFORD  HOSPITAL 
Saturday  Morning,  1 1 o’clock  Guest  Speakers 
April  7 to  June  9,  1956 

April  7 

Perry  Hudson,  m.d.,  urologist,  Delafield  Hospital,  New 
York  City;  associate  urologist,  Columbia  College  of 
Physicians  and  Surgeons. 

The  diagnosis  of  early  and  late  CA  of  the  prostate 

April  14 

Herbert  S.  Kupperman,  m.d.,  New  York  University 
Postgraduate  School 

10  a,,  m. — Menstrual  abnormalities  (diagnosis  and 
treatment) 

1 1 a.  m.- — Adrenogenital  syndrome;  Cushing’s  syn- 
drome 

April  21 

Joseph  McManus,  m.d.,  Buffalo  General  I fospital,  Buf- 
falo, New  York 

Problems  in  surgery  of  congenital  heart  disease 

April  28 

J.  Lawrence  Pool,  m.d.,  professor  of  neurosurgery,  Co- 
lumbia College  of  Physicians  and  Surgeons;  director. 
Neurosurgical  Service,  Presbyterian  Hospital,  New 
York 

Cardiac  (EKG)  changes  during  intracranial  surg- 
ery 

May  5 

Carl  Wiggers,  m.d.,  professor  emeritus  of  physiology, 
Western  Reserve  School  of  Medicine 
Cardiovascular  physiology 

May  12 

Harry  Zimmerman,  m.d.,  neurologist,  Montefiorc  Hos- 
pital, New  York  City 

The  neuropathology  of  poliomyelitis  and  allied  dis- 
orders (Sixth  Dwight  Griswold  Memorial  Lecture) 

May  19 

Harold  F.  Rheinlander,  m.d.,  surgeon,  New  England 
Center  Hospital;  assistant  professor  of  surgerv.  Tufts 
University  School  of  Medicine 
Splenectomy  or  gastrectomy 

May  26 

John  B.  Graham,  m.d.,  and  Ruth  Graham,  m.d.,  re- 
search Laboratory,  Vincent  Memorial  Hospital,  Boston 
CA  of  cervix  and  related  problems 


1 lerman  Yannctt,  m.d.,  associate  clinical  professor  of 
pediatrics,  Yale  University  School  of  Medicine;  medical 
director,  Southbury  (Conn.)  Training  School 
Medical  aspects  of  mental  retardation 

June  9 

S.  J.  Thannhauscr,  m.d.,  emeritus  professor  of  medicine, 
Tufts  University  School  of  Medicine;  senior  physician, 
New  England  Medical  Center 
Case  presentation 


CONNECTICUT  TRUDEAU  SOCIETY 

The  Connecticut  Trudeau  Society  is  planning  to  hold 
its  Spring  Meeting  on  Thursday,  May  10,  1956  at  8:00  p.  m. 
at  the  Hartford  Hospital  Amphitheater,  Hartford,  Con- 
necticut. 

Or.  Harold  L.  Israel,  clinical  associate  professor  of  medi- 
cine, Woman’s  Medical  College  of  Pennsylvania,  will  pre- 
sent the  work  of  Drs.  Israel  and  Maurice  Sones  in  relation- 
ship to  sarcoidosis.  Dr.  Gerald  Klatskin,  associate  professor 
of  medicine,  and  Dr.  Frank  D.  Gray,  Jr.,  assistant  professor 
of  medicine  at  the  Yale  University  School  of  medicine,  will 
initiate  the  discussion  period. 

The  Connecticut  Trudeau  Society  invites  all  interested 
physicians  to  attend  this  meeting. 


REGULAR  CORPS  EXAMINATIONS  FOR 
MEDICAL  OFFICERS,  UNITED  STATES 
PUBLIC  HEALTH  SERVICE 

A competitive  examination  for  appointment  of  Medical 
Officers  to  the  Regular  Corps  of  the  United  States  Public 
Health  Service  will  be  held  in  various  places  throughout 
the  country  on  June  12,  13,  14,  and  15,  1956. 

Appointments  provide  opportunities  for  career  service  in 
clinical  medicine,  research,  and  public  health.  They  will 
be  made  in  the  ranks  of  Assistant  and  Senior  Assistant, 
equivalent  to  Navy  ranks  of  Lieutenant  (j.g.)  and  Lieu- 
tenant. 

Entrance  pay  for  an  Assistant  Surgeon  with  dependents 
is  $6,017  Per  >'ear;  for  Senior  Assistant  Surgeon  with  de- 
pendents, $6,918.  Qualified  officers  are  promoted  at  regular 
intervals. 

Benefits  other  than  promotions  include  periodic  pay 
increases,  30  days  annual  leave,  sick  leave,  medical  care, 
disability  retirement  pay,  regular  retirement  pay  which  is 
three-fourths  of  annual  basic  pay  at  time  of  retirement,  and 
other  privileges. 
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You  can  take  pictures  like  this 
with  techniques  described  in 


Medical  Photography 

Clinical  and  Radiographic 


By  T.  A.  Longmore 

A comprehensive,  single  manual  on  photographic  technology. 
Called  one  of  the  50  most  important  books  published  during  the 
war. 

This  new,  fifth  edition  of  the  only  major  reference  book  on  the 
subject  is  divided  into  seven  sections:  The  Photographic  Process, 
Photographic  Considerations  in  Radiography,  Clinical  Photog 
raphy.  Reproduction  and  Processing.  Color  Photography,  and 
Special  Techniques. 

Strictly  factual  in  nature,  encyclopaedic  in  content 

Some  of  the  chapter  headings:  Preparation  of  Sensitive  Materials; 
General,  X-Ray,  and  Paper  Sensitometry;  X-Ray  Apparatus  and 
Materials;  Screens,  Cassettes,  Cones  and  Diaphragms;  The  Radio- 
graphic  Image  and  Exposure  Factors;  Tropical  Processing  of  X-Ray 
Films;  The  X-Ray  Darkroom;  Faults  in  Radiographs;  Illumination; 
Organization  of  a Clinical  Photographic  Department;  Infra-Red 
Photography;  Standardization  of  Head,  face,  body  parts;  Dental 
work;  Photography  of  Skin,  eye,  deformities;  In  the  Operating 
Theatre;  Endoscopic  work;  gross  specimen  photography;  Dupli- 
cating radiograph;  processing  clinical  materials;  additive  and 
subtractive  reversal  materials;  color  printing  and  reproduction; 
flurography;  cineradography;  Kymography,  Stereo-Scopic  work; 
photomicrography;  macrophotography;  electrocardiography;  Motion 
picture  work;  etc. 


War  wound.  Operation  in  progress  on  double  lesion  of  ulna 
nerves.  Note  method  of  demonstrating  nerve  injury. 

This  book  ranges  from  the  basic  organization  of  all  materials, 
equipment  and  processes,  to  the  minutest  detail,  including  the 
latest  techniques  for  solving  some  of  the  most  unusual  problems 
in  medical  photography.  Materials  to  use,  positioning  and  most 
effective  lighting  are  fully  described  for  the  most  illuminating 
photography  in  various  diseases — for  recording  clinical  conditions 
in  finest  detail  or  as  an  aid  in  diagnosis. 

"Provides  a remarkable  combination  of  a comprehensive  volume 
of  instruction  and  extensive  reference  work  for  the  medical  photog- 
rapher and  specialist  . . . a thoroughly  detailed  working 

manual  which  will  be  indispensable  to  the  photographer  of 
medical  subjects ” New  York  Times,  January  29,  1956. 

Appendix.  992  pages.  324  diagrams.  86  photographs. 
Price  $15 

Order  through  your  regular  dealer,  camera  or  book  store,  or  from 

AMPHOTO 

33-C  West  60th  Street  New  York  23,  New  York 


Active  duty  as  a Public  Health  Service  officer  fulfills  the 
obligation  of  Selective  Service. 

Requirements  for  both  ranks  are  U.  S.  citizenship,  age 
of  at  least  21  years,  and  graduation  from  a recognized 
school  of  medicine.  For  the  rank  of  Assistant  Surgeon,  at 
least  7 years  of  collegiate  and  professional  training  and 
appropriate  experience  are  needed.  For  Senior  Assistant 
Surgeon,  an  additional  three  years,  for  a total  of  at  least 
10  years  of  collegiate  and  professional  training  and  appro- 
priate experience,  are  required. 

Fntrance  examinations  will  include  an  interview,  physical 
examination,  and  comprehensive  objective  examinations  in 
the  professional  field. 

Application  forms  may  be  obtained  from  the  Chief,  Divi- 
sion of  Personnel,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare,  Washington  25,  D.  C. 
Completed  application  forms  must  be  received  in  the  Divi- 
sion of  Personnel  no  later  than  April  30,  1956. 


Hawaii  Medical  Association  Centennial 
Honolulu,  T.  H. 

April  22-29,  1956 


International  College  of  Surgeons 
Regional  Meeting 

Marshall  House,  York  Harbor,  Maine 
July  4,  1956  Weekend 


Tenth  Congress 

International  College  of  Surgeons 
Chicago,  Illinois 
September  9-13,  1956 
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BE  GLAD  YOU'RE  NEUROTIC.  By  Louis  E.  Bisch, 

m.d.,  ph.d.,  New  York:  Permabooks.  1955.  230  pp.  $0.35. 

Reviewed  by  Stanley  B.  Weld 

This  book  was  originally  published  in  October  1936  when 
it  enjoyed  36  printings.  Since  then  it  has  passed  through 
several  editions  and  chapters  from  it  have  appeared  in  at 
least  three  lay  magazines.  It  is  written  for  the  laity  and 
contains  a host  of  simple  truths  which  may  bear  frequent 
emphasis. 

The  author  repeatedly  points  out  the  constructive  roles 
played  by  prominent  people  in  various  walks  of  life  who 
were  neurotic.  His  analyses  of  the  various  causes  of 
neuroses  and  the  means  at  hand  for  obtaining  relief  from 
their  ill  effects  are  given  in  detail. 

Perhaps  the  five  rules  with  which  he  closes  the  volume 
best  describe  his  approach:  Analyze  yourself.  Stop  feeling 
guilty.  Give  your  ego  a boost.  Turn  your  handicap  into 
assets.  Profit  by  your  neurosis.  Then  BE  GLAD! 
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New  York  State  Journal  Comments  On 

HR7225 

Is  there  anv  real  need  for  a Federal  program? 
What  are  the  facts  on  permanent  and  total  disabil- 
ity? Won’t  this  dupulicate  or  overlap  existing  pro- 
grams of  assistance  and  rehabilitation?  Won’t  this 
extend  Federal  control  over  physicians?  And,  final- 
ly, how  willl  this  affect  the  future  of  medical 
practice?  Will  this  lead,  step  by  step,  to  the  lower- 
ing and  eventual  elimination  of  hte  age  fifty  eligibil- 
ity requirement;  then,  cash  benefits  for  the  depend- 
ents of  those  who  are  permanently  and  totally 
disabled;  then,  a temporary  disability  benefits  pro- 
gram; then,  cash  benefits  or  direct  government  pay- 
ments for  hospital  or  medical  costs,  and  then, 
ultimately,  a full  fledged  system  of  government 
health  insurance? 

These  are  but  a few  of  the  many  grave  questions 
w hich  already  have  been  raised  concerning  this 
legislation.  As  physicians,  we  must  be  concerned 
over  the  medical  aspects  of  the  problem.  As  citizens, 
we  also  must  be  concerned  over  the  trends  and 
implications  in  the  never-ending  expansion  of  our 
social  security  system.  The  minority  report  of  the 
House  Ways  and  Means  Committee  expressed  it 
this  way:  “We  do  not  believe  that  our  committee 
has  discharged  its  obligation  to  either  the  Congress 


or  to  the  American  people  by  its  brief  and  closed- 
door  consideration  of  this  vital  legislation.  We  have 
sought  to  point  out  the  grave  social  and  economic 
implications  of  the  bill.  We  have  dwelt  at  some 
length,  with  the  staggering  ultimate  costs  of  this 
developing  program,  because  w e do  not  believe  that 
either  the  Congress  or  the  public  has  anv  conception 

of  its  magnitude.” 

# # # # 

Our  social  security  system  now  has  reached  the 
point  w here  any  further  changes  may  have  a pro- 
found influence  on  the  the  nation’s  economic,  social, 
and  political  future.  The  time  has  come  to  face  up 
to  the  question  of  just  what  social  security  should 
accomplish  and  just  where  it  should  stop.  The 
American  Medical  Association  strongly  urges  that 
the  social  security  issue  be  taken  out  of  the  arena 
of  politics,  that  there  be  an  objective,  thorough 
study  of  social  security  in  all  its  present  and  future 
aspects,  and  that  the  facts  and  realities  emerging 
from  such  a study  be  used  as  the  basis  for  a sound 
national  decision  on  this  vital  issue.  It  especially 
protests  precipitate  action  on  the  complex  question 
of  disability  without  thorough  investigation  of 
alternative  mechanisms. 

In  our  opinion,  that  is  a reasonable,  responsible 
policy  which  deserves  the  moral  and  intellectual 
support  of  every  physician. 


THE  LOCKE  STEEL  CHAIN  CO 
( Lawn  Mower  Division ) 

1311  Connecticut  Ave. 

Bridgeport,  Conn. 

□ Without  obligation  please  furnish  me  with 
the  name  of  your  Distributor  who  can  give 
me  a demonstration. 

□ Send  me  your  Mower  catalog. 


Name 


Address 


. . .ease  of  handling,  flexibility  and  narrow  overall 
width,  practically  eliminates  hand  trimming  — ■ 
which  in  most  cases  is  nearly  50%  of  man-hours 
required. 

Make  your  own  comparison  test!  Ask  a Locke 
Dealer  for  a demonstration  — no  obligation ! ! See 
the  big  difference  the  Locke  Mower  makes. 

THE  LOCKE  STEEL  CHAIN  CO. 

(LAWN  MOWER  DIVISION) 

1311  Connecticut  Ave.  Bridgeport  1,  Conn. 

Since  1928 


Single  and 
Triplex  models. 


POWER  LAWN  MOWERS  and  TRIMMERS 

REDUCE  CUTTING  TIME  up  to  50% 


i City. 


State. 
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RALPH  TRAFTON  OGDEN,  M.D. 


Born:  March  i,  1898  in  Springvale,  Maine 

Bowdoin  College:  A.B.,  1921 

Harvard  Medical  School:  M.D.,  1924 

Internships:  Massachusetts  General  Hospital 

Pediatrics— September  1924  to  April  1925 
Hartford  Hospital— April  1925  to  March  1927  (rotating) 

Staff  Appointments:  Hartford  Hospital— Assistant  Radiologist 

Hartford  Hospital— Associate  Radiologist  1934-1943 
Hartford  Hospital— Radiologist  since  1943 
Charlotte  Hungerford  Hospital— Radiologist  since  1932 
Manchester  Memorial  Hospital— Consulting  Staff  since  1945 
Connecticut  State  Tuberculosis  Commission 
Cedarcrest  Sanitarium,  Consulting  Staff  since  1949 

President— Hartford  Countv  Medical  Association  1950-1951 
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your  new  president  1 am  happy  to  have  the  opportunity  to  thank  the  mem- 
bers of  the  Connecticut  State  Medical  Society  for  electing  me  and  for  entrusting 
me  with  the  responsibility  of  representing  organized  medicine  in  Connecticut.  It 
is  an  honor  which  I had  never  anticipated. 

There  are  complex,  knotty  and  controversial  problems  that  beset  the  medical 
profession  which  cannot  be  ignored  and  there  are  altogether  too  few  physicians 
who  are  willing  to  sacrifice  the  time  from  their  w ork  and  pleasure  to  help  solve 
them. 

There  is  a striking  difference  of  opinion  between  physicians  and  hospitals 
relative  to  the  practice  of  certain  medical  specialties  within  the  hospital.  Control 
of  medical  practice  by  lav  organizations  and  corporations  is  insidiously  but 
definitely  increasing.  There  are  industrial  health  plans  which  envision  complete 
medical  and  surgical  care  of  employees  and  their  families,  not  only  in  the  plant 
but  in  the  home  and  in  the  hospital.  These  lay  controlled  health  plans  would 
encompass  millions  of  people  and  would  have  a serious  impact  on  the  private 
practice  of  medicine  and  the  free  choice  of  physicians.  They  would  interject  a 
third  party  between  a physician  and  his  patient  and  this  third  party  might  pass 
judgment  on  the  treatment  rendered  by  a physician  to  a beneficiary  and  even  on 
the  need  for  hospitalization.  Third  parties  are  here  to  stay  but  there  must  be 
close  liaison  "with  the  medical  profession. 

Every  health  insurance  plan  which  provides  for  medical  care  is  the  concern 
of  the  medical  profession  because  it  could  contain  provisions  which  arc  contrary 
to  the  best  interests  of  good  medical  care  and  good  medical  practice. 

The  words  of  the  chairman  of  the  Council  of  the  State  Society  in  his  annual 
report  to  the  House  of  Delegates  in  April  1955  will  bear  repeating:  “It  must  be 
evident  that  in  all  these  plans  the  physicians  lose  control  of  the  economic  aspect 
of  medical  care.  We  also  know’  that  who  controls  the  pocketbook  controls  you, 
and  loss  of  control  of  the  economic  aspect  of  medical  care  could  also  be  the  loss 
of  control  of  scientific  medicine.” 

Only  licensed  physicians  are  qualified  and  legally  privileged  to  practice 
medicine  and  these  rights  inherent  in  medical  practice  must  be  preserved  as  a 
bulwark  against  a socialized  economy.  Organized  medicine  recognizes  its  duty 
to  support  every  effort  extended  in  the  interest  of  improved  standards  of  medical 
care.  It  must  be  alert  to  prevent  exploitation.  Each  member  of  our  State  Society 
should  be  cognizant  of  these  problems  and  actively  support  the  State  Society 
in  its  efforts  to  reach  a solution. 


Ralph  T.  Ogden,  m.d. 


(JKe 
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THE  SURGICAL  TREATMENT  OF  AORTIC  STENOSIS 

Joseph  F.  Uricchio,  m.d.,  Houck  E.  Bolton,  m.d.,  and  Robert  Litwak,  m.d., 

Philadel  phia,  Penns  y Irani  a 


A ortic  stenosis,  one  of  the  more  common  forms  of 
heart  disease,  comprises  approximately  one  third 
of  all  deformities  of  the  valves.  Its  predilection  for 
the  male  sex  is  well  known.  The  pathogenesis  of  this 
abnormal  barrier  to  the  passage  of  blood  from  the 
left  ventricle  to  the  aorta  is  still  disputed,  though 
simple  rheumatic  valvulitis  with  fibrinous  exudate 
bridging  the  normal  regions  of  leaflet  contact  is 
probably  the  initial  pathologic  process  in  most 
instances.  Less  than  40  per  cent  of  patients  describe 
a characteristic  history  of  rheumatic  fever  and 
chorea  is  singularly  uncommon.  A rare  congenital 
type  of  aortic  stenosis  with  a thickened,  funnel  type 
deformity  has  been  observed  by  us  in  3 1 patients. 

Two  macroscopic  structural  patterns  appear  to 
be  present  in  aortic  stenosis  that  directly  influence 
valve  function.  In  one  the  valves  are  fused  as  a 
result  of  extensive  commissural  conglutination  and 
thickening,  while  in  the  other  valvular  fixation  and 
calcification  play  the  predominant  role.  1 his  process 
may  lead  to  bicuspid  transformation  of  the  valve 
in  addition  to  poststenosic  dilatation  of  the  aorta. 
The  orifice  is  reduced  to  a narrow,  rounded  or  tri- 
angular opening.  Microscopically,  areas  of  calcifi- 
cation, fibrosis  and  vascularization  are  seen.  The 
end  result  is  a dynamic  narrowing  of  the  aortic 
valve  which  can  only  be  eliminated  by  the  proper 
application  of  a disruptive  force.  It  is  the  purpose 
of  this  paper  to  briefly  discuss  some  of  the  common 
problems  that  have  been  encountered  by  members 
of  the  medical  and  surgical  staffs  of  the  Bailey  Clinic 
in  the  surgical  management  of  approximately  300 
cases  of  aortic  valvular  disease. 

PHYSIOLOGICAL  CHANGES  IN  AORTIC  STENOSIS 

Postmortem  studies  of  hearts  of  five  patients  with 
aortic  stenosis  by  Gorlin  and  his  associates1  util- 


Dr.  Uricchio.  Instructor  in  Medicine , Hahnemann 
Hospital , Philadelphia,  Pa. 

Dr.  Bolton.  Instructor  in  Thoracic  Surgery, 
Hahnemann  Hospital,  Philadelphia,  Pa. 

Dr.  Litwak.  Chief  Resident  in  Thoracic  Surgery, 
Hahnemann  Hospital,  Philadelphia  Pa.  Work  car- 
ried out  as  a National  Heart  'Trainee 


SUMMARY 

Aortic  stenosis  is  a common  vavular  disorder  that 
is  rarely  preceded  by  overt  rheumatic  fever  or  chorea. 
Anatomical  aortic  stenosis  is  indicated  by  the  presence 
of  a thickened,  poorly  mobile  valve  with  commissural 
fusion  and  some  degree  of  calcification.  It  becomes  of 
physiological  significance  when  there  is  a demon- 
strable left  ventricular-central  aorta  systolic  gradient. 
Ultimately  there  is  a tendency  toward  low  cardiac 
output.  The  work  of  the  left  ventricle  is  increased 
and  heart  failure  may  develop.  The  technique  of  aortic 
commissurotomy  is  available  to  relieve  this  obstruc- 
tion to  systolic  flow.  The  valve  is  reached  through  a 
pericardial  pouch  applied  to  the  ascending  aorta. 
Instrumental  or  digital  commissural  splitting  may  be 
done.  Contraindications  to  the  performance  of  the 
operation  include  intractable  congestive  failure,  recent 
myocardial  infarction,  acute  rheumatic  fever,  subacute 
bacterial  endocarditis,  and  any  associated  valvular 
lesions  which  are  significantly  physiologically  and 
surgically  incorrectable.  Problems  encountered  at  op- 
eration and  in  the  postoperative  period  are  discussed 
and  the  clinical  results  in  the  first  40  patients  analyzed. 
There  have  been  four  deaths  for  a mortality  rate  of 
10  per  cent.  A follow-up  review  of  21  patients  up  to 
14  months  reveals  improvement  in  the  majority. 


Presented  in  part  at  the  Hartford  Hospital  on  April  30,  1955.  From  the  Department  of  Medicine  and  Thoracic  Surgery, 
Hahnemann  Medical  College  and  Hospital,  and  the  Bailey  Thoracic  Clinic,  Philadelphia,  Pennsylvania. 
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izing  a perfusion  technique  have  indicated  that  left 
ventricular  work  and  systolic  pressure  were  twice 
normal  in  patients  with  pure  stenosis  (normal  aortic 
valve  orifice  cross  sectional  area  4 cm.2).  The  critical 
orifice  size  for  pure  aortic  stenosis  was  0.5  cm.,2 
but  was  correspondingly  larger  if  there  was  asso- 
ciated aortic  insufficiency.  The  cardiac  hemody- 
namics produced  by  this  valvular  lesion  have  been 
extensively  studied  by  Goldberg  and  his  associates 
in  vivo  by  means  of  both  right  and  left  heart  cath- 
eterization. The  cardiac  output  was  found  to  be  low 
or  normal  though  extreme  changes  at  rest  or  with 
exercise  M ere  uncommonly  seen.2  The  pulmonary 
venous  capillary  and  pulmonary  artery  pressures 
are  sometimes  elevated  in  patients  with  aortic  steno- 
sis, due  to  chronic  left  ventricular  failure.  Structural 
vascular  changes  in  the  lung  may  follow  M'ith 
medial  hypertrophy  appearing  early  in  the  smaller 
pulmonary  vessels.3  Later  various  intimal  changes 
may  develop  and  there  may  be  pronounced  pul- 
monary hypertension.  It  is  not  known  by  what 
specific  mechanism  this  arterial  response  is  brought 
about  though  it  is  thought  by  some  to  represent 
an  anatomical  expression  of  the  basic  response  to 
prevent  pulmonary  edema. 

The  technique  of  left  heart  catheterization  in- 
volves the  introduction  of  a 6"  number  18  needle 
paravertebrally  into  the  left  atrium,  after  proper 
positioning  under  fluoroscopic  guidance.  Polyvinyl 
or  polyethylene  catheters  are  then  inserted  through 
the  needle  with  independent  or  simultaneous  meas- 
urement of  pressures  within  the  left  atrium,  left 
ventricle  and  aorta.  A third  catheter  records  the 
brachial  artery  presssure  curve  which  closely 
simulates  central  aortic  pressure.  In  our  laboratory, 
entrance  into  the  left  ventricle  is  accomplished  in 
approximately  80  per  cent  of  cases  and  entrance  into 
the  aorta  in  about  20  per  cent.4  By  this  procedure 
the  pressure  gradient  can  be  measured  across  the 
aortic  valve  and  the  degree  of  obstruction  related 
to  the  symptomatic  pattern.  By  concommitant 
determination  of  flow  across  the  valve,  by  employing 
the  Fick  principle  or  obtaining  a dye  or  isotope 
dilution  curve,  one  may  proceed  to  estimate  actual 
valve  orifice  size.  These  basic  studies  have  been 
under  way  for  some  time  in  the  Cardiopulmonary 
Laboratory  of  the  Hahnemann  Hospital  and  the 
data  is  now  being  reviewed  for  publication.  Tn  10 
patients  with  aortic  stenosis  studied  by  Goldberg4 
and  his  group  by  means  of  simultaneous  catheteri- 
zation of  the  left  and  right  sides  of  the  heart,  the  left 
ventricular-aortic  (or  brachial  artery)  systolic 


pressure  gradients  were  appreciable  (35  to  118  mm. 
of  Hg).  The  total  left  ventricular  work  was  in- 
creased (2.41  to  6.01  Kg.  per  minute  per  M.2).  The 
aortic  valve  areas  Mere  greatly  reduced  (.15  to  .94 
cm.2).  It  must  be  emphasized  that  the  pressure 
gradient  across  the  aortic  valve  is  closely  related  to 
flowr  at  that  valvular  site  and  neither  can  be  properly 
analyzed  without  consideration  of  the  other.  Both 
appear  to  be  influenced  by  the  stroke  volume,  pulse 
pressure,  and  the  presence  of  anesthesia  or  the  open 
chest.  One  may  seriously  doubt  the  ability  of  most 

BRACHIAL  ARTERY  PRESSURE  CURVE 

PRE  & POST  AORTIC  DILATATION 


Figure  i 

Anacrotic  notch  typical  of  severe  aortic  stenosis  on 
ascending  limb  of  brachial  arterial  pressure  tracing 
(upper  graph).  After  aortic  commissurotomy  it  is 
abolished  (lower  graph). 

pressure  measurements  made  at  the  operating  table 
to  accurately  reflect  absolute  values.  The  develop- 
ment of  a gradient  across  any  valve  is  also  depend- 
ent on  the  functional  integrity  of  the  myocardium. 

The  brachial  artery  pressure  curve  is  invariably 
abnormal  in  patients  with  aortic  stenosis  (Figure  1). 
There  is  a delay  in  the  peak  of  systole  with  a notch 
or  slur  on  the  anacrotic  limb.  A bifid  peak  may  be 
seen.  The  abnormalities  may  be  exaggerated  or 
brought  on  for  the  first  time  in  the  poststraining 
period  after  the  performance  of  a Valsalva  test.2 
Several  variations  in  the  brachial  artery  pulse  pres- 
sures have  also  been  recorded  in  normal  subjects 
including  smoothly  rounded  peaks  of  pressure  dur- 
ing systole,  double  peaks  and  notches  on  both  the 
anacrotic  and  catacrotic  limbs.5  We  have  not  been 
able  to  note  any  constant  relation  betMeen  the  posi- 
tion of  the  anacrotic  notch  and  the  degree  of  aortic 
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stenosis,  as  estimated  by  the  surgeon  at  operation. 
In  the  presence  of  dynamic  aortic  regurgitation,  the 
catacrotic  limb  usually  shows  a smooth  unbroken 
fall  with  obliteration  of  the  dicrotic  notch.  The 
curves  on  many  occasions  strikingly  revert  to  nor- 
mal after  performance  of  the  aortic  commissur- 
otomy. 

1 he  immediate  result  of  the  disturbed  hemo- 
dynamics produced  by  a dynamic  aortic  stenosis  is 
a progressive  increase  in  the  work  of  the  left  ven- 
tricle. T he  increased  load  leads  to  concentric  hyper- 
trophy of  the  left  heart  chamber,  as  the  heart  strives 
to  meet  the  metabolic  demands  of  the  body.  A point 
is  invariably  reached  where  capillary  concentration 
fails  to  keep  up  with  myocardial  hypertrophy  and 


Figure  2 


Two-bladed  retrograde  aortic  dilator.  Closed  position. 

the  disproportion  leads  to  myocardial  ischemia.  The 
latter  is  also  related  to  interference  with  normal 
coronary  artery  filling  due  to  elevated  left  ventricu- 
lar pressure  and  an  increased  systolic  resistance  in 
the  coronary  vessels. 

This  type  of  pathophysiology  produces  the  char- 
acteristic symptomatic  pattern  of  aortic  stenosis. 
Initially  the  patients  are  troubled  by  fatigue  and 
dyspnea  on  exertion.  Bouts  of  nocturnal  dyspnea 
invariably  appear  or  there  may  be  episodes  of  angina 
pectoris  or  true  syncope  (related  in  part  to  a hyper- 
active carotid  sinus  reflex).  Finally,  the  signs  of 
right  heart  decompensation  manifest  themselves. 

TECHNIQUE  OF  AORTIC  COMMISSUROTOMY 

The  principle  of  aortic  commissurotomy,  so 
commonly  applied  in  the  treatment  of  mitral  sten- 
osis, has  been  used  with  encouraging  results  in  107 
patients  with  pure  aortic  stenosis  and  107  patients 
with  combined  mitral  and  aortic  stenosis.  An  aortic 
dilator  is  available  (Figure  2),  consisting  of  a re- 
tractible  guide  wire  with  olivary  tip,  a biradiate  or 


triradiate  head,  shaft  and  handle.  A free  rotatory  I 
mechanism  permits  turning  of  the  dilating  head  I 
upon  its  shaft  for  adjustment  of  its  triangular  cross! 
section  to  that  of  the  stenotic  valvular  orifice.  The  I 
edges  of  the  dilating  bars  arc  not  sharp,  but  permit  I 
sufficient  application  of  force  to  effectively  separate  I 
one  to  three  commissures  anatomically.  The  type  of  I 
valvular  calcification  and  leaflet  mobility  may  influ-  I 
ence  the  degree  of  opening  brought  about  bv  this  I 
surgical  maneuver.  Initially  the  dilatation  of  the 
stenotic  aortic  valve  was  made  via  a transventricular 
approach.  More  recently  a safer  transaortic  ap-  | 
proach  has  been  utilized  by  means  of  a pericardial 
appendage  applied  to  the  aorta.  This  technique 
permits  digital  palpation  of  the  valve  both  before 
and  after  aortic  commissurotomy.  It  was  success-  I 
fully  employed  for  the  first  time  by  Bailey  in  April 
of  1953.  For  this  operation,  a two-bladed  dilating  I 
instrument  is  worn  on  the  finger  and  inserted  with  | 
it  through  the  pouch  into  the  aorta. 

Upon  completion  of  the  aortic  commissurotomy,  | 
the  mitral  valve  may  be  explored  digitally,  in  | 
patients  with  mitral  stenosis,  bv  exposing  the  inter- 
atrial groove  just  to  the  right  and  posterior  to  the  | 
supervior  vena  cava.  The  ungloved  tip  of  the  opera- 
tor’s left  index  finger  is  passed  into  the  dissected 
area.  A small  opening  is  made  in  the  lower  half  of 
the  interatrial  septum,  entering  the  chamber  of  the 
left  atrium.  There  the  mitral  valve  is  palpated,  and 
if  stenotic,  proper  commissural  splitting  may  be 
accomplished  either  by  digital  or  instrumental  tech- 
niques. Initially,  with  the  right-sided  approach,  the 
tricuspid  valve  may  be  explored  via  the  right  atrial 
appendage.  In  this  fashion  clinically  silent  stenotic 
lesions  of  that  valve  may  be  properly  treated. 

INDICATIONS  FOR  AORTIC  COMMISSUROTOMY 

If  one  accepts  the  applicability  of  present  sur- 
gical techniques,  in  the  presence  of  an  acceptable 
operative  mortality  (10  per  cent,  with  the  trans- 
aortic approach)  one  must  then  measure  the  gains  to 
be  derived  from  surgery  against  prolonged  medical 
therapy. 

Aortic  stenosis  follows  a peculiar  clinical  course. 
Symptoms  may  be  absent  for  years  until  compen- 
satory mechanisms  falter  and  myocardial  reserve  is 
encroached  upon.  The  exact  devolutionarv  pattern 
of  the  individual  patient  is  unpredictible.  However, 
a point  is  invariably  reached  where  the  blood  supply 
to  the  brain,  heart  muscle,  and  other  vital  organs  is 
inadequate  to  supply  the  needs  in  time  of  stress. 
Sudden  death  may  occur  at  any  time. 
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Exertional  dyspnea  and  nocturnal  dyspnea  may 
he  partially  controlled  by  a good  medical  regimen. 
But  there  are  few  drugs,  if  any,  that  will  prevent 
the  recurrent  episodes  of  syncope  and  the  distress- 
ing attacks  of  angina.  As  cardiac  symptoms  increase 
in  intensity  and  frequency,  there  is  usually  a pro- 
portional increase  in  left  ventricular  hypertrophy. 
The  obstructive  valvular  factor  becomes  less  im- 
portant as  a cause  for  the  patient’s  complaints  as 
the  myocardial  reserve  is  encroached  upon.  Myo- 
cardial work  is  performed  inefficiently  as  decom- 
pensation appears.  The  results  to  be  anticipated  from 
: aortic  commissurotomy,  if  done  at  this  point,  are 
obviously  less  impressive. 

At  the  present  time,  therefore,  it  has  been  our 
policy  to  recommend  aortic  commissurotomy  to 
those  patients  with  symptoms  attributable  to  a 
dynamic  physiologically  significant  aortic  stenosis 
in  the  absence  of  any  of  the  major  contraindications 
listed  below. 

MAJOR  CONTRAINDICATIONS 

1.  Intractable  congestive  failure.  Patients  in  the 
end  stages  of  cardiac  decompensation  are  only  rarely 
benefited  by  the  performance  of  aortic  commissur- 
otomy. Careful  attention  to  electrolyte  abnormal- 
ities sometimes  explains  the  cause  for  unresponsive- 
ness. If  hyponatremia,  hypochloremia,  or  hypoka1 
lemia  can  be  related  to  recent  diuretic  therapy, 
establishment  of  normal  tonicity  may  be  sufficient 
to  initiate  a further  diuresis. 

2.  Recent  myocardial  infarction.  It  is  not  uncom- 
mon for  the  pain  pattern  of  angina  pectoris  or 
coronary  insufficiency  to  develop  in  patients  with 
aortic  stenosis  and  left  ventricular  enlargement. 
They  properly  represent  indications  for  the  per- 
formance of  aortic  commissurotomy.  With  the  ap- 
pearance of  the  classical  electrocardiographic  signs 
of  transmural  myocardial  infarction,  however,  it  is 
best  to  delay  the  performance  of  the  aortic  valve 
surgery  for  at  least  six  months. 

3.  Active  rheumatic  fever.  It  has  been  customary 
to  avoid  cardiac  surgery  in  all  patients  with  the 
overt  manifestations  of  active  rheumatic  activity. 
I his  continues  to  be  our  policy. 

4.  Subacute  bacterial  endocarditis.  To  our  knowl- 
edge, no  patient  with  bacterial  endocarditis  has  been 
subjected  to  cardiac  surgery.  Careful  scrutiny  of  the 
temperature  chart  during  the  preliminary  period  of 
study  may  sometimes  suggest  such  a disease  state. 
On  the  other  hand  the  presence  of  an  anemia  alone 


may  be  the  only  clue  to  the  diagnosis  of  blood 
stream  infection. 

5.  Any  existing  mental  or  physical  state  of  a 
serious  nature  which  would  contraindicate  aortic 
commissurotomy,  i.  e.,  tuberculosis,  psychosis,  etc. 

6.  An  associated  valvular  lesion  which  is  signifi- 
cant physiologically  and  surgically  uncorrectable. 

One  should  proceed  with  extreme  caution  if  any 
of  the  minor  or  deterring  factors  are  present:  old 
myocardial  infarction,  extreme  cardiac  enlargement, 
increased  blood  volume  despite  intensive  medical 
therapy,  ventricular  irritability,  or  extensive  aortic 
valve  calcification  extending  into  the  aorta  and  the 
outflow  tract  of  the  left  ventricle. 

PROBLEMS  ENCOUNTERED  AT  OPERATION 

Hypotension  of  serious  degree  is  of  rather  infre- 
quent significance.  Of  course,  w hen  the  actual  com- 
missurotomy is  performed  there  is  a temporary 
obstruction  of  the  valvular  orifice,  but  it  is  only 
momentary.  Manipulations  are  intermittent  and  an 
appropriate  period  is  allowed  after  momentary  ob- 
struction of  the  circulation  for  the  latter  to  stabilize. 

Arterial  embolization  at  surgery  is  a very  rare 
complication  which  may  result  from  a fragment 
of  calcium  dislodged  from  the  aortic  valve.  It  has 
oceured  in  one  patient  operated  on  by  this  tech- 
nique. 

Technical  complications  occur  on  occasion,  the 
most  serious  of  w hich  is  the  creation  of  regurgita- 
tion. Minor  degrees  are  of  no  physiological  signifi- 
cance. When  dynamically  significant  incompetence 
results,  it  is  of  serious  import  and  correction  at  that 
time  must  be  carried  out. 

The  appearance  of  arrhythmias  has  been  mini- 
mized since  we  are  using  the  transaortic  approach  to 
the  stenotic  aortic  valve.  Ventricular  fibrillation  has 
developed  in  only  a few7  cases  while  it  was  com- 
monly observed  w hen  commissurotomy  was  done 
via  the  ventricular  approach. 

PROBLEMS  ENCOUNTERED  POS  TOPERATIVELY 

It  is  a natural  consequence  of  the  operative  trauma 
to  a sensitive,  enlarged  left  ventricle  that  patients 
will  occasionally  develop  ventricular  extrasystoles. 
Ventricular  arrhythmias  are  uncommon.  Their 
proper  diagnosis  is  dependent  on  an  alert  house  staff 
and  competent  nursing  personnel.  Treatment  with 
pronestyl  or  quinidine  is  indicated.  More  often, 
transient  bouts  of  auricular  fibrillation  or  supraven- 
tricular tachycardia  appear  with  conversion  to 
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normal  sinus  rhythm  usually  attained  by  the  admin- 
istration of  a rapidly  acting  digitalis  preparation 
intramuscularly  or  intravenously.  The  febrile  course 
may  be  prolonged  to  io  days  and  oftentimes  is 
associated  with  a sinus  tachycardia.  The  pulmonary 
complications  are  those  of  retained  secretions,  atelec- 
tasis, and  reactive  pleuritis.  Proper  attention  to 
elimination  of  the  viscous  exudate  in  the  airways 
becomes  important.  We  have  not  encountered  acute 
rheumatic  fever  following  aortic  commissurotomy. 
I he  production  of  a dynamic  aortic  regurgitation 
by  improper  surgical  technique  is  a rare  but  serious 
complication  of  this  operation.  Congestive  heart 
failure  invariably  follows,  and  the  response  to  the 
usual  medical  therapy  is  poor. 

RESULTS  OF  AORTIC  COMMISSUROTOMY 

An  evaluation  of  the  surgical  management  of 
aortic  stenosis  alone6  or  combined  with  other  valvu- 
lar diseases7  has  recently  been  presented  by  LikofF 
and  associates.  In  all  cases  the  aortic  commissurot- 
omy was  performed  by  the  transventricular  ap- 
proach. There  were  69  cases  of  aortic  stenosis  alone 
or  combined  with  other  insignificant  lesions  brought 
to  surgery  with  a mortality  rate  of  17.4  per  cent. 
Thirty-nine  cases  of  combined  aortic  stenosis  and 
mitral  stenosis  were  operated  on  utilizing  the  trans- 
ventricular approach  to  the  aortic  valve  and  the  left- 
sided approach  to  the  mitral  valve  with  a mortality 
rate  of  20.5  per  cent.  From  March  6,  1953  until 
January  14,  1955,  40  patients  have  been  operated 
on  for  aortic  stenosis  by  the  transaortic  approach 
(Table  1).  There  have  been  four  deaths  for  a 
mortality  rate  of  10  per  cent.  A follow-up  review 
of  21  patients  (3  to  14  months)  in  the  latter  group, 
has  revealed  highly  encouraging  results.  There  was 
a significant  improvement  in  symptomatic  pattern 
noted  in  the  majority  with  striking  benefit  the  rule 
in  those  bothered  by  angina  pectoris  or  syncope 
preoperatively.  Postoperatively,  the  aortic  systolic 
murmur  diminished  in  intensity  in  1 1 cases  (52  per 
cent),  while  it  remained  unchanged  in  nine  (43  per 
cent).  The  aortic  second  sound  increased  in  intensity 
in  12  (67  per  cent).  In  three  patients  dynamic  aortic 
regurgitation  occurred  as  a result  of  aortic  commis- 
surotomy by  the  transaortic  approach.  Changes  in 
electrocardiogram  and  x-ray  w^ere  not  remarkable. 

CONCLUSIONS 

At  the  present  time  it  has  been  a Clinic  policy  to 
limit  transaortic  commissurotomy  to  all  adult 
patients  with  dynamic  aortic  stenosis  alone,  or  asso- 


ciated with  a minor  degree  of  aortic  regurgitation, 
who  have  the  proper  indications  for  the  procedure. 
1 he  transventricular  commissurotomy  is  utilized 
chiefly  in  children  with  valvular  or  subvalvular 
aortic  stenosis  because  the  small  size  of  the  lumen 
usually  does  not  permit  digital  palpation  of  the 
valve.  1 o date  1 1 such  cases  have  been  done  with 
one  death.  Finally,  the  latter  attack  on  the  stenotic 
valve  may  be  employed  in  adults  if  mitral  commis- 
surotomy is  done  from  the  left  side  and  appreciably 
increases  the  physiological  significance  of  a previous 
adynamic  aortic  stenosis  by  increasing  the  blood 
flow  across  the  aortic  valve  orifice. 


Table  i 

Anatomic-Physiologic  Diagnosis  and  .Mortality  Rates 


HOSPITAL 

LATE 

A.H.A.  CLASS 

DIAGNOSIS 

NO.  CASES 

DEATHS 

DEATHS 

I 

AS 







AS,  ai 

— 

— 

— 

2 

AS 

9 

I 

2 

(II.I%) 

(21.0%) 

AS,  ai 

9 

I 

I 

3 

AS 

9 

— 

3 

(5-5%) 

(21%) 

AS,  ai 

9 

I 

— 

4 

AS 

4 

I 

(25%) 

— 

AS,  ai 

— 

— 

— 

Totals  40  4 (10%)  6 (15%) 

BIBLIOGRAPHY 


1.  Gorlin,  R.,  McMillan,  I.  K.  R.,  Matthews,  M.  B.,  Daley, 
R.,  and  Medd,  W.  E.:  Quantitative  Studies  of  the  Circula-  I 
tion  in  Aortic  Valvular  Disease — Program  of  the  46th  Annual 
Meeting  of  the  American  Societv  of  Clinical  Investigation,  j 
Atlantic  Citv,  N.  J.,  May  3,  1954. 

2.  Goldberg,  H.,  Bakst,  A.  A.,  and  Bailey,  C.  P.:  The 
dynamics  of  aortic  valvular  disease,  Am.  Heart  J. 
47:527>  '954- 

3.  Smith,  R.  C.,  Burchell,  H.  B.,  and  Edwards,  J.  E.: 
Pathology  of  the  pulmonary  vascular  tree.  IV.  Structural 
changes  in  the  pulmonary  vessels  in  chronic  left  ventricular 
failure,  Circulation  X:5,  801,  1954. 

4.  Goldberg,  1 1.:  Personal  communication. 

5.  Schnabel,  T.  G.,  Jr.,  Blakemore,  W.  S.,  Kuo,  P.  T.,  and 
Langfield,  S.  B.:  Left  Heart  Catheterization  in  Aortic  and 
Mitral  Disease — Program  of  the  47th  Annual  Meeting  of  the 
American  Society  for  Clinical  Investigation,  Atlantic  City, 
N.  J.,  May  2,  1955. 

6.  LikofF,  W.,  Berkowitz,  D.,  Denton,  C.,  Goldberg,  H., 
and  Reale,  A.:  Transventricular  commissurotomy  in  aortic 
stenosis.  A clinical  evaluation,  J.  A.  M.  A.  157:1367,  1954. 

7.  LikofF,  W.,  Berkowitz,  D.,  Denton,  C.,  and  Goldberg, 
H.:  Clinical  evaluation  of  the  surgical  management  of  com- 
bined mitral  and  aortic  stenosis.  Am.  Heart  J.  49:394,  1955. 


Connecticut  State  Medical  Journal 


PITUITARY  MYXEDEMA 


345 


PITUITARY  MYXEDEMA 

Illustrating  the  Use  of  TSH  (Thyrotropic  Stimulating  Hormone)  in  Two  Cases 

Howard  J.  Wetstone,  ai.d.,  and  Joan  Stiano,  b.s.,  Hartford 


I.  BRIEF  REVIEW  OF  CURRENT  CONCEPTS  OF  THYROID 
PHYSIOLOGY 

Iodine  enters  the  body  as  iodide  through  the 
gastrointestinal  tract  from  which  it  is  readily  ab- 
sorbed from  foodstuffs  and  water.  1 he  largest  part 
of  this  absorbed  iodide  is  excreted  in  the  urine  as 
iodide.  Smaller  amounts  enter  the  feces,  sweat  and 
gastric  and  hepatic  secretions.  Traces  appear  in  saliva 
and  milk.  It  is  the  function  of  certain  body  tissues 
to  remove  this  iodide  from  the  blood,  oxidize  it  to 
iodine  and  combine  it  within  a complex  protein 
grouping.  Perhaps  many  tissues  can  do  this,  as  is 
evidenced  by  the  fact  that  iodine  injected  intra- 
muscularly results  in  abscesses  containing  relatively 
large  amounts  of  thyroxine. 

The  chief  site  of  iodide  trapping  in  the  human  is 
the  thyroid  gland.  Here  the  protein  complex  can 
be  stored  and  broken  down  for  future  release  to  the 
blood  stream.  The  thyroid  follicle  is  saturated.  I his 
will  occur  even  should  agents  which  prevent  bind- 
ing of  iodide  in  organic  form  be  used,  such  as 
thiouracil.  The  iodide  trap  operates  in  the  magnitude 
of  25:1,  thyroid  to  serum.  With  the  use  of  an  anti- 
thyroid agent,  the  ratio  may  reach  300: 1.  In  Graves’ 
disease,  a 350:1  ratio  may  occur. 

The  blood  level  of  iodide  also  acts  as  a controller 
of  iodine  binding,  or  thyroid  hormone  formation. 
A very  high  level  of  iodide  in  the  serum  inhibits 
thyroglobulin  svnthesis.  The  iodide  is  merely  taken 
into  the  follicle  and  released  again  as  inorganic 
iodide.  In  hyperthyroid  patients  the  level  of  iodide 
in  serum  which  accomplishes  this  depressing  effect 
is  less  than  that  required  in  normals. 

The  trapping  of  iodide  by  the  thyroid  is  inhibited 
by  thiocyanate,  which  does  not  permit  iodide  to 
enter  the  gland,  and,  in  fact,  causes  loss  of  previously 
trapped  iodide  from  the  gland.  The  use  of  large 
doses  of  iodide  daily  over  a long  period  of  time 
may  significantly  depress  the  serum  protein  bound 
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SUMMARY 

A brief  review  of  thyroid  physiology  is  given,  out- 
lining the  action  of  iodine  in  the  body,  particularly 
the  function  of  reducing  agents  such  as  thiouracil  in 
preventing  the  oxidation  of  iodide  into  iodine.  The 
mode  of  action  of  the  thyroid  stimulating  hormone 
(TSH)  of  the  pituitary  is  discussed.  The  three  methods 
of  testing  thyroid  function  are  mentioned,  viz.,  basal 
metabolic  rate,  serum  or  plasma  iodine  levels,  and 
radioactive  iodine  metabolism  tests,  the  last  method 
discussed  in  more  detail. 

Two  case  histories  of  pituitary  myxedema  are  pre- 
sented in  which  studies  with  TSH  were  conducted. 


iodine,  although  the  patient  remains  euthyroid.  This 
is  especially  true  in  hyperthyroid  patients. 

Having  entered  the  gland  the  iodide  is  in  some 
way  oxidized  into  iodine.  A reducing  agent,  such  as 
thiouracil,  can  prevent  this  reaction  from  occurring. 
It  has  been  postulated  that  the  elemental  iodine  thus 
formed  combines  with  tyrosine  to  produce  mono- 
iodotyrosine.  Such  a mechanism  has  never  been 
proven  and,  in  fact,  enzymes  capable  of  binding 
iodine  to  tyrosine  in  vitro  (such  as  tyrosinase  and 
cvtochrome  oxidase)  are  not  found  in  the  thyroid 
cells.  Thiouracil  does  inhibit  peroxidase  granules  of 
thyroid  cells  suggesting  that  this  enzyme  may  be  of 
importance  to  thyroxine  formation.  In  some  way 
iodine  is  added  to  monoiodotyrosine  to  produce 
diiodotyrosine  and  eventually  thyroglobulin.  The 
thyroglobulin  is  stored  in  the  thyroid  cells,  but  the 
secretion  put  out  by  the  gland  is  probably  thy- 
roxine. The  conversion  of  the  globulin  form  to  the 
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thyroxine  is  believed  to  be  due  to  a proteolytic 
enzyme  present  either  in  the  thyroid  cell  or  acinus. 
It  is  possible  that  tetra-iodo  thyronine  (thyroxine) 
is  not  the  effective  diffusible  thyroid  hormone,  but 
rather  that  tri-iodothyronine  is  the  compound  of 
greatest  importance  in  thyroid  function. 

In  human  myxedema  a daily  dose  of  0.15-0.30 
mg.  of  levothyroxine  will  restore  normal  metabo- 
lism. Following  withdrawal,  about  30  to  50  days 
are  required  for  the  B.MR  to  fall  to  the  pretreatment 
level.  A single  dose  of  intravenous  thyroxine  enters 
the  extracellular  fluid,  exerts  its  metabolic  effect,  and 
is  catabolized  and  excreted  in  about  four  days.  .Most 
of  this  thyroxine  loses  its  iodide  in  the  tissues.  Some 
of  it  appears  as  diiodotyrosine  in  the  urine.  In  a 
normal  person  less  than  2 per  cent  urine  iodine  is 
as  thyroxine. 

II.  THE  PITUITARY  AND  THE  THYROID 

It  has  been  noted  in  cretins,  patients  with  endemic 
myxedema,  and  rabbits  subjected  to  total  thyroid- 
ectomy that  the  anterior  pituitary  gland  becomes 
enlarged.  However,  in  dogs  subjected  to  hypo- 
physectomy  the  thyroid  is  found  to  be  small  and 
myxedema  develops.  1 his  may  be  reversed  by  the 
use  of  thyroid  or  pituitary  extracts.  It  was  postulated 
that  the  anterior  pituitary  manufactured  a hormone 
which  stimulated  the  thyroid  gland,  the  thyrotropic 
hormone  or  thyrotropin.  Such  a hormone  has  been 
concentrated  for  research  and  clinical  use. 

If  TSH  (thyroid  stimulating  hormone  of  the 
pituitary)  is  given  to  a chicken,  the  thyroid  iodide 
level  begins  to  fall  within  six  hours  and  reaches  a 
low  value  in  24  hours.  Between  18  and  30  hours 
after  the  dose  of  TSH  the  thyroid  cell  height 
reaches  a maximum  size.  Within  24  hours  after  TSH 
the  radioactive  content  of  predosed  thyroid  glands 
reaches  a low  value.  However,  24  hours  after  a 
second  daily  dose  of  TSH  the  thyroid  has  an  in- 
creased ability  to  trap  iodide.  Therefore,  it  has  been 
postulated  that  TSH  mobilizes  and  promotes  the 
secretion  of  the  hormonal  iodine  of  the  thyroid, 
perhaps  by  activating  a proteolytic  enzyme. 

TSH  given  to  guinea  pigs  causes  a diffuse  hyper- 
plasia of  the  thyroid  gland,  increased  basal  metabolic 
rate,  exophthalmos,  muscular  weakness  and  histo- 
logic changes  in  the  muscles  consistent  with  those 
seen  in  Graves’  disease.  However,  the  direct  rela- 
tionship between  TSH  and  exophthalmos,  although 
frequently  suspected,  has  never  been  adequately 


proven  for  the  human  being.  In  fact,  in  Graves’  ' 
disease  the  patient’s  body  fluids  do  not  as  a rule 
contain  any  TSI I until  treatment  with  iodides  is 
begun. 

I he  conclusions  currently  accepted  are  that 
Graves’  disease  is  not  mediated  through  an  excess 
of  rSH,  but  rather  that  the  “normal  reciprocal  rela-  ' 
tionship  between  the  pituitary  and  the  thyroid 
appears  to  be  disrupted,  w ith  the  thyroid  assuming 
functional  autonomy.” 

In  human  hyperthyroid  patients  the  urine  TSI  I 
level  is  normal.  How  ever,  TSH  is  inactivated  in  the 
thyroid,  thymus  and  lymph  glands.  This  inactivated 
TSH  can  be  reactivated  by  thiouracil,  a reducing 
agent,  and  active  TSH  can  be  inactivated  by  ele-  | 
mental  iodine,  an  oxidizing  agent.  It  is  therefore 
believed  that  TSH  acts  through  an  oxidative 
mechanism,  perhaps  as  a hydrogen  donator. 

Excessive  thyroid  given  to  rats  will  cause  thyroid 
involution.  This  may  be  due  to  depression  of  T SH 
production  or  inhibition  of  the  action  of  already 
produced  TSH.  TSH  tends  to  act  better  in  the  luteal 
phase  of  the  menstrual  cycle  than  in  the  estrogenic 
phase.  This  is  believed  to  be  due  to  the  action  of 
estrogen  in  increasing  iodine  storage,  and  counter- 
acting the  depressant  action  of  iodine  on  thyroid 
function.  Adrenalin,  ACTH,  cortisone,  and  DOCA 
all  depress  serum  iodine  levels  in  normals.  Adrenalin 
in  an  adrenalectomized  animal  raises  serum  iodine 
levels.  ACTH  can  bring  about  a remission  in 
Graves’  disease  and  long  courses  of  ACTH  or  corti- 
sone can  low  er  the  B.MR. 

HI.  TESTS  OF  THYROID  FUNCTION 

A.  Basal  metabolic  rate.  Because  of  the  many 
variables  attendant  to  the  use  and  interpretation  of 
this  test  it  has  been  used  less  and  less  in  many  hos- 
pitals. Except  for  extremely  high  values  or  values 
less  than  10-15  per  cent,  it  is  often  in  error. 

B.  Serum  or  plasma  iodine  levels,  protein-bound 
iodine , total  iodine.  The  normal  range  of  serum 
protein  bound  iodine  level  is  four  to  eight  micro- 
grams per  100  cc.  of  serum.  Higher  values  indicate 
hyperthyroidism,  lower  ones,  hypothyroidism. 
Many  substances  can  contaminate  the  reading,  most 
of  w hich  give  false  high  values.  Unless  one  deter- 
mines the  total  iodine  simultaneously  with  the  PBI 
one  may  overlook  a substance  capable  of  “spoiling” 
the  reaction.  Some  of  the  substances  are  listed  in 
the  follow  ing  table. 
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Table  I 

Substances  Affecting  Serum  Iodine  Levels 


SUBSTANCE 

APPROXIMATE 
DURATION  OF  EFFECT 

DIRECTION 
OF  ERROR 

A.  Iodine  medications  (prolonged  high  doses  may  depress 
the  protein  bound  iodine 

1.  Cough  syrups 

2-6  weeks 

High 

2.  “Tonics” 

2-6  weeks 

High 

3.  Fluoroquin  suppositories 

High 

4.  Diiodoquin 

4-7  days 

High 

B.  Radiologic  materials 

1.  Bronchogram  agents  (* 

) Months  to  years 

1 ligh 

2.  Cholecystogram  agents 

Months 

High 

3.  Pvelogram  agents 

2-14  days 

High 

4.  Myelogram  agents 

Months  to  years 

High 

C.  Thyroid  medication 

3-8  weeks 

High 

D.  Bromides 

7 days 

High 

F.  Mercurial  diuretics 

1-3  days 

Low 

(*)  A newer  bronchogram 

agent  with  a more  ra 

pid  excrc- 

tion  rate  has  been  deyeloped. 

C.  Radioactive  iodine 

metabolism  rests. 

[A  test 

dose  of  25-100  microcuries  is  given  orally- 1 

Radioactive  iodine,  which  has  been  available  to 
! the  medical  profession  since  1958  as  I130  and  as  I1 31 
: since  1946,  is  used  in  the  latter  form  in  the  diag- 
nosis and  treatment  of  thyroid  disease.  This  isotope 
I has  a half  life  of  eight  days,  99  per  cent  of  its  radiant 
energy  being  expended  within  eight  weeks.  It  emits 
beta  rays  which  penetrate  tissue  2.5  mm.  and  high 
velocity  gamma  rays  which  have  high  penetrability, 
escape  from  the  body  readily,  yet  are  taken  up  by 
the  thyroid  gland. 

Although  I131  is  available  in  pure  form  (all  radio- 
active)  the  tracer  dose  or  therapeutic  dose  contains 
only  a fraction  of  a microgram.  An  average  thera- 
peutic dose  (four  millicuries)  contains  0.03  micro- 
grams of  iodine.  A tracer  dose  might  consist  of  15 
to  50  microcuries. 

A considerable  overlap  exists  in  the  “normal” 
range  of  24  hour  radioactive  iodine  uptake  by  the 
thyroid  gland  or  the  reciprocal  value  of  urine 
excretion  of  the  ingested  isotope.  Although  20-40 
per  cent  uptake  is  considered  normal,  the  range  may 
extend  from  10  per  cent  to  49  per  cent  in  rare  cases. 
Similar  discrepancies,  of  course,  are  present  when 
evaluating  BMR  values,  PBI  levels  or  cholesterol 
findings.  It  is  the  sum  total  of  clinical  and  labora- 
tory impressions  and  not  a single  value  which  makes 
the  diagnosis  in  any  given  case. 

The  normal  curves  given  here  are  crude  approxi- 
mates of  values  reported  by  the  radioactive  iodine 
laboratory  of  this  hospital. 


1.  SERUM  RATIO 

If  the  serum  level  72  hours  after  the  dose  is 
divided  by  the  level  24  hours  after  the  dose,  a ratio 
figure  is  expressed.  If  this  is  less  than  one  it  implies 
that  the  iodine  present  after  24  hours  was  greater 
than  after  72  hours,  indicating  normal  or  increased 
excretion  of  the  dose  load.  This  could  occur  in 
euthyroid  or  hypothyroid  states.  If  the  ratio  is 
greater  than  one  it  implies  that  the  iodine  given  was 
promptly  trapped  by  the  thyroid  gland,  and  slowly 
released  over  a longer  than  normal  period  of  time, 
thereby  permitting  the  72  hour  level  to  exceed  the 
24  hour  level.  This  is  seen  in  hyperthyroid  states. 

2.  URINE  EXCRETION  CURVES 

A euthyroid  patient  excretes  from  30-70  per  cent 
of  the  oral  dose  of  iodide  in  72  hours  as  shown  in 
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Curve  B,  Figure  1.  A hyperthyroid  patient  has  a 
delayed  excretion  due  to  gland  trapping  and  excretes 
less  than  30  per  cent  in  72  hours.  His  curve  is  rela- 
tively flat,  as  seen  in  Curve  A,  Figure  1.  In  hypo- 
thyroidism the  iodine  is  lost  rather  promptly  with 
more  than  70  per  cent  escaping  in  72  hours,  and 
with  a steeply  declining  curve,  as  in  Curve  C,  Fig- 
ure 1. 

Forty-eight  to  seventy-two  hours  after  the  intra- 
muscular administration  of  4 to  10  units  of  USP 
TSH  (as  Thyrotropin-Armour),  a normal  person 
has  an  Ral  uptake  increase  of  about  20  per  cent.  A 
primary  hypothyroid  patient  has  no  significant 
change  during  the  test.  However,  a secondarily 
hypothyroid  patient  will  show  an  increase  in  pickup 
much  as  the  nonnal  person  does. 

3.  GLAND  PICKUP  CURVES 

A normal  person  will  trap  10  to  15  per  cent  of  the 
oral  dose  within  his  thyroid  gland  in  the  first  4 
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hours,  15  to  25  per  cent  in  the  first  8 hours,  and  25 
to  55  per  cent  in  the  first  24  hours.  The  normal 
curve  is  seen  in  Curve  A of  Figure  2.  Higher  pick- 
ups are  seen  in  hyperthyroidism,  and  low  er  pickups 
in  hypothyroidism.  Thus  in  Curve  B,  Figure  2 we 
see  an  overactive  gland  whereas  Curve  C,  Figure  2 

I'3' Thyroidal  liPiaKe  :Typicai  Curves 


Hoars  Post  Dose  Hours  Post  Dose 

PiGureTwo 


represents  an  underactive  gland  with  a much  flatter 
slope.  Curve  I),  Figure  2 represents  an  iodine  hungry 
hyperplastic  gland  or  a nontoxic  goiter  with  a sharp 
ascent  followed  by  a descending  limb  as  the  over- 
load of  iodine  begins  to  be  released  rather  promptly. 

It  is  of  interest  that  patients  with  liver  disease 
often  (40  per  cent)  tend  to  have  a high  radioactive 
iodine  uptake. 

A test  to  differentiate  thyrotoxic  from  euthyroid 
patients  with  equivocal  iodine  uptake  studies  and 
atypical  clinical  pictures  has  been  proposed.  The 
radio  iodine  uptake  is  determined.  Then  180  mg.  of 
desiccated  thyroid  is  given  daily  for  one  or  two 
weeks  and  the  uptake  redetermined.  If  it  is  sup- 
pressed below  20  per  cent,  it  indicates  thyroid 


function  is  normal.  If  it  is  not,  540  mg.  more  of 
thyroid  is  given  for  another  one  to  two  weeks  and 
another  uptake  done.  Values  under  20  per  cent  are 
strongly  suggestive  of  euthyroidism,  over  20  per 
cent,  of  thyrotoxicosis.  Only  rarely  is  the  higher 
dosage  required  in  normals. 

On  the  basis  of  personal  experience  one  may  be- 
come quite  uncomfortable  on  large  doses  of  thyroid 
such  as  are  taken  during  the  rest. 

4.  THYROTROPIC  STIMULATING  HORMONE  TESTS 

If  a patient  has  a hypothyroid  pickup  or  excretion 
curve  we  must  then  determine  whether  the  fault  is 
primarily  with  the  thyroid  gland  or  with  the  stimu- 
lator gland,  the  anterior  pituitary.  Often  this  can  he 
done  clinically,  but  should  there  be  evidence  of 
other  target  organ  deficiency  one  must  suspect  a 
pituitary  cause  for  the  myxedema.  Fortunately 
isolated  TSH  deficiency  is  extremely  rare,  or  TSH 
tests  would  need  to  be  employed  more  often.  In 
fact,  most  of  the  anterior  pituitary  must  be  de- 
stroyed to  produce  pituitary  myxedema. 

CASE  ONE:  (H.  H.  MALE,  AGE  55) 

This  salesman  was  first  seen  in  June,  1954  complaining  of 
gradual  loss  of  energy  over  a two  year  period.  He  had 
noted  cold  intolerance  and  episodes  of  weakness  over  a 15 
year  span  and  had  lost  his  libido  eight  years  previously.  His 
average  blood  pressure  was  said  to  have  been  about  100-110 
systolic  and  had  been  as  low  as  80  during  spells  of  weakness. 
His  pubic  hair  had  always  been  scanty  and  in  1919  he  had 
lost  the  hair  on  his  legs  at  the  time  he  had  influenza.  In 
1928  he  had  lost  the  vision  of  the  right  eye  for  a six  month 
period  with  gradual  return  to  normal  during  the  ensuing 
two  months.  He  had,  however,  been  exposed  to  homemade 
gin  at  that  time. 

On  physical  examination  he  was  found  to  be  a slender, 
pale  white  male.  Blood  pressure  was  108/72.  Skin  was  dry 
and  pubic  hair  scanty.  Leg  hair  was  absent.  Hematocrit  was 
41  per  cent  with  white  count  and  smear  normal.  BSR  was 
37  mm.  in  one  hour.  Serological  tests  were  negative.  Several 
urinalyses  were  normal  as  were  stool  examinations.  The 
NP\T  was  25  mgm.  per  cent,  FBS  119  mgm.  per  cent,  choles- 
terol 201  mgm.  per  cent  with  normal  esterification,  cephalin 
flocculation  two  plus  in  48  hours.  Glucose  tolerance  test 
(100  Gm.  oral  glucose)  showed  a rise  in  one-half  hour 
from  1 19  to  135,  followed  by  a fall  to  92  at  one  hour.  The 
two  hour  value  was  101. 

ACTH  test  of  Thorn  (four  hours)  showed  a fall  from 
150  to  80  eosinophils  per  cmm.  Serum  sodium  was  depressed 
to  120  meq  per  liter,  with  potassium  4.1  meg.  Protein  bound 
iodine  was  3.3  micrograms. 

The  electrocardiogram  showed  a first  degree  heart  block 
but  no  other  abnormality.  Chest  x-ray  revealed  a linear  area 
of  increased  density  extending  from  the  right  hilar  area 
into  the  right  apex.  This  was  consistent  with  old  healed 
tuberculosis,  or  an  azygos  lobe.  Skull  films  revealed  demin- 
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eralization  and  erosion  of  the  dorsum  sellae  and  posterior 
clinoids,  with  pointed  anterior  clinoids  and  an  enlarged 
pituitary'  fossa.  Upper  gastrointestinal  films  showed  a per- 
sistent deformity  of  the  duodenal  cap  without  evidence  of 
active  ulceration. 


The  patient  was  scheduled  to  have  an  intravenous  pyelo- 
gram,  hut  after  taking  castor  oil  developed  severe  weakness 
and  fatigue  and  was  unable  to  attend  the  outpatient  clinic. 
It  was  deemed  advisable  to  admit  him  to  the  hospital  for 
further  study. 

On  admission  June  30  the  blood  pressure  was  96/60.  The 
patient  was  weak  and  easily  fatigued.  He  had  received  small 
doses  of  thyroid  in  the  previous  month  and  his  protein 
bound  iodine  level  was  4.3  micrograms.  His  initial  radio- 
active iodine  studies  revealed  a flat,  hypothyroid  pickup 
curve,  a sharp  hypothyroid  urine  excretion  curve  and  a 
24/72  hour  serum  ratio  less  than  one.  After  the  injection  of 
ten  units  of  thyrotropic  stimulating  hormone  (72  hours), 
he  showed  a steep  pickup  curve  in  the  hyperplastic  range. 
The  value  over  the  gland  24  hours  after  the  radioactive 
iodine  dosage  increased  from  9.9  per  cent  to  52.1  per  cent. 
Similarly'  the  urine  excretion  rate  dropped  significantly  from 
a 48  hour  loss  of  over  96  per  cent  to  one  of  about  40  per 
cent.  The  ratio  remained  less  than  one.  The  protein  bound 
iodine  increased  to  6.8  micrograms.  These  findings  are  sum- 
marized in  Figure  3. 

While  these  studies  were  conducted  electrolyte  studies 
were  carried  out  as  shown  in  Table  II. 

The  electrolyte  studies  showed  a slight  tendency  to  lose 
sodium  during  the  effective  period  of  thyrotropic  hormone 
function.  This  may  be  due  to  the  fact  that  the  sharp  increase 
in  this  hormone’s  blood  level  may  have  depressed  further 
the  already'  limited  ACTH  production  of  this  patient’s  sick 
pituitary',  or  because  the  increased  metabolism  induced  by' 
the  increased  available  thy'roid  hormone  may'  have  added  a 
stress  to  the  already7  limited  functions  of  his  adrenals. 

It  was  felt  that  the  relatively'  high  uptake,  even  though 
it  was  in  the  hypothyroid  range,  may  have  indicated  that 
some  small  stimulating  effect  was  still  present  in  the  pitui- 
tary. 

Following  studies  the  patient  was  discharged  and  followed 
by'  the  outpatient  endocrine  clinic  where  he  was  placed  on 
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Case  One:  Mr.  H.  H. 


SERUM 

URINE 

DATE 

CLINICAL  SITUATION 

NA 

meq/i. 

K 

meq/l 

CL 

meq/i. 

VOLUME 
CC/24  HR. 

NA 

meq/l 

K 

meq/l 

CL 

meq/l 

NA  CI. 
GM.  AS  NA 

6/18/54 

OPD:  Just  before  Castor  Oil 

120 

4.1 

_ 











6/30 

Admission:  weak 

126 

— 

— 

— 

— 

— 

— 

7/6 

TSH  given:  8-10  Gm.  salt 
intake  daily 

130 

4.0 

IOI 

>775 

108 

22 

I I .O 

7/7 

Weak 

— 

— 

— 

I 500 

90 

33-6 

■ 

7.8 

7/8 

Weak  but  slightly  better 

— 

— 

— 

O 

c 

93 

12 

1 18 

91 

7/9 

Radioactive  iodine  given 

137 

5-2 

106 

2150 

105 

26 

-- 

1.3-4 

7/10 

<37 

4.4 

105 

i860 

137 

27.6 

•42 

•4-5 

7/*  * 

— 

— 

— 1 

>750 

•59 

13.2 

191 

17.0 

7/1  * 

>43 

5-7 

— 

2675 

140 

8 

136 

21.8 

1 1/5 

OPD:  Much  improved 

142 

4.4 

— 

— 

— 

— 

— 

— 

1/7/55 

Feeling  well 

140 

4-3 

— 

— 

— 

— 

— 

— 

2/4 

Feeling  well 

1,3  6 

4-3 

— 

— 

— 

— 

— 

— 

2/1 1 

Feeling  well 

140 

4.6 

— 

— 

— 
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cortisone,  average  dose  25  mg.  twice  daily,  and  thyroid, 
gradually  increased  to  one  grain  daily.  Salt  tablets  were  used 
as  indicated.  A pronounced  subjective  and  objective  im- 
provement took  place  in  the  ensuing  weeks  which  has  been 
maintained  for  16  months. 

Visual  fields  remain  normal  so  far.  It  is  intended  that  no 
radiologic  or  neurosurgical  procedure  will  be  performed  in 
the  absence  of  clinical  symptoms  of  neurologic  deficit. 
Recent  sodium  and  potassium  levels  have  been  normal,  with 
hematocrit  now  47  per  cent. 

CASE  TWO  (n.  B.,  MALE,  ACE  I 5) 

This  child  was  first  seen  at  age  three  when  he  was  admitted 
because  of  bilateral  cervical  adenitis  treated  with  sulfanila- 
mide. At  age  eight  he  was  admitted  because  of  intermittent 
bouts  of  abdominal  discomfort.  A noninflammatory  append- 
dix  tvas  removed.  At  that  rime  he  was  underweight.  He 
complained  of  severe  night  pains  in  his  knees,  ankles,  wrists 
and  fingers.  Hemoglobin  was  70  per  cent.  Since  he  was 
subject  to  a vegetarian  diet  it  was  felt  that  his  hypochromic 
anemia  was  due  to  dietary  factors.  The  possibility  of  rheu- 
matic fever  was  suggested  but  dismissed.  BSR  was  53  at  one 
point.  Electrocardiogram  was  normal.  No  significant  heart 
murmurs  were  heard. 

The  third  admission  took  place  when  the  patient  was  12 
years  old.  For  the  preceding  eight  years  he  was  said  to 
have  complained  of  vague  aching  pains  in  his  joints  without 
objective  change  in  them.  He  had  weighed  65  pounds  at  age 
eleven,  and  was  now  at  62  pounds.  He  appeared  to  be  poorly 
nourished  and  pale.  Blood  pressure  was  95/55.  Hemoglobin 
was  10.5  Gm.  with  a sedimentation  rate  of  72  mm.  The  P-R 
interval  of  his  electrocardiogram  was  prolonged  to  0.22 
seconds.  X-rays  of  the  hands  showed  a minimal  fusiform 
swelling  of  the  proximal  inrerphalangeal  joints.  There  were 
no  bony  arthritic  changes.  He  continued  to  experience 
occasional  abdominal  pain  and  diarrhea.  A psychiatrist 
evaluated  him  and  felt  that  despite  his  emotional  problems 
at  home  he  suffered  from  some  so  far  undetected  physical 
ailment.  The  cardiologist  could  find  no  specific  evidence  of 
rheumatic  heart  disease,  but  it  was  assumed  that  he  did 
suffer  from  rheumatic  fever  and  was  convalescing  from 
this  at  the  time  of  discharge.  Once  again  the  vegetarian  diet 
was  blamed  for  his  maldevelopment. 

About  five  months  later  he  was  readmitted  for  extraction 
of  deciduous  teeth  which  had  been  retained  longer  than 
normal.  His  tooth  development  was  believed  to  be  that  of  a 
nine  vear  old.  Phvsical  examination  revealed  a pale  and 
small  child.  BSR  was  34  and  the  electrocardiogram  normal. 
The  hospital  stay  was  uneventful. 

The  patient  came  for  the  first  time  to  the  outpatient  clinic 
at  age  15  (January,  1955)  Because  of  pain  in  the  lower 
extremities  and  spasms  of  unconsciousness.  He  had  per- 
sistence of  his  anemia  during  the  years  since  last  seen  and 
had  showed  little  growth.  In  1951  he  weighed  a maximum 
of  71  pounds.  At  this  time  he  was  4'  1 1 V2 tall  and  weighed 
83  pounds.  He  appeared  small,  poorly  developed,  pale  and 
chronically  ill.  There  was  a lateral  stribismus  of  the  right 
eye.  Testes  were  immature  in  size. 

Hemoglobin  was  10  Gm.  (65  per  cent)  with  an  hemato- 
crit of  34  per  cent.  The  white  count  was  normal  but  the 
smear  showed  14  per  cent  eosinophils.  BSR  was  30  mm.  in 


one  hour.  All  urines  were  normal.  Blood  serology  tests 
were  negative.  The  NPN  was  40  mg.  per  cent  and  the  PBS 
82  mg.  per  cent.  Serum  calcium  was  10.7  mg.  per  cent  and 
phosphorus  was  5.3  mg.  per  cent.  Total  protein  was  7.5 
Gm.  with  a normal  A/G  ratio.  Alkaline  phosphatase  was  5.2 
units,  cholesterol  255  mgm.  per  cent  with  57  per  cent 
esterification.  E.E.  preparation  was  negative  on  two  occa- 
sions. Antistreptolysin  tirrc  was  12  units  (normal).  Throat 
culture  was  normal. 
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Serum  sodium  was  144  meq  per  liter  with  potassium  of 
4.9,  chloride  of  106  and  carbon  dioxide  of  26  meq.  Serum 
iodine  level  was  3.2  micrograms.  Urine  17-ketosteroid 
excretion  was  3.2  mg.  in  24  hours. 

The  electrocardiogram  showed  right  axis  deviation  and  a 
nonspecific  ischemic  pattern  with  flat  or  downward  sloping 
ST  segments  in  leads  2,  3,  AVF,  V4,  and  V6.  The  chest  film 
was  normal  as  were  films  of  the  dorsal  spine,  elbows,  hands, 
wrists  and  feet,  except  that  bone  age  was  that  of  a 12  rather 
than  a 15  year  old  boy. 

Skull  films  showed  an  enlarged  sella  tursica  with  a bal- 
looned-out  appearance.  Calcification  was  seen  immediately 
above  the  sella.  Clinoids  were  intact. 

Because  the  diagnosis  of  craniopharyngioma  was  sus- 
pected the  patient  was  admitted  to  the  hospital  where  special 
endocrine  studies  were  conducted.  An  initial  radioactive 
iodine  study  revealed  a flat,  hypothyroid  pickup  with  a 
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Master  D.  B. 

DATE 

CLINICAL  SITUATIO: 

SERUM 

URINE 

NA 

N \1Eq/  L 

K CL 

meq/l  meq/l 

VOLUME 
CC/24  HR. 

NA 

meq/l 

K 

meq/l 

CL 

meq/l 

NA  CL 
GM.  AS  NA 

12/7 

Admission 

'44 

4-9 

106 

— 

— 

. — 

— 

— 

1 2/8 

— 

— 

— 

I 200 

114 

89.6 

IO9 

8.0 

12/9 

— 

— 

— 

900 

65 

71.2 

90 

4.8 

12/10 

TSH  given 

141 

4-3 

108 

— 

— 

— 

— 

— 

12/u 

— 

— 

— 

55° 

5' 

54-4 

9-4 

7-5 

1 2/1 2 

— 

— 

— 

1500 

102 

I I 2 

141 

1 2*3 

12/13 

— 

— 

— 

2700 

54-4 

54 

83 

13.0 

12/14 

— 

— 

— 

2700 

58 

— 

83 

13.0 

sharp,  hypothyroid  urine  excretion  curve.  The  serum  24/72 
hour  ratio  was  less  than  one.  Following  administration  of 
the  thyrotropic  hormone  the  pickup  curve  was  still  hypo- 
thyroid but  the  24  hour  value  had  doubled.  This  is  summar- 
ized in  Figure  4. 

Electrolyte  studies,  shown  in  Table  III,  did  nor  reveal 
any  startling  tendency  to  lose  sodium.  This  may  be  another 
example  of  the  pituitary  hypofunction  patient  who  does 
not  exhibit  Addisonian  traits  because  aldosterone  (an 
adrenal  salt  retaining  hormone)  is  probably  not  under 
ACTH  control.  The  reason  for  the  low  second  curve  may 
be  that  this  thyroid  has  been  hypofunctioning  for  most  of 
this  boy’s  life  and  a single  dose  of  TSH  may  not  have  been 
enough  to  stimulate  it  more  than  a little. 

During  his  hospital  stav  the  patient  experienced  grand  inal 
seizures  and  loss  of  visual  acuity,  necessitating  neurosurgical 
exploration  which  revealed  a craniopharyngioma,  unfortu- 
nately of  the  solid  ty  pe.  As  much  was  removed  as  could  be 
and  some  clinical  improvement  was  noted.  The  patient  is 
being  followed  in  the  outpatient  neurosurgical  and  endocrine 
clinics  and  is  being  maintained  on  small,  but  increasing 
doses  of  thy'roid  as  well  as  Dilantin  and  phenobarbital.  As 
of  March,  1955  he  has  shown  only  moderate  clinical  im- 
provement with  respect  to  endocrine  symptoms.  Fourteen 
month  follow  up  shows  maintenance  of  improvement  and 
weight  gain. 


Acknowledgment  is  made  to  George  McAdams,  m.d.  and 
the  Radioisotope  Laboratory,  Hartford  Hospital,  as  well  as 
Peter  DeParolis,  Hospital  Photographer. 
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VOCATIONAL  REHABILITATION  — THE  CONNECTICUT  CONTRIBUTION 

• "f  ? 

Daniel  P.  Griffin,  m.d.,  Bridgeport 


an  observer  of  the  current  sociological  scene  in 
■^*-this  country  finds  two  items  impressively  im- 
portant: (a)  the  increased  length  of  the  average 
human  life  and,  generally  speaking,  (b)  the  im- 
proved health  of  the  population. 

It  is  unnecessary  to  itemize  the  facts  responsible 
for  these  favorable  changes  and  such  a catalog 
might  well  be  either  over-detailed  or  incomplete. 
All  of  us  are  familiar  with  the  more  important 
developments  in  the  practice  of  medicine  and  sur- 
gery which  have  contributed  so  much  to  lengthen- 
ing human  life  and  lessening  the  amount  of  “quiet 
desperation”  which  Thoreau  thought  so  frequently 
characterized  it. 

'S  et,  we  all  know  there  is  much  illness.  Some  of 
it  seems  to  be  an  inevitable  feature  of  the  adventure 
we  call  Life;  some  of  it  is  clearly  avoidable.  Physi- 
cians have  always  preached  prevention  though  they 
have  not  consistently  practised  it.  But,  confronted 
with  an  ill  or  otherwise  handicapped  patient,  few 
physicians  are  disposed  to  become  moralists;  Instead, 
their  talents  are  promptly  turned  to  the  task  of 
rehabilitation. 

It  is  clear  that,  with  our  vastly  increased  knowl- 
edge of  pathology  and  therapy,  no  physician  can 
do  everything.  The  surgeon  must  depend  on  the 
anesthetist;  the  internist  must  share  his  problem  with 
the  pathologist;  the  psychiatrist  calls  on  the  psy- 
chologist or  the  psychiatric  social  worker  to  fill  in 
the  gaps  of  his  knowledge  in  a given  case. 

definition  of  vocational  rehabilitation 

The  purpose  of  this  paper  is  to  attract  increased 
attention  to  a movement  which  has  been  growing- 
in  strength  and  influence  during  the  past  thirty-five 
years  and,  more  particularly,  in  the  past  decade.  It 
is  sponsored  jointly  by  the  Federal  and  State  Gov- 
ernments, each  sharing  the  expense  of  its  adminis- 
tration. The  Connecticut  definition  is  worth  noting; 
“Vocational  Rehabilitation  is  a public  service  estab- 
lished by  the  State  Board  of  Education  in  1929 
designed  to  develop  and  restore  the  working  useful- 
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SUMMARY 

It  is  obvious  that  the  strength  of  a state  or  a nation 
will  largely  depend  on  that  percentage  of  its  popula- 
tion which  is  capable  of  self  support  by  physical  or 
mental  activity. 

A number  of  factors  have  contributed  to  the  increase 
in  the  number  of  those  unable  to  meet  this  standard. 
Increasingly  broad  and  effectual  efforts  are  contrived 
which  are  calculated  to  reduce  the  number  of  more 

treat- 
ment, teaching  and  training — in  other  words,  through 
vocational  rehabilitation. 

Nevertheless,  we  are  not  yet  holding  our  own  in 
this  struggle  and  there  are  inviting  opportunities  in  a 
relatively  new  field  for  the  exercise  of  a wide  variety 
of  professional  skills. 

A brief  outline  of  what  Connecticut  is  doing  toward 
the  solution  of  this  problem  is  presented. 


ness  of  physically  and  mentally  handicapped  indi-  I 
viduals  to  the  point  w here  they  may  become  self  ■ 
supporting.” 

As  we  shall  see,  this  is  something  which  is,  in 
some  respects,  larger  and  in  other  ways  not  as  1 
inclusive  as  the  program  of  the  average  physician  in 
his  daily  work.  It  is  larger  because  it  not  only  aims  I 
to  restore  or  replace  needed  physical  and/or  men-  | 
tal  abilities  but,  if  necessary,  to  develop  new  ones  I 
by  teaching  and  training.  Further,  it  lengthens  the 
doctor’s  reach,  so  to  speak,  by  placing  the  client  on 
a job  he  can  fill  when  it  is  possible  to  do  so. 

Its  purpose  does  not  include  the  treatment  of 
acute  illnesses  or  disabilities,  the  management  of 
which  is  generally  within  the  resources  of  the  aver- 
age family  and  the  family  doctor. 


or  less  disabled  and  dependent  persons  through 


Connecticut  State  Medical  Journal 


GRIFFIN 


353 


SIZE  OF  PROBLEM 

How  big  is  the  problem?  It  has  been  said  that 
statistics  don’t  bleed;  nevertheless,  they  may  inform 
the  intellect  and  stimulate  the  imagination.  T wo 
years  ago  the  total  number  of  handicapped  indi- 
viduals in  this  country  was  estimated  to  be  more 
than  23,000,000.  It  included  about  two  and  a half 
million  who  had  orthopedic  disabilities,  more  than  a 
million  paraplegics,  about  a million  diabetics  and 
nearly  a million  amputees.  Nearly  10  million  were 
handicapped  by  some  disease  of  the  cardiovascular 
system.  The  remainder  included  the  victims  of 
mental  illness,  blindness,  hearing  handicaps  and 
other  disabilities.  Impressive  as  these  figures  must 
be,  they  do  not  tell  the  whole  story.  The  alarming 
fact  is  that,  while  our  efforts  to  handle  the  problem 
have  steadily  increased  and  have  vastly  improved, 
the  incidence  of  disability  has  outpaced  us.  As  one 
writer  explains  it:  “With  better  prevention,  defini- 
tive care  and  saving  of  life,  survival  and  longevity 
have  increased  to  the  point  where  the  annual  incre- 
ment of  the  physically  handicapped  is  constantly 
mounting.” 

Further,  these  depressive  comments  tell  us  noth- 
ing of  the  sum  total  of  human  suffering  to  which 
they  refer.  We  can  only  guess  at  the  anxiety  and 
distress,  the  disturbed  domestic  atmosphere,  often 
the  broken  home  created  by  these  misfortunes. 

While  advancing  age  has  disproportionately  con- 
tributed to  the  sum  total  of  this  problem,  a sur- 
prisingly large  number  of  our  young  people  have 
also  been  handicapped.  One  authority  states  that, 
at  the  beginning  of  World  War  II  “forty  per  cent 
of  selectees  for  military  service  were  rejected  be- 
cause they  could  not  meet  standard  physical  require- 
ments.” Of  course,  nearly  all  of  those  found  unfit 
for  the  armed  services  were  quite  capable  of  doing 
factory  work  or  otherwise  aiding  in  the  war  effort. 
Nevertheless,  the  percentage  of  rejectees  is  disturb- 
ingly high  and  we  may  confidently  anticipate  that 
many  of  them  will  later  require  special  services  to 
enable  them  to  carry  on  through  an  average  period 
of  working  efficiency. 

SPECIAL  SERVICES  PROVIDED 

Such  services  are  provided  by  the  Connecticut 
State  Bureau  of  Vocational  Rehabilitation.  These 
are  remarkably  inclusive  and  may  embrace  anything 
from  hospitalization  for  diagnostic  study  at  a medi- 
cal center  to  a year  or  more  of  scholarship  at  school 
or  college. 


Physical  examinations,  counselling  and  job  place- 
ment are  provided  without  charge  to  the  disabled 
client.  And  the  cost  of  all  the  other  services  is 
assumed  to  the  extent  that  he  is  unable  to  meet  it. 

Here  the  attitude  is  broad  and  even  generous 
rather  than  narrow  and  searching'.  A man  need  not 
be  down  to  his  last  dollar  to  be  eligible  for  aid. 

To  whom  are  these  services  available?  We  are 
told:  “Any  handicapped  person  sixteen  years  of  age 
or  older  residing  in  Connecticut  who  can  be  reason- 
ably expected  to  profit  by  rehabilitation  sendees 
may  apply  for  consideration.  Disabled  veterans  are 
eligible  to  the  extent  that  they  are  not  entitled  to 
or  receiving  similar  benefits  through  the  Veterans 
Administration.” 

“Persons  with  disabilities  resulting  from  birth, 
disease  or  accident  or  from  emotional  causes  are 
served.  1 hese  include,  arm  and  leg  deformities  and 
amputations,  heart  ailments,  tuberculosis,  hearing, 
speech  and  eye  defects  and  many  other  handicap- 
ping conditions.” 

Obviously,  the  degree  of  handicap  varies  very 
greatly  from  the  loss  or  impairment  of  a specific 
function— such  as  the  use  of  a hand— to  a much  more 
generalized  physical  or  mental  disability. 

An  encouraging  slogan,  often  quoted  reads,  “It’s 
not  what  a man  has  lost,  but  what  he  has  left  that’s 
important.”  Among  the  most  valuable  things  he 
may  have  left  are  ambition,  courage  and  persever- 
ance. Rehabilitation  is,  generally,  a thorough  and 
extensive  process.  But  the  workers  in  this  field  are 
not  readily  discouraged  and  they  easily  communi- 
cate their  optimism  and  enthusiasm  to  their  clients. 

PRELIMINARY  STUDY  OF  APPLICANT 

Assuming  that  a given  applicant  is  being  con- 
sidered for  treatment,  the  first  item  on  the  agenda 
is  a thorough-going  study  of  his  situation,  his  age 
and  background,  health  history,  education  and  oc- 
cupational record.  Next,  he  is  referred  to  a local 
physician  for  a detailed  physical  and  the  more  essen- 
tial laboratory  studies.  Now  the  Bureau  knows  a 
good  deal  about  him,  but  perhaps  not  enough.  Since 
the  ultimate  objective  is  to  make  this  man  (or 
woman)  a capable  and  independent  wage  earner,  it 
is  important  that  he  be  placed  eventually  in  a posi- 
tion with  which  he  is  (a)  familiar  or  (b)  for  which 
he  is  likely  to  have  an  aptitude.  If,  for  some  reason, 
he  is  unable  to  carry  on  his  former  employment 
because  of  his  handicap,  it  may  well  be  that  he  does 
not  know  what  he  wishes  to  do  or  what  he  is  cap- 
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able  of  doing.  Here  a detailed  psychological  test  is 
provided,  his  intellectual  status  is  determined  and  it 
is  predicted,  with  some  confidence,  that  he  will 
probably  do  well  in  a certain  field  of  endeavor. 

During  these  preliminary  examinations  it  mav  be 
discovered  that  the  applicant  has  a history  of  some 
mental  or  nervous  illness  and/or  that  he  is  currently 
exhibiting  symptoms  which  suggest  such  a diagnosis. 
He  may  be  depressed,  suspicious,  irritable,  euphoric, 
demanding  or  paranoid.  Or  he  may  be  just  anxious, 
fearful  and  timid. 

PSYCHIATRIC  STUDY 

In  any  event,  when  such  a history  exists  or  such 
symptoms  appear,  a psychiatric  study  is  initiated. 
It  may  be  determined  that  the  client  is  seriously  ill 
mentally  but  this  is  rarely  true.  More  often  his 
handicap  is  due  to  a personality  defect  or  to  a psy- 
choneurotic condition  which  may  reasonably  be 
expected  to  respond  to  a moderate  course  of  treat- 
ment. If  the  psychiatrist  suggests  that  this  is  the 
case,  his  counsel  is  considered  by  a committee  which 
includes  the  local  medical  officer.  If  the  recom- 
mendation is  approved,  the  psychiatrist  proceeds 
with  his  therapy.  Exactly  the  same  course  is  fol- 
lowed when  specialists  in  other  fields  or  general 
practitioners  recommend  a certain  course  of  treat- 
ment in  the  expectation  that  this  will  help  the 
client  to  reach  the  desired  goal. 

Most  clients  are  found,  on  physical  examination, 
to  require  further  diagnostic  or  therapeutic  atten- 
tion at  the  hands  of  a specialist.  Roughly,  a third  of 
the  group  is  referred  for  psychological  or  psychi- 
atric opinion.  Originally  the  program  excluded 
epileptic  and  psychiatric  cases  and  these  did  not 
fully  share  in  its  benefits  until  1943. 

At  first  glance  it  may  seem  that  such  a program, 
while  idealistic,  would  be  impracticable  because, 
even  with  generous  appropriations  from  the  State 
and  Federal  Governments  for  its  maintenance,  it 
would  be  far  too  inclusive;  that  many  of  its  clients 
would  not  and,  in  the  very  nature  of  things,  could 
not  be  expected  to  respond;  that  money  and  effort 
might  readily  be  expended  in  trying  to  do  the  im- 
possible, leaving  too  little  for  the  rehabilitation  of 
the  more  promising  cases.  Actuallv  this  is  not  a 
serious  problem.  Combined  with  a genuine  enthusi- 
asm for  helping  those  who  can  be  helped,  the  mem- 
bers of  the  Bureau  staff  have  a substantial  equipment 
of  hard  common  sense.  They  assemble  all  the  data 
relevant  to  the  diagnoses  in  a given  case.  The  prog- 


nosis receives  special  attention.  These  studies  are 
competently  and  thoroughly  made.  The  history  of 
the  patient,  his  age,  his  aptitudes,  his  environmental 
situation  and  “what  he  has  left”  are  carefully 
weighed  and  measured.  If  it  is  not  reasonably  prob- 
able that  he  can  be  helped  by  the  varied  talents 
which  serve  the  Bureau,  he  is  directed  to  some  other 
agency  more  appropriately  equipped  to  handle  his 
problem. 

On  the  other  hand,  should  the  preliminary  physi- 
cal examination  reveal  some  obscure  or  perplexing 
condition  obviously  requiring  more  detailed  study, 
the  client  may  be  hospitalized  at  the  expense  of  the 
Bureau  during  which  time  he  is  entitled  to  receive 
the  diagnostic  attention  and  therapeutic  care  he 
requires.  If  it  develops  that  his  essential  handicap 
may  be  modified  or  reduced  by  surgical,  medical 
or  psychiatric  treatment,  prosthetic  devices  or 
orthopedic  appliances,  these  are  provided. 

COUNSELING  SERVICE 

Another  service  of  the  greatest  value  to  the  un- 
happy, confused,  discouraged  and  physically  handi- 
capped client  is  individual  counseling  and  guidance. 
When  his  examinations  have  been  completed,  he 
can  be  told,  with  reasonable  certainty,  what  re- 
sources he  possesses,  what  additional  training  is 
desirable  and  what  sort  of  work  he  can  now  or, 
after  further  instruction,  hope  to  do.  Counselling 
does  not  consist  of  the  expression  of  vague  general- 
ities and  guidance  does  not  direct  a round  peg  into 
a square  hole.  Within  limits,  the  client’s  wishes  are 
respected  but  he  is  not  encouraged  to  reach  for 
something  which  is  clearly  beyond  his  physical  or 
intellectual  grasp.  Neither  is  he  advised  to  content 
himself  with  a work  program  to  which  he  is  ob- 
viously superior— at  least,  potentially  so. 

The  widow  of  40  may  never  have  finished  high 
school  but  she  may  have  a number  of  personal 
attributes  which  suggest  that  she  would  make  an 
efficient  secretary.  She  may  need  six  months  or  a 
year  in  a business  school.  This  can  be  provided.  So, 
in  other  cases,  scholastic  training  is  available  in 
other  subjects. 

ON  THE  JOB  TRAINING 

Training  on  the  job  is  also  provided  and  corre- 
spondence courses  are  available  when  these  may 
offer  the  best  answer  to  the  presenting  problem. 
Naturally,  these  are  of  greatest  interest  and  value 
to  the  house-bound  and  institutionalized  client. 
Tutoring  may  be  given  and,  while  the  Bureau  does 
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nor  emphasize  this  fact  (since  misunderstanding 
could  easily  arise),  in  a few  cases  college  courses 
have  been  arranged  for  particularly  promising  indi- 
viduals. 

Whatever  is  done,  the  ultimate  objective  is  never 
forgotten— to  get  the  client  back  on  the  job— some 
job— as  a self-respecting  member  of  society  who  will 
no  longer  regard  himself  as  a failure.  If  necessary, 
he  will  be  maintained  and  receive  transportation 
expenses  during  his  period  of  rehabilitation.  When 
he  is  ready  for  a job,  he  will  be  supplied  with  the 
necessary  tools  and  equipment;  if  a license  is  re- 
quired, this  will  be  obtained. 

Of  course  it  is  recognized  that  little  is  accom- 
plished in  fitting  a man  physically,  mentally  and 
vocationally  for  a job  if  no  job  is  available.  Here 
again  the  Bureau  conducts  an  active— and  remark- 
ably successful— campaign  to  place  its  handicapped 
graduates  in  positions  which  they  may  be  expected 
to  fulfill.  Many  empolyers  have  been  astonished  and 
impressed  by  the  quality  of  the  work  done  by  those 
; whose  disabilities  do  not  disqualify  them  for  the 
, tasks  they  assume.  Besides,  such  employees,  on  the 
average,  have  enviable  records  for  industry',  fidelity 
and  attendance. 

The  Bureau  is  not  content  with  placing  a man 
on  a given  job.  Follow-up  visits  are  made  to  be  sure 
that  the  employer  is  satisfied  and  that  the  worker 
' and  his  job  are  properly  matched. 

The  attitude  of  the  Bureau  toward  other  social 
agencies  is  not  competitive  but  cooperative.  Every- 
one knows  that  there  is  much  social  service  to  be 
done  and  that  each  agency  has  a contribution  to 
make  toward  the  common  good.  Each  of  them 
makes  a life,  difficult  in  some  respects,  easier  to  live. 

COOPERATION  WITH  OTHER  SERVICES  AND  AGENCIES 

Accordingly  there  is  nothing  exclusive  about  the 
i work  of  the  State  Bureau  of  Vocational  Rehabilita- 
tion. Besides  its  own  personnel,  it  utilizes  the  serv- 
ices of  a wide  variety  of  collaborators:  physicians 
in  general  practice,  specialists  in  many  fields,  teach- 
ers in  various  subjects;  dentists,  psychologists, 
opticians  and  dealers  in  manufactured  articles  from 
hearing  aids  to  artificial  limbs.  The  State  Office  is 
under  the  capable  supervision  of  Mr.  Edward  P. 
Chester. 

In  addition,  close  cooperation  is  maintained  with 
all  public  and  private  agencies  both  State  and  local, 
sharing  a common  objective  with  the  Bureau.  In- 
cluded among  these  agencies  are  the  Connecticut 


Society  for  Crippled  Children  and  Adults,  and  its 
local  affiliates;  the  State  Labor  and  Health  Depart- 
ments; the  facilities  under  the  jurisdiction  of  the 
Commission  on  the  Care  and  Treatment  of  the 
Chronically  III,  Aged  and  Infirm;  the  Connecticut 
Tuberculosis  Control  Commission;  the  Connecticut 
Tuberculosis  Association;  the  Veterans  Administra- 
tion; the  Bridgeport  Rehabilitation  Center;  the 
State  Employment  Service;  the  Grace-New  Haven 
Medical  Center. 

In  line  with  modem  sociological  thinking,  the 
client  is  never  encouraged  to  regard  himself  as  “a 
charity  case”  or  even  as  the  beneficiary  of  a Wel- 
fare Fund.  Instead,  it  is  indicated  that  he  is  entitled 
to  this  help  and  eligible  for  the  opportunities  pro- 
vided for  him.  If  the  analysis  of  his  personality  has 
been  correct,  it  is  assumed  that  he  will  wish  to  take 
advantage  of  these  more  favorable  conditions;  this 
assumption  is  generally  justified. 

It  is  a common  experience  among  physicians  to 
find  that  patients  who  pay  nothing  for  their  treat- 
ment are  much  less  responsive  to  it  than  those  who 
do.  In  this  respect,  my  own  participation  in  this 
program  has  brought  me  to  a somewhat  astonishing 
conclusion:  the  degree  of  success  achieved  with  this 
group  has  been  definitely  higher  than  that  obtained 
with  my  private  patients.  Since  success  or  failure  is 
so  largely  dependent  on  the  patient’s  cooperation, 
these  results  have  a certain  significance. 

To  obtain  the  attention  he  may  require,  the  client 
is  directed  to  the  office  which  he  may  most  con- 
veniently visit.  In  Hartford  the  headquarters  is  in 
the  State  Office  Building...  The  Bureau  may  be 
reached  on  Extension  33 6 of  telephone  7-6341.  The 
Bureau  is  an  agency  of  the  Connecticut  State 
Department  of  Education.  District  offices  are  located 
in  Hartford  at  54  Church  Street  (telephone  7-1872) 
and  in  Bridgeport  at  12 11  Fairfield  Avenue  (tele- 
phone EDison  6-1835).  Focal  offices  are  also  main- 
tained in  Meriden  at  137  Colony  Street;  in  New 
Britain  at  30  East  Main  Street;  in  New  Haven  at 
1418  Chapel  Street;  in  Norwich  at  257  Main  Street; 
in  Stamford  at  10  Wall  Street  and  in  Waterburv  at 
95  North  .Main  Street. 

COST  OF  PROGRAM 

However  favorably  one  may  be  impressed  by 
the  value  and  success  of  such  a program,  he  can 
hardly  avoid  contemplating  the  expense  involved. 
Accordingly,  it  is  gratifying  to  note  that  fairly 
recent  (195O  and  careful  studies  have  shown  that 
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rhe  required  investment  is  a prudent  one,  even  from 
an  economic  standpoint. 

Without  exploring  the  detailed  statistics  which 
are  available  to  the  skeptical,  the  following  state- 
ments may  be  confidently  made:  In  one  way  or  an- 
other, we  are  obliged  to  provide  the  necessary  sup- 
port for  rhe  handicapped  and  those  who  would 
naturally  be  dependent  on  them.  When  a substantial 
fraction  of  these  adults— say  one  in  eight— can  be 
rehabilitated  and  become  self  supporting  members 
of  their  community,  their  subsequent  earnings 
justify  the  expenditure.  In  general,  the  cost  of 
rehabilitation  is  less  than  that  involved  in  supporting 
them  and  their  dependents.  Finally,  as  wage  earn- 
ers—and  consequently  as  taxpayers— their  contribu- 
tions continue  to  further  justify  rhe  outlay. 

Currently  about  4,000  cases  are  listed  in  the  Con- 
necticut files.  Approximately  2,000  of  these  are 
receiving  active  service,  about  750  are  in  various 
stages  of  investigation,  the  remaining  cases  have 
been  closed  out  for  various  reasons:  some  have  been 
ineligible  because  they  have  too  little  real  disability, 
others  because  the  prognosis  is,  in  existing  circum- 
stances, unpromising.  Some  who  showed  initial 
promise  have  grown  worse— perhaps  developed 
complications  which  make  the  outlook  more  doubt- 
ful. Among  the  closed  cases  were  801  which  were 
closed  because  the  handicapped  individuals  had  been 
successfully  rehabilitated,  meaning  that  services 
were  completed  and  they  had  been  placed  in  em- 
ployment. 

When  a client  has  been  rehabilitated,  this  means 
that,  in  the  Bureau’s  view,  he  is  safely,  suitably  and 
satisfactorily  employed.  More  than  50  per  cent  of 


these  clients  are  back  on  a job  in  less  than  six  months,  h 
in  some  cases  ( 10  per  cent)  after  years  of  unemploy-  I 
ment  and  dependency.  The  average  length  of  active  I 
help  before  suitable  employment  is  obtained  is  a bit  j 
less  than  twelve  months. 

Here  then  is  a relatively  new  specialty  offering  a I 
challenge  to  interested  physicians  and  members  of 
associated  groups  who  may  not  he  familiar  with  its 
rewarding  possibilities.  No  miracles  are  promised;  I 
but  to  watch  an  originally  dependent  and  discour-  I 
aged  client  recapture  his  former  enthusiasm  and 
recover  some  measure  of  his  efficiency  is  a thrilling 
and  memorable  experience. 
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SOME  CLINICAL  ASPECTS  OF  FACTITIAL  PROCTITIS 

A Report  of  62  Cases 
Bernard  ).  Kaplan,  m.d.,  Hartford 
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tology, Mt.  Sinai  Hospital,  Hartford,  and  Assistant 
Proctologist,  f.  /.  McCook  Memorial  Hospital, 
Hartford 


rT"* 1  he  ability  of  Roentgen  rays  and  radium  to  pro- 
duce  deep  tissue  damage  became  apparent  very 
shortly  after  their  introduction  as  therapeutic  agents 
at  the  close  of  the  past  century.1’2-3  The  first  pub- 
i lished  report  of  rectal  symptoms  following  irradia- 
tion therapy  appeared  in  1915,  when  Fiith  and 
Ebeler4  cited  five  instances  of  rectal  symptoms  fol- 
lowing the  use  of  radium  for  extrarectal  pelvic 
1 lesions. 

Buie  and  Malmgren5  in  1930  pointed  out  that  the 
occurrence  of  the  lesion,  which  they  termed  “fac- 
titial  proctitis,”  did  not  imply  that  poor  technique 
w as  employed,  and  stated  that  if  the  irradiation  will 

I destroy  or  impede  the  malignant  process,  the  possi- 
bility of  proctitis  occurring  should  not  hinder  its 
use,  hence  they  referred  to  the  lesion  as  “a  justifiable 
lesion.”  Numerous  articles  have  appeared  in  the 
literature  dealing  with  the  pathological  changes  and 
clinical  aspects  of  the  disease,  but  with  no  remark- 
able changes  suggested  in  the  mode  of  therapy  since 

Buie  and  Malmgren’s  original  paper. 

Recently  there  has  been  awakened  a renewed 
interest  in  this  most  distressing  and  difficult  to  treat 

i complication  of  irradiation.  Sherman6  and  Kaplan7 
in  earlier  reports  suggested  a new  approach  in 

therapy  with  encouraging  results.  This  paper  deals 
with  some  of  the  clinical  findings  and  results  of 
therapy  over  a 2 1 month  period,  in  a group  of  1 59 

patients  undergoing  irradiation  therapy  for  gyne- 

cologic pelvic  malignancies  at  the  University  of 
Minnesota  Hospitals. 


SUMMARY 

Sixty-two  cases  of  factitial  proctitis  are  reported, 
which  occurred  in  a group  of  159  patients  who  re- 
ceived irradiation  for  gynecologic  pelvic  malignancies. 

Irradiation  therapy  consisted  of  deep  x-ray  therapy 
or  radioactive  cobalt  followed  by  an  intracavitary 
radium  application. 

Factitial  proctitis  following  irradiation  for  pelvic 
malignancies  occurred  in  15.59  per  cent  of  the  cases 
studied,  but  the  incidence  may  actually  be  higher. 

The  occurence  of  proctitis  following  irradiation 
does  not  mean  faulty  technique  was  used  and  must  be 
considered  as  a definite  risk  whenever  irradiation 
therapy  is  undertaken. 

More  than  30  per  cent  of  the  patients  may  have  no 
symptoms  despite  the  presence  of  mucosal  changes. 
The  symptoms  may  occur  any  time  up  to  five  to  seven 
years  or  more  after  the  irradiation  and  any  patient 
with  or  without  bowel  symptoms  following  irradia- 
tion should  be  suspected  of  having  factitial  proctitis 
and  should  be  proctoscoped. 

If  untreated  the  lesions  will  heal  gradually  in  12  to 
2 4 months. 

Topical  hydrocortisone  applied  into  the  rectum  is 
efficacious  in  the  treatment  of  the  inflammatory  and 
ulcerated  cases  of  factitial  proctitis.  Healing  time  is 
decreased  to  three  or  four  months.  With  its  use,  over 
90  per  cent  of  the  cases  show  healing  or  pronounced 
improvement. 

The  possibility  of  bowel  perforation  with  the  use  of 
topical  hydrocortisone  must  be  kept  in  mind,  but  there 
are  no  other  untoward  symptoms  with  its  use.  The 
drug  seems  to  have  purely  local  effects,  as  shown  by 
lack  of  significant  absorption. 
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sity of  Minnesota  in  partial  fulfilment  of  the  requirements  for  the  degree  of  Master  of  Science  in  Proctology 
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MATERIALS  AND  METHODS 

The  period  of  observation  included  in  this  report 
is  from  May  1,  1953  through  January  31,  1955. 
During  the  first  six  months  of  this  study  only 
patients  w ith  symptoms  of  proctitis  were  seen,  all 
having  been  irradiated  for  cancer  of  the  cervix.  It 
soon  became  apparent  that  any  accurate  figures 
regarding  incidence,  time  of  onset,  symptoms,  etc., 
would  of  necessity  require  the  observing  of  all 
patients  undergoing  irradiation  therapy  for  cancer 
of  the  cervix,  whether  symptoms  were  present  or 
not.  Accordingly  the  program  w’as  changed  and  all 
patients  undergoing  irradiation  for  pelvic  malig- 
nancies of  a gynecological  nature  were  referred  for 
proctologic  examination  prior  to  the  onset  of  ther- 
apy, at  completion  of  deep  therapy,  prior  to  inser- 
tion of  radium,  and  periodically  thereafter.  Con- 
sequently the  figures  on  incidence  are  based  only 
upon  that  group  of  new'  patients  who  received  their 
irradiation  after  October  1,  1953  and  includes  109 
patients  w ho  were  followed  from  the  onset  of  their 
therapy  for  varying  periods  of  time,  up  to  2 1 months 
in  some  instances. 

The  nature  of  the  gynecological  lesions  in  the 
entire  group  observed  is  shown  in  1 able  I. 

Table  I 

Factitial  Proctitis 
Distribution  of  Type  Cases 
(May  1,  1953  to  January’  31,  1955) 


Carcinoma  of  cervix 144  (90.57%) 

(Including  8 cases  adenoca) 

Other  pelvic  malignancies 

(a)  Adenoca  of  endometrium 6 

(b)  Squamous-cell  Ca  vagina 3 

(c)  Adenoca  of  ovary 3 

(n)  Teratoma  of  ovary 1 


(e)  Pseudomucinous  cvstadenoca  ovary’  1 

(f)  Serous  cvstadenoca  of  ovary' 1 

15  (9.4%) 

Total  159 


It  will  be  noted  that  144  patients  had  carcinoma 
of  the  cervix,  which  represents  over  90  per  cent  of 
the  cases  in  this  series. 

There  w?ere  62  cases  of  factitial  proctitis.  All 
occurred  in  patients  with  carcinoma  of  the  cervix. 
In  every  instance  where  proctitis  developed  the 
irradiation  consisted  of  deep  therapy  by  means  of  a 
400  KVP  machine  or  radioactive  Cobalt-60,  fol- 


lowed by  intracavitary  radium,  according  to  the 
method  and  dosages  as  suggested  by  McKelvey, 
Stenstrom  and  Gilliam.8  With  the  introduction  of 
the  Cobalt  unit,  successive  cases  of  League  of 
Nations  Stages  I,  II,  and  III  were  alternated  between 
the  cobalt  beam  and  the  400  KVP  machine. 

I he  distribution  of  the  gynecologic  lesions  in  the 
62  patients  found  to  develop  proctitis  is  shown  in 
Table  II. 

Fable  II 

Factitial  Proctitis 

Distribtuion  of  Gynecologic  Lesions  in  6:  Patients  With 
Proctitis 


GYN.  lesion 

NO. 

PER  CENT 

I. NS  I 

...  15 

24.20 

I NS  IF  

...  32 

51.6l 

I NS  III  

'7-74 

Unclassifiablc  on  basis  of  previous  IL... 

...  4 

6.45 

Totals  

...  62 

I 00.00 

Thirty-seven  of  the  cases  that  developed  factitial 
proctitis  were  treated  with  topical  rectal  applica- 
tions of  2.5  per  cent  hydrocortisone  acetate  in  a 
water  soluble  base,  applied  twice  daily  in  75  mgm. 
doses.  The  25  remaining  cases  of  proctitis  wTerc 
used  as  controls,  with  no  specific  therapy  given.  All 
cases,  with  or  without  proctitis,  treated  or  un- 
treated, had  proctosigmoidoscopic  examinations  at 
regular  intervals. 

In  order  to  demonstrate  the  lack  of  significant 
absorption  and  systemic  effects  when  using  hydro- 
cortisone topically  in  the  rectum,  seven  patients 
were  followed  with  eosinophile  counts  and  17-keto- 
steroid  or  i-hydroxycorticosteroid  urinary  excre- 
tion studies  before,  during  and  immediately  after 
a two-day  trial  at  therapy  with  rectal  instillations 
of  75  mgm.  hydrocortisone  acetate  twice  daily.  No 
significant  changes  were  noted  in  either  the  eosino- 
phile counts  or  the  urinary  excretion  of  the  steroids, 
indicating  that  the  effects  in  the  rectum  are  purely 
a local  phenomena. 

Where  possible  the  findings  and  subsequent 
changes  were  recorded  by  means  of  colored  endo- 
scopic photographs,  some  of  which  are  reproduced 
below’  in  black  and  white. 

PATHOLOGY 

The  underlying  pathologic  process  is  one  of 
ischemic  necrosis,  with  the  ulceration  representing 
an  area  of  infarction.9  In  areas  of  ulceration  there 
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is  total  loss  of  the  mucous  membrane.  The  sub- 
mucosa is  intensively  infiltrated  with  plasma  cells 
and  a few  scattered  eosinophiles,  and  the  tissues  are 
edematous.  The  arteriolar  walls  show  some  medial 
thickening,  with  complete  occlusion  of  the  lumen 
in  some  places,  suggesting  an  obliterative  endarter- 
itis. The  muscular  coats  and  the  serosa  are  likewise 
infiltrated  with  plasma  cells  but  to  a less  degree  than 
in  the  submucosa. 

As  healing  occurs  the  mucosa  is  replaced  by  thin 
atrophic  fibrous  tissue  with  numerous  capillaries 
present  on  the  surface,  as  well  as  deeper.  These 
newly  formed  exposed  surface  vessels  give  the  char- 
acteristic telangectatic  appearance  and  account  for 
the  persistent  bleeding. 

CLASSIFICATION 

All  cases  of  factitial  proctitis  were  classified  on 
the  basis  of  the  proctoscopic  appearance  of  the 
bowel  according  to  the  classification  suggested  by 
Sherman  and  Kaplan,* 2 3 4 * 6-7 * *  which  is  reproduced  below: 

Grade  I.  (a)  Localized  erythema  and  telangec- 
tasis.  Friable  mucosa  that  bleeds  easily,  (b)  Diffuse 
erythema  with  accompanying  periproctitis.  Mucosa 
frequently  granular  (as  in  chronic  cases,  and  some 
“healed”  cases). 

Grade  II.  Ulceration  with  tenacious  slough,  usual- 
ly involving  anterior  rectal  wall. 

Grade  III.  Stricture  plus  ulceration  and  proctitis, 
either  of  the  latter  coexisting  in  varying  degrees. 

Grade  IV.  Proctitis  and  ulceration,  with  stricture, 
rectovaginal  fistula  or  bowel  perforation. 

Clinical  Findings 

i.  INCIDENCE 

Because  the  symptoms  of  factitial  proctitis  may 
not  appear  until  as  late  as  five  to  seven  years  or  more 
after  the  initial  irradiation  therapy,  figures  regard- 
ing its  incidence  cannot  be  considered  accurate  until 
such  time  has  elapsed.  Purely  as  a matter  of  interest, 
and  to  compare  the  incidence  in  this  group  of 
patients  with  the  findings  of  other  investigators,  all 
patients  on  the  gynecology  service  receiving  irradia- 
tion therapy  during  the  period  covered  by  this 
report  were  investigated  closely  for  signs  and  symp- 
toms of  proctitis. 

It  will  be  noted  (Table  III)  that  in  the  group  of 
109  patients  there  developed  17  cases  of  proctitis, 
giving  an  incidence  of  15.59  per  cent.  This  closely 
approximates  Aldridge’s  figure  of  16.9  per  cent,10 
but  is  far  in  excess  of  Buie  and  Malmgren’s  figure 


Table  III 

Factitial  Proctitis 

(Consecutive  Cases  Irradiated  October  i,  1953  to 
January  31,  1955) 

1.  Number  of  cases  irradiated  (all  gyn  lesions)  109 


Number  cases  of  proctitis 17 

incidence  *5-59% 

2.  Number  cases  cancer  of  cervix 93 

Number  cases  of  proctitis 17 

Incidence  following  irradiation  for  Ca  of 

cervix  18.28% 

3.  Total  number  cases  in  series  (May  1,  1953 

to  January  31,  1955) 159 

Number  cases  of  proctitis 62 

Incidence  in  total  series 38.36% 


4.  Number  cases  proctitis  treated  with  Co-60....  n (64.70%) 

Number  cases  proctitis  treated  with  400  KVP  6 (35.30%) 

*True  incidence  in  present  study 

of  3.1 3 per  cent  in  their  series.5  The  higher  incidence 
here  is  attributed  to  the  closer  follow-up  program 
carried  out  in  this  study. 

2.  AGE 

I he  youngest  patient  was  20  years  old,  whereas 
the  oldest  was  78,  the  average  age  being  47.8  years 
for  the  entire  group.  Among  the  62  patients  devel- 
oping factitial  proctitis  the  average  age  was  again 
47.8  years. 

3.  ONSET 

1 he  shortest  interval  to  elapse  from  the  onset  of 
irradiation  therapy  to  the  development  of  true  proc- 
titis was  three  weeks  in  a patient  receiving  Cobalt 
therapy  that  developed  severe  diarrhea  with  procto- 
scopic evidence  of  mucosal  changes.  The  longest 
interval  until  the  onset  of  symptoms  was  five  years 
and  five  months  in  a patient  who  subsequently  de- 
veloped strictures.  The  average  time  of  onset  of 
symptoms  was  three  and  one  half  months  following 
irradiation  treatment. 

4.  SYMPTOMS 

The  presenting  symptoms  of  factitial  proctitis,  in 
the  order  of  their  frequency  were  bleeding,  diar- 
rhea, pain,  constipation,  abdominal  cramps,  rectal 

tenesmus  and  excessive  mucoid  discharge. 

The  following  table  (Table  IV)  shows  the  occur- 
rence of  these  symptoms,  both  as  to  incidence  of 
each  as  the  primary  or  presenting  symptom,  as  well 

as  the  total  number  of  cases  experiencing  each 

symptom. 

Of  great  significance  was  the  fact  that  over  30 
per  cent  of  the  patients  with  proctitis  had  no 
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Table  IV 
Factitial  Proctitis 

Occurrence  of  Symptoms  (62  Cases) 

PRIMARY  SYMPTOM  TOTAL  NUMBER 

NO.  PER  CENT  NO.  PER  CENT 


Bleeding  17  27.42  32  51.61 

Diarrhea  12  1 9.35  19  30.65 

Pain  11  1770  18  29.03 

Constipation  3 4.84  7 11.29 

Cramps  2 3.23  7 11.29 

Tenesmus  1 1.61  12  1 9.3  5 

Mucus  1 1. 61  8 12.90 


No  symptoms  in  19  patients  or  30.65  per  cent  (total  series 

of  62  cases) 

symptoms  although  objective  findings  were  present 
in  the  rectum  or  lower  sigmoid,  and  these  included 
cases  of  Grades  I,  II,  and  III  factitial  proctitis,  again 
emphasizing  the  importance  of  performing  repeated 
proctoscopic  examinations  in  all  patients  having 
undergone  pelvic  irradiation. 

5.  PROCTOSCOPIC  APPEARANCE 

The  proctoscopic  picture  is  characteristic.  Tel- 
angectasia  is  present  in  all  grades  of  proctitis  from 
the  earliest  mild  case  to  the  most  severe  chronic 
ones,  as  well  as  the  cases  which  are  spoken  of  as 
“healed.”  Telangectasia  can  occur  anywhere  from 
the  dentate  line  to  the  lower  sigmoid  where  it  may 
involve  the  entire  circumference,  and  accounts  for 
the  persistent  bleeding. 

The  earliest  changes  appear  as  a mild  to  moderate 
erythema  with  some  edema  of  the  mucosa  (Figure 
2).  As  the  proctitis  progresses  the  mucosa  loses  its 
smooth  glistening  appearance  and  becomes  granular 
and  bleeds  readily.  In  those  cases  which  do  not 
progress  beyond  this  stage  and  are  chronic,  the 
granularity  becomes  pronounced  and  the  mucosa 
appears  cobblestoned  (Figure  3). 

If  the  severity  of  the  process  progresses,  the  sur- 
face of  the  bowel,  usually  on  the  mid  anterior 
rectal  wall,  appears  to  be  covered  by  a pale,  stellate- 
shaped membrane,  with  a surrounding  area  of  in- 
flammation. This  area  eventually  becomes  eroded 
and  progresses  to  an  ulceration  with  a characteristic 
appearance.  The  ulcer  may  assume  any  shape,  but 
most  frequently  is  oval  or  stellate  shaped  and  often 
is  covered  with  a thick,  tenacious,  dirty  slough, 
which  when  removed  reveals  a somewhat  depressed, 
pearly-grey  ulcer  base  resembling  a plaster  mold. 
The  mucosal  edges  are  inflamed,  telangectatic  and 


bleed  easily  (Figure  4).  If  healing  occurs  at  this 
stage,  the  base  becomes  less  depressed  and  the  size 
of  the  ulcer  becomes  smaller  by  the  inward  growth 
of  the  mucosal  edges,  and  ultimately,  when  healing 


Figure  i 

Normal  rectal  mucosa,  showing  valves  of  Houston. 
Note  smooth  glistening  mucosa  with  barely  visible 
submucosal  vascular  pattern 


Figure  2 

Factitial  proctitis,  Grade  1(a).  Note  loss  of  glossy 
appearance  of  mucosa,  which  is  now  edematous  and 
studded  with  telangectatic  areas 
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is  completed,  there  remains  a pale,  stellate  scar  with 
surrounding  telangectasis. 

On  the  other  hand,  if  the  proctitis  progresses  still 
further,  all  of  the  layers  of  the  rectum  become 
involved  by  the  inflammatory  reaction  giving  the 


Figure  3 

Factitial  proctitis,  Grade  1(b).  Chronic  mild  case, 
showing  markedly  granular  mucosa 


Figure  4 

Factitial  proctitis,  Grade  II.  Characteristic  ulcer  on 
mid-anterior  rectal  wall,  with  depressed  base  and 
friable  erythematous  mucosa  surrounding  lesion 


wall  a thickened  appearance,  with  resulting  stenosis 
and  stricture  formation  (Figure  5). 

Occasionally  an  ulcer  will  continue  to  penetrate 
through  the  anterior  rectal  wall  until  a rectovaginal 


Figure  j 

Factitial  proctitis,  Grade  III.  Note  tubular  stricture, 
which  measured  5 cm.  in  length.  Considerable 
telangectasia  visible.  There  was  also  a large  ulcer 
on  the  anterior  wall  between  the  two  extremities  of 
the  stricture,  not  visible  on  photograph 


Figure  6 

Factitial  proctitis.  Grade  IV.  Rectovaginal  fistula  at 
site  of  previous  ulceration.  Ulcer  and  fistula  oc- 
curred in  unusual  location,  at  dentate  line 
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fistula  results.  In  such  instances  the  fistula  edges  may 
appear  heaped  up  and  are  firm,  often  making  it  im- 
possible to  tell  if  one  is  dealing  with  infiltrating 
carcinoma  or  inflammatory  tissue  (Figure  6). 

I able  V shows  the  distribution  of  the  severity  of 
the  62  cases  of  proctitis  in  this  series. 

Table  V 

Factitial  Proctitis 

Distribution  of  Severity  of  Proctitis 

GRADE  NO.  PER  CENT 

27  43-55 

24  38.71 

6 9.68 

5 8.60 


I 

II 

III 

IV 


6.  TREATMENT  AND  RESULTS 

Most  of  the  cases  of  proctitis  were  of  the  less 
severe  types  (Table  V).  Strictures  were  not  fre- 
quent and  hence  did  not  present  a problem  in  man- 
agement. Rectovaginal  fistulae  were  considered  sur- 
gical problems.  Therefore,  those  cases  treated  with 
hydrocortisone  topically  were  in  the  main  the  early 
and  nonsurgical  lesions. 

In  many  instances  the  effects  of  treatment  were 
quite  remarkable.  Most  patients  reported  cessation 
of  bleeding,  and  several  reported  the  cessation  of 
rectal  pain  and  tenesmus  after  only  a few  applica- 
tions of  the  medication. 

The  course  of  therapy  in  most  instances  consisted 
of  eight  consecutive  weeks  of  twice  daily  rectal 
applications  of  75  mgm.  of  2.5  per  cent  hydrocorti- 
sone acetate.  In  a few  cases  where  involvement  was 
extensive  the  period  of  treatment  was  lengthened  to 
1 2 weeks.  In  most  cases  pronounced  proctoscopic 
improvement  was  noted  after  two  to  four  weeks 
of  treatment  as  evidenced  by  “cleaning  up”  of  the 
ulcer  base  and  decrease  in  amount  of  periproctitis 
present.  By  the  end  of  the  eight  week  period  there 
frequently  remained  only  a superficial  scar  at  the 
site  of  the  ulcer.  The  surrounding  mucosa  often 
looked  quite  normal  except  for  occasional  telangec- 
tases  (Figures  7 and  8).  In  some  instances  the  sur- 
rounding mucosa  appeared  granular  and  telangec- 
tatic,  but  in  all  cases  the  inflamed  and  edematous 
appearance  of  the  mucosa  was  gone.  In  those  cases 
w ith  rectovaginal  fistulae  that  were  treated,  the  same 
changes  w ere  noted  to  occur  in  the  mucosa  about 
the  fistula  edges,  bur  no  change  occurred  in  the 
actual  fistula  size. 


FACTITIAI.  PROCTITIS 

In  those  cases  which  were  untreated  and  used  as 
controls  the  changes  persisted.  If  the  mild  proctitis 
did  not  progress  in  severity  the  mucosa  retained 
the  same  edematous  and  granular  appearance 


Figure  7 

Ulceration  (Grade  II)  in  31  year  old  patient  seven 
months  after  completion  of  cohalt  and  radium 
therapy 


Figure  8 


Same  case  as  Figure  7 after  nine  weeks  of  hydro- 
cortisone therapy.  Ulcer  healed  but  telangectasia 
persists.  Remained  healed  throughout  period  of  ob- 
servation extending  over  additional  twelve  months 
after  above  picture  taken 
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throughout  the  period  of  observation.  In  chronic 
cases  this  granularity  became  pronounced.  Where 
ulcers  w ere  present  they  usually  persisted  unchanged 
in  appearance  from  one  examination  to  the  next.  In 
the  few  control  cases  when  the  ulcer  did  heal,  it 
was  replaced  by  a scar,  the  healing  time  required 
no  less  than  12  months  in  any  case,  and  as  long  as 
1 1 8 months  in  one  instance. 

From  Table  V it  will  be  noted  that  most  of  the 
cases  were  of  the  mild  form,  which  is  probably 
attributable  to  the  frequent  follow-up  examinations 
and  hence  the  earlier  detection  of  the  disease,  often 
before  subjective  symptoms  occurred. 

Table  VI  shows  that  over  90  per  cent  of  the  cases 
treated  as  oultined  were  either  healed  or  improved. 
One  case  is  recorded  as  showing  no  change  after 
12  weeks  of  therapy,  and  this  occurred  in  a woman 
with  a large  rectovaginal  fistula  w'hich  appeared 
unchanged  from  the  time  of  the  first  examination. 

Table  VI 
Factitial  Proctitis 

Results  of  Treatment  With  Topical  Hydrocortisone 


GRADE  PROCTITIS  I II  III  IV  TOTAL  PERCENT 


No.  cases  27  24  6 5 62 

No.  treated  with 

Hydrocortisone  7 22  5 3 37  59.68 

Healed  6 16  3 o 25  67.57  ) g 

Improved  0522  9 24.32  \ 

No  change  0001  1 2.70 

Worse  1*  it  o o 2 5.41 


‘Treated  elsewhere  with  6090  r and  6675  rngm.  hr.  radium 
fTreated  in  1953  with  3880  r and  4500  mgm.  hr.  radium; 
multiple  ulcerations 

Two  cases  are  reported  as  having  been  made 
w’orse,  and  both  were  instances  where  there  devel- 


oped rectovaginal  fistulae,  which  probably  would 
have  occurred  in  any  event,  especially  since  one  case 
w as  treated  w ith  hydrocortisone  for  only  one  w^eek 
and  the  other  for  approximately  two  weeks.  These 
are  reported  as  being  due  to  the  therapy,  for  the 
possibility  of  bowel  perforation  with  hydrocorti- 
sone therapy  is  a definite  possibility  and  should  be 
kept  in  mind. 

All  hydrocortisone  used  in  this  study  was  generously  sup- 
plied through  the  courtesy  of  Merck  & Co.,  Inc.,  Rahway, 
N.J. 
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THE  CANCER  SOCIETY  IN  CONNECTICUT 


President’s  Report 


Ashler  W.  Oughterson,  m.d.,  New  Haven 


nr»HE  manifold  actions  of  the  Cancer  Society  can- 
not  he  dealt  with  adequately  in  a brief  report. 
However,  1 would  like  to  give  a short  survey  of 
what  we  have  done,  what  we  are  trying  to  do,  and 
what  we  have  left  undone. 

The  activities  of  our  Society  are  a continuing 
process  and  cannot  be  viewed  entirely  in  light  of 
one  or  two  years’  experience.  Our  society  began  as 
an  independent  State  Society,  in  the  early  thirties, 
and  shortly  before  the  war  the  State  Society  joined 
with  The  American  Cancer  Society  in  their  common 
cause.  In  1945,  The  American  Cancer  Society 
underwent  a reorganization  which  greatly  broad- 
ened its  activities,  and  these  changes  w ere  reflected 
in  the  various  State  divisions. 

During  the  past  10  years  we  have  developed  a 
strong  statewide  organization  which,  while  it  may 
not  be  perfect,  is  generally  recognized  as  one  of  the 
best  in  the  Union.  Our  success  at  fund  raising  has 
been  phenomenal,  and  great  credit  is  due  to  our 
campaign  chairmen  and  their  coworkers,  who  gave 
unselfishly  of  their  time.  Campaigning  for  funds  is 
not  easy,  but  it  is  necessarv  in  order  that  the  work 
of  our  Society  may  go  forward.  But  the  wise 
expenditure  of  public  funds  is  even  more  difficult, 
and  here,  also,  we  have  been  most  fortunate  in  ac- 
quiring the  talents  and  advice  of  many  citizens  in 
various  walks  of  life. 

The  Cancer  Program  in  the  State  of  Connecticut 
is  an  excellent  example  of  team  work.  Our  citizens, 
schools,  hospitals,  public  health  departments,  sur- 
geons, radiologists,  pathologists,  and  the  State  Medi- 
cal Society,  have  all  contributed  their  essential  roles 
on  the  team.  All  have  in  one  way  or  another  bene- 
fited bv  the  activities  of  the  Cancer  Society.  During 
these  ten  years  we  have  witnessed  a steady  improve- 
ment in  our  education,  and  sendee  programs,  and 
the  funds  contributed  for  research  have  steadily 
increased.  However,  the  past  is  but  prologue,  and 
we  cannot  now  be  permitted  to  rest  on  our  laurels. 

What  have  been  our  objectives,  and  how  much 
of  what  we  have  tried  to  do  has  been  accomplished? 
Our  objective  has  always  been  the  control  of  cancer 


SUMMARY 

The  long  term  objective  of  the  Cancer  Society  has 
been  the  control  of  cancer,  and  the  people  of  Con- 
necticut have  generously  supported  its  activities.  Can- 
cer education  has  not  achieved  its  objective  of  early 
diagnosis,  and  more  intensive  efforts  are  needed.  The 
demand  for  service  exceeds  the  resources  of  the 
Society,  and  there  is  evidence  that  support  of  other 
agencies  will  be  needed  to  assist  in  meeting  the  heavy 
burden  of  the  care  of  the  chronic  cancer  patient.  The 
treatment  of  the  cancer  patient  in  Connecticut  has 
made  great  advance  in  both  personnel  and  facilities, 
which  are  now  available.  There  is  need  for  a survey 
of  the  care  of  the  cancer  patient  to  provide  the  facts 
oecessary  for  guidance  in  the  wise  expenditure  of 
public  funds.  \ 


and  to  bring  this  about  we  have  tried  to  make  the 
maximum  use  of  the  tools  we  have  available,  sur- 
gerv,  x-ray  and  radium,  at  the  same  time,  research 
was  carried  on  for  newr  tools  and  methods. 

It  is  generally  recognized  that  the  maximum 
effectiveness  of  present  means  of  treatment  requires 
early  diagnosis  and  one  of  our  objectives  has  been 
to  carrv  on  an  educational  campaign  for  the  earlv 
recognition  of  symptoms  of  cancer,  the  seven  dan- 
ger signals.  It  was  hoped  that  this  simple,  elementarv 
tvpe  of  education  would  result  in  earlier  diagnosis 
and  treatment,  and  an  increasing  number  of  cured 
patients.  A recent  survey  bv  the  National  Society 
indicates  some  slight  progress.  Seven  years  ago 
per  cent  of  those  questioned  could  name  one  of  the 
danger  signals.  Now  the  figure  has  risen  to  only  59 
per  cent  who  can  name  even  one  danger  signal.  Sixty 
per  cent  of  the  men  with  grammar  school  education 
or  less,  could  not  name  a single  danger  signal.  Such 
surveys  are  necessarv  to  serve  as  guide  posts  as  to 
where  we  need  to  spend  more  effort  and  money. 
Even  the  presence  of  knowledge  is  not  sufficient  in 
this  type  of  education,  which  must  penetrate  to  a 
level  where  knowledge  results  in  action.  The  best 
place  to  measure  the  effectiveness  of  cancer  educa- 
tion is  in  the  Tumor  Clinic.  Such  studies  as  are  avail- 


Presented  at  the  Annual  Meeting  in  Hartford,  October  13,  1935 


Connecticut  State  Medical  Journal 


OUCiHl  KRSON 


able  indicate  venr  little  progress  and  emphasizes 
the  need  for  a new  look  at  our  educational  program. 
This  does  not  imply  that  our  State  staff  is  not  doing 
a good  job  with  the  funds  available.  Rather,  it  em- 
phasizes the  difficulties  and  the  magnitude  of  the  task 
which  still  remains. 

Because  certain  cancers  do  not  give  early  signs  or 
symptoms,  cancer  detection  by  physical  and  x-ray 
examination  has  received  much  deserved  attention. 
However,  studies  in  Connecticut  cancer  detection 
centers  have  clearly  demonstrated  that  this  is  an 
expensive  program,  each  asymptomatic  cancer  dis- 
covered costing  $8,000  to  $10,000.  But  the  value  of 
a Cancer  Detection  Center  cannot  be  gaged  entirely 
by  the  cost  of  each  cancer  discovered.  In  addition 
there  are  intangible  values,  such  as  cancer  education 
for  the  patient  and  physician,  and  finally  its  propa- 
ganda value  as  a public  service  feature  in  campaign. 
However,  the  1955  poll  by  the  National  Society 
showed  that  people  are  overwhelmingly  in  favor 
of  spending  money  for  research  as  compared  with 
other  cancer  control  activities.  While  66  per  cent 
mentioned  research  as  the  best  means  of  spending 
public  contributions,  17  per  cent  favored  care  of 
patients,  and  only  one  per  cent  mentioned  detection 
as  the  most  important  use  of  money.  It  is  now  appar- 
ent that  cancer  detection  has  a value  which  is 
proportionate  to  the  sex  and  age  of  the  individual 
examined.  It  is  equally  apparent  that  while  cancer 
detection  centers  cannot  answer  the  problem  of 
cancer  detection,  they  have  demonstrated  what  may 
be  accomplished  by  a broader  program  involving 
the  whole  medical  profession.  Finally,  if  only  tine 
per  cent  of  the  public  feel  this  is  an  important  use 
of  money,  the  value  of  cancer  detection  centers  as 
campaign  propaganda  may  be  questioned. 

Progress  in  preventing  delay  in  diagnosis  is  diffi- 
cult to  assess,  since  there  is  very  little  factual  in- 
formation available  on  the  subject.  Surveys  for 
guidance  in  this  problem  are  needed. 

There  appears  to  be  little  doubt  that  there  has 
been  great  improvement  in  the  adequacy  of  treat- 
ment of  cancer  patients  in  Connecticut.  Tumor 
clinics  have  performed  a valuable  sendee  in  raising 
treatment  standards.  Hospitals  are  better  equipped 
and  staffed.  Throughout  our  State,  skilled  surgery 
and  radiation  therapy  are  available.  There  is  no 
longer  a need  for  the  cancer  patient  to  seek  such 
therapy  outside  the  State  of  Connecticut. 

What  then,  have  we  left  undone?  I have  already 
pointed  out  that  our  public  education  program  is  far 
from  reaching  its  objective,  in  spite  of  our  expand- 
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ing  efforts.  There  is  considerable  evidence  that  we 
are  not  reaching  those  people  with  less  than  a high 
school  education.  If  more  people,  through  educa- 
tion, can  be  brought  to  seek  the  adequate  treatment 
now  easily  available  in  our  State,  the  Cancer  Society 
would  be  richly  rewarded  for  the  expenditure  of 
additional  funds  for  education. 

We  are  now  spending  more  than  a third  of  our 
State  Budget  on  service  programs.  There  can  be  no 
question  about  the  need  for  service  to  cancer 
patients  and  equally  there  is  no  question  but  that 
the  need  is  greater  than  the  total  resources  of  the 
Societ\%  even  in  a time  of  unprecedented  prosperity. 
It  is  apparent  that  other  agencies,  in  addition  to  the 
Cancer  Society,  must  participate  in  the  future,  in 
assisting  the  needy  who  are  afflicted  with  cancer. 
The  American  Cancer  Society,  because  of  its  posi- 
tion, has  assumed  the  responsibility  to  speak  for  the 
American  people  regarding  their  needs  in  solving 
the  cancer  problem,  and  the  efforts  of  the  National 
Society  have  greatly  increased  Federal  funds  for 
cancer  work.  The  expediture  of  our  State  Govern- 
ment funds  for  cancer  has  not  kept  pace  with  the 
growth  of  the  Cancer  Society,  the  increase  in  can- 
cer, or  the  population  of  our  State.  But  to  obtain 
funds  from  a State  Government,  already  hard 
pressed  to  balance  the  budget,  will  require  the 
marshalling  of  more  facts  and  figures  than  are  at 
present  available  to  our  Society.  It  was  for  such 
reasons  that  two  years  ago  your  executive  com- 
mittee proposed  to  do  a survey  on  the  Care  of  the 
Cancer  Patient  in  Connecticut.  Such  a survey  could 
serve  as  a guide  for  the  future  activities  of  our 
Society,  and  also  it  should  provide  the  facts  neces- 
sary" to  demonstrate  to  other  agencies  the  kind  of 
assistance  needed  to  adequately  ere  for  the  cancer 
patient. 

Ir  is  the  function  of  a voluntary  health  agency, 
as  the  Cancer  Society,  not  only  to  provide  funds, 
but  to  provide  the  leadership  in  solving  those  prob- 
lems for  which  its  funds  are  inadequate.  The  v'ise 
expenditure  of  public  money  requires  the  constant 
gathering  of  facts  and  the  demonstration  of  the 
need. 

We  must  keep  clearly  in  mind  what  we  are  trying 
to  do,  the  relative  value  of  our  objectives,  and 
periodically  provide  a means  of  measuring  our 
accomplishments. 

The  Connecticut  Division  of  the  American  Can- 
cer Society  has,  more  than  fulfilled  its  responsibilities 
in  the  past,  and  I have  even"  confidence  it  will  do 
so  in  the  future. 
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CANCER  REGISTRY 


THE  CONNECTICUT  CANCER  REGISTER 

Seventeen  Years  of  Experience 
M atthew  H.  Griswold,  m.d.,  and  Sidney7  J.  Cutler,  m.a.,  Hartford 


A well  organized  community-wide  cancer  regis- 
ter  provides  information  concerning  the  size 
and  nature  of  the  cancer  problem  in  the  community 
and  makes  available  indices  for  evaluating  the 
progress  made  in  bringing  it  under  control.  Data 
on  variation  in  cancer  incidence  with  respect  to 
race,  sex,  age,  occupation,  geographic  area,  primary 
site,  and  histological  type  are  essential  for  planning 
a cancer  control  program  and  for  formulating  and 
testing  hypotheses  concerning  the  etiology  of  the 
disease.  Information  on  trends  in  cancer  incidence 
provides  a means  for  measuring  the  success  of 
specific  control  programs.  Data  on  stage  of  disease 
at  diagnosis  provide  a measure  for  evaluating  educa- 
tional and  case  finding  programs.  Information  on 
method  of  diagnosis  serves  as  an  index  of  diagnostic 
accuracy  and  a measure  of  progress  in  the  utilization 
of  accepted  diagnostic  techniques.  The  patient  fol- 
low-up system  makes  possible  the  evaluation  of  end 
results  in  relation  to  therapy. 

Whereas  data  collected  from  individual  hospitals 
and  clinics  have  provided  much  valuable  informa- 
tion, they  have  a limited  usefulness,  because  they 
are  not  applicable  to  any  specific  population  group 
and  are  usually  limited  in  number  and  scope.  Data 
of  this  type  cannot  be  used  to  estimate  the  rate  at 
which  cancer  is  being  diagnosed  in  a particular 
population;  they  furnish  an  uncertain  basis  for 
generalizations  concerning  the  characteristics  and 
survival  experience  of  cancer  cases,  because  the  ex- 
tent to  which  a particular  series  is  representative  of 
all  cases  in  the  population  is  unknown;  and  the 
limited  number  of  cases  generally  available  in  a hos- 
pital series  precludes  the  cross  classification  of  cases 
with  respect  to  more  than  a few  factors.*  In  con- 
trast, the  data  obtained  from  a community-wide 
register  are  applicable  to  a defined  population  of 

*The  principles  of  epidemiological  investigation  are  dis- 
cussed in  a recent  monograph  on  cancer  morbidity  by  Dorn 
and  Cutler.1 


Dr.  Griswold.  Chief,  Division  of  Cancer  and  Other 
Chronic  Diseases,  Connecticut  State  Department  of 
Health 

Mr.  Cuder.  Member  of  Biometry  and  Epidemiol- 
ogy Branch,  National  Cancer  Institute,  United  States 
Public  Health  Service 


SUMMARY 

Some  of  the  data  pertaining  to  the  75,494  cancer 
cases  among  residents  of  Connecticut  diagnosed  dur- 
ing the  seventeen-year  period  1935-1951  are  summar- 
ized. The  principal  findings  are: 

1.  The  proportion  of  cancer  referred  to  hospitals 
for  diagnosis  and  treatment  has  increased. 

2.  A larger  percentage  of  diagnoses  are  being  con- 
firmed microscopically. 

3.  There  has  been  little  change  in  the  distribution 
of  cases  by  stage  at  diagnosis. 

4.  A greater  proportion  of  cancer  patients  are  being 
treated  by  means  of  surgery;  a smaller  percentage 
by  radiation. 

5.  The  survival  outlook  for  cancer  patients  has  im- 
proved, especially  for  patients  with  tumors  primary  in 
the  large  intestine,  rectum,  cervix,  corpus,  prostate, 
and  thyroid. 


known  size  and  composition;  if  case  reporting  is 
reasonably  complete,  the  cases  in  the  register  are 
automatically  representative  of  all  known  cases  in 
the  community;  and  if  the  population  under  study 
is  sufficiently  large,  the  volume  of  material  avail- 
able within  a number  of  years  is  big  enough  to  per- 
mit detailed  and  comprehensive  analysis. 

The  State  of  Connecticut  may  be  regarded  as  an 
ideal  laboratory  for  epidemiological  investigation. 
The  geographic  area  is  small  enough  for  effective 
operation  of  a centralized  record  and  reporting 
system;  the  population,  2,007,000  in  1950,  is  large 
enough  to  yield  a sizable  number  of  cancer  cases  for 
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analysis— close  to  6,000  per  year;  and  the  quality  of 
medical  practice  can  be  relied  upon  for  thorough- 
ness in  case  finding  and  accuracy  of  diagnosis. 

In  addition  to  its  value  as  a rich  source  of  informa- 
tion, the  cancer  register  benefits  the  individual 
patient  through  the  operation  of  a systematic  pro- 
cedure for  stimulating  continuity  of  medical 
supervision.  Chances  are  thus  increased  for  early 
discovery  of  signs  and  symptoms  requiring  medical 
attention,  so  that  useful  and  cheerful  life  may  be 
prolonged.  Complete  responsibility  for  the  care  and 
supervision  of  the  patient  is,  of  course,  retained  by 
the  individual  physician. 

The  cancer  case  register  maintained  by  the 
Connecticut  State  Department  of  Health  is  a major 
component  of  the  State  cancer  control  program. 
This  record  and  follow-up  system  is  made  possible 
by  the  voluntary  cooperation  of  30  hospitals  which 
account  for  94  per  cent  of  the  approved  general 
hospital  beds  in  the  State.  The  register  program  is 
guided  and  coordinated  by  the  Cancer  Coordinating- 
Committee  of  the  Connecticut  State  Medical  Society 
and  the  Association  of  Connecticut  Tumor  Clinics. 
The  Division  of  Cancer  and  Other  Chronic  Diseases 
of  the  Health  Department  collects  and  organizes  the 
case  reports,  sends  out  periodic  follow-up  inquiries 
on  each  reported  case  to  the  appropriate  tumor 
clinic  or  hospital,  prepares  statistical  analyses  of  the 
data  in  the  register,  and  provides  technical  assistance 
and  financial  support  to  the  tumor  clinics  and  hos- 
pitals cooperating  in  the  program. 

This  report  contains  a summary  of  some  of  the 
information  extracted  from  the  Connecticut  Cancer 
Register  on  the  75,494  cancer  cases  among  residents 
of  Connecticut  diagnosed  during  the  seventeen- 
year  period,  1935-1951.!  It  is  intended  in  part  as  an 
illustration  of  the  type  of  information  which  may 
be  made  available  through  the  operation  of  a cancer 
case  reporting  and  follow-up  system.  Some  of  the 
limitations  of  the  data  routinely  available  from  the 
case  register  and  the  use  of  the  register  for  the 
selection  of  cases  for  intensive  investigation  of 
selected  problems  will  be  discussed. 

SOURCE  OF  REPORTS 

Information  on  56,908  Connecticut  residents 
found  to  have  cancer  during  the  period  1935-1951 

fDetailed  data  are  contained  in  a monograph  published  bv 
the  Connecticut  State  Department  of  Health.2  Earlier  reports 
on  material  in  the  register  were  published  by  Griswold, 
Macdonald,  Pollack,  and  Wilder.3"13 


was  obtained  from  the  tumor  clinics  and  hospitals 
cooperating  in  the  reporting  program.  Information 
on  an  additional  18,586  persons  with  cancer  was 
obtained  through  an  examination  of  death  certifi- 
cates. The  latter  group  consists  of  cases  that  re- 
ceived no  hospital  (or  clinic)  care  prior  to  death, 
persons  who  sought  medical  care  outside  of  the 
State,  and  hospitalized  patients  who  were  not 
reported  to  the  register. 

I he  percentage  of  total  known  cases  that  were 
leported  by  hospitals  increased  considerably  during 
the  se\  enteen  years  under  study.  During  the  first 
third  of  the  total  period,  1935-1940,  64  per  cent  of 
the  cases  were  reported  by  hospitals.  The  percent- 
age increased  to  77  during  the  period  1941-1946,  and 
inci  eased  further  to  83  during  the  third  period, 
1947-1951.  This  increase  in  the  percentage  of  cases 
reported  to  the  register  by  hospitals  is  probably  in 
part  a reflection  of  improved  reporting,  and  in  part 
a result  of  more  frequent  referral  of  cancer  patients 
to  hospitals  for  diagnosis  and  treatment.  Skin  cancer 
serves  as  an  example  of  the  latter  influence.  The 
average  annual  number  of  skin  cancer  cases  reported 
by  hospitals  increased  from  205  in  the  first  period 
to  545  in  the  third.  1 his  sharp  increase  is  undoubt- 
edly a reflection  of  the  increased  use  of  hospital 
facilities  for  the  diagnosis  and  treatment  of  skin 
cancer.  I he  change  in  medical  practice  in  handling 
skin  cancer  is  further  attested  to  by  the  fact  that  the 
percentage  of  microscopically  confirmed  diagnoses, 
among  cases  reported  by  hospitals,  increased  from 

79  to  89  per  cent. 

ACCURACY  OF  DIAGNOSIS 

The  diagnosis  was  microscopically  confirmed  in 

80  per  cent  of  the  cases  reported  by  hospitals.  This 
percentage  has  increased  from  73  for  cases  diagnosed 
1935  through  1940  to  86  for  cases  diagnosed  during 
the  period  1947- 1951.  1 he  increase  in  the  use  of 
microscopic  techniques  for  confirming  diagnoses 
may  be  interpreted  as  reflecting  improved  medical 
practice  in  the  management  of  cancer  cases. 

Microscopic  confirmation  of  cancer  diagnoses  is 
used  more  frequently  in  large  hospitals  (more  than 
300  beds)  than  in  small  hospitals  (less  than  150 
beds);  hospitals  with  150  to  300  beds  fall  in  between. 
During  the  period  1935-1940,  the  differences  among 
the  three  hospital  groups  were  quite  substantial 
(Figure  1).  By  1947- 1951  the  differential  was  re- 
duced to  a range  of  only  7 per  cent;  89  per  cent 
confirmed  in  large  hospitals;  82  per  cent  in  small 
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SIZE  OF  HOSPITAL 

Figure  i 

Percentage  of  newly  diagnosed  cancer  cases  with 
microscopically  confirmed  diagnoses,  by  size  of 
hospital;  Connecticut,  1935-1940,  1941-1946,  and 

1 947- 1 95 1 

hospitals.  Both  the  absolute  and  the  relative  increase 
in  the  per  cent  of  microscopically  confirmed  cases 
was  greater  in  the  small  than  in  the  large  hospitals. 

STAGE  OK  DISEASE  AT  DIAGNOSIS 

When  all  forms  of  cancer  are  considered  together 
it  appears  that  there  has  been  little  change  during 
the  17  year  period  under  study  in  the  distribution 
of  cases  by  stage  of  disease  at  diagnosis  (Table  I). 
Among  males  the  percentage  of  localized  and  re- 
motely metastasized  cases  decreased  slightly;  there 
was  a moderate  increase  in  the  percentage  of  cases 
with  regional  involvement  at  diagnosis.  Among 
females  there  was  a small  shift  towards  earlier  case 
finding,  primarily  due  to  an  increase  in  the  pro- 
portion of  breast  and  uterine  cancers  diagnosed 
while  localized. 

Table  1 


Percentage  Distribution  by  Stage  at  Diagnosis:  Male  and 
Female  Residents  of  Connecticut  Diagnosed  With  Cancer 
IN  1935-40,  1941-46,  AND  1947-51 


MALES 

FEMALES 

>935- 

1941- 

>947- 

1935 

- >94>- 

■947* 

1940 

1946 

1951 

1940 

.946 

• 95 1 

Total 

IOO 

IOO 

IOO 

IOO 

IOO 

IOO 

Localized 

58 

58 

56 

52 

56 

54 

Regional  involvement 

2 I 

22 

26 

3° 

29 

32 

Remote  metastases 

2 I 

20 

18 

18 

•5 

•4 

Note:  Cases  primary  in  the  hematopoietic  and  lymphatic- 
systems  are  excluded. 


In  Table  II  comparison  is  made  of  the  percentage 
of  cancer  cases  that  were  localized  at  diagnosis 


during  each  of  the  three  periods  under  study, 
according  to  primary  site.  The  observed  trend  re- 
flects progress  in  case  finding  and  diagnostic  tech- 
niques. Substantial  increases  in  the  percentage  of 
localized  cancers  were  observed  for  cervix  uteri, 
breast,  larynx,  and  for  thyroid  and  other  endocrines. 
I hese  increases  probably  reflect  the  impact  of 
public  and  professional  education,  the  application 
of  new  diagnostic  techniques,  such  as  cervical 
cytology,  and  increased  use  of  previously  available 
techniques,  such  as  palpation  of  the  breast  and 
thyroid.  The  decreases  in  the  percentage  of  reported 
localized  cancers  for  stomach,  large  intestine, 
rectum,  esophagus,  pancreas,  lung,  and  ovary 
appear  to  have  resulted  from  increased  use  of  sur- 
gery in  the  management  of  cancer  patients.  For 


Table  II 

Percentage  of  Cases  Diagnosed  While  Localized  at  She  I 
of  Origin,  by  Primary  Site:  Connecticut  Residents  Diag- 
nosed  With  Cancer  in  1935-40,  1941-46,  and  1947-51 


PRIMARY  SITE 

1935-194°  194 

1-1946 

1 947- 1 95 1 

All  sites1  

55 

57 

55 

All  sites,  excluding  skin1 

50 

53 

49 

Buccal  cavity-  and  pharynx... 

64 

68 

65 

Lip  

92 

9' 

94 

Digestive  system  

47 

45 

37 

Fsophagus  

63 

62 

40 

Stomach  

42 

39 

2 5 

Large  intestine  

50 

48 

44 

Rectum  

54 

5> 

45 

Pancreas  

36 

37 

24 

Respiratory  system  

42 

44 

38 

Larynx  

55 

71 

66 

Lung  and  bronchus 

36 

37 

31 

Breast  

39 

46 

46 

Female  genital  organs 

57 

63 

62 

Cervix  uteri  

57 

66 

68 

Corpus  uteri  

..  78 

86 

78 

Uterus,  unspecified  

69 

75 

75 

Ovary  

34 

3 2 

29 

Male  genital  organs 

62 

6.3 

59 

Prostate  

60 

6 1 

57 

Urinary  system  

72 

7° 

70 

Kidney  

57 

49 

56 

Bladder  

78 

79 

77 

Skin  

93 

94 

96 

Soft  tissue  

82 

77 

84 

Bone  

Brain  and  central  nervous 

62 

60 

60 

system  

89 

94 

87 

Thyroid  and  other  endocrines2  38 

59 

5« 

•Cases  primary  in  the 

hematopoietic 

and 

lymphatic 

systems  are  excluded. 


1 


T'xcludes  pancreas,  ovary  and  testis. 
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Table  III 

Percentage  Distribution  of  Treatment  During  First  Course  of  Medical  Care,  by  Stage 
at  Diagnosis:  Connecticut  Residents  Diagnosed  With  Cancer  in  1935-40, 
1941-46,  and  1947-51 


TOTAL 

SURGERY 

RADIATION 

SURGERY 

AND 

RADIATION 

CHEMOTHERAPY 
AND  OTHER1 

NO 

DEFINITIVE 

TREATMENT 

All  stages 

1935-40 

IOO 

39-3 

2 I .2 

I I .O 

I .1 

27-4 

1941-46 

IOO 

44-3 

18.4 

9.8 

2.1 

25-4 

' 947 -5 1 

IOO 

53-2 

1 3-3 

8.4 

4.0 

2 1 .1 

Localized 

1935-40 

IOO 

47-5 

21  -3 

10.8 

>•5 

18.9 

1941-46 

IOO 

52-3 

20.3 

IO. I 

2.2 

1 5-> 

' 947-5 1 

IOO 

66.0 

,3.8 

8.2 

2 -9 

9-> 

Regional  involvement 

1935-40 

IOO 

42-3 

21.2 

>7-4 

•5 

18.6 

1 94 1 -46 

IOO 

49-7 

i5. 1 

>3-7 

•9 

20.6 

1947-51 

IOO 

56.8 

1 1.9 

I 2.2 

2.6 

16.5 

Remote  metastases 

1 935-40 

IOO 

24-3 

15.0 

5-2 

•3 

55-2 

1941-46 

IOO 

28.3 

IO.9 

4.4 

1.4 

55.0 

>947-5' 

IOO 

bo 

9-3 

3.8 

4.6 

5o.5 

Tncludes  chemotherapy,  alone  and  in  combination  with  surgery  or  radiation. 


example,  during  the  period  1935-40  surgery  was 
used  in  33  per  cent  of  stomach  cancer  cases;  the 
corresponding  percentage  for  1947-51  was  46.  The 
percentage  of  stomach  cancers  classified  as  localized 
at  diagnosis  decreased,  while  the  percentage  classi- 
fied as  regional  increased.  Undoubtedly  the  more 
frequent  use  of  surgery  led  to  the  discovery  of 
regional  extensions  in  cases  which  clinically  ap- 
peared to  be  localized.  Increased  use  of  x-ray  and 
endoscopic  techniques  may  also  have  contributed  to 
the  classification  as  metastatic  of  a higher  proportion 
of  cancers  originating  in  inaccessible  sites. 

TREATMENT 

The  outstanding  change  in  the  treatment  of  can- 
cer patients  has  been  the  increased  use  of  surgical 
intervention.  As  indicated  in  Table  III,  the  propor- 
tion of  cancer  patients  treated  solely  by  means  of 
surgery,  during  the  first  course  of  medical  care, 
increased  from  39  per  cent  in  1935-40  to  53  per  cent 
in  1947-51.  During  the  same  interval,  the  propor- 
tions treated  by  radiation  alone  and  by  radiation 
and  surgery  decreased.  Although  the  proportion  of 
cancer  patients  treated  by  means  of  chemotherapy, 
hormones,  etc.,  is  still  small,  the  relative  increase 
has  been  substantial  (from  one  to  four  per  cent) 
with  the  largest  increase  occurring  among  far 
advanced  cases.  The  proportion  of  cancer  patients 


that  received  no  definitive  treatment  was  reduced 
from  27  to  21  per  cent.*  The  trend  towards  in- 
creased use  of  surgery  was  fairly  uniform  for  the 
three  stages  at  diagnosis.  The  reduction  in  the  per- 
centage of  untreated  patients  was  most  substantial 
for  localized  cancers. 

I he  observed  changes  in  the  medical  management 
of  cancer  patients  undoubtedly  reflect  advances  in 
the  field  of  surgery.  It  is  believed  that,  with  the 
development  of  new  surgical  techniques,  the  intro- 
duction of  sulfonamides  and  antibiotics,  and  the 
development  of  better  preoperative  and  postopera- 
tive procedures,  surgical  intervention  is  now  applied 
in  cases  that  were  previously  considered  poor  opera- 
tive risks;  that  curative  surgery  is  now  attempted  in 
cases  previously  thought  to  be  hopeless.  This  hy- 
pothesis can  be  verified  by  studying  the  hospital 
records  of  selected  cases.  The  register  provides  a 
means  of  identifying  series  of  cases  for  further  study 
designed  to  answer  questions  such  as:  (1)  what 
changes  have  taken  place  in  the  use  of  specific- 
operative  and  radiation  techniques;  (2)  how  the 
patient’s  condition  is  related  to  the  choice  of  a thera- 


"Treatment,  as  defined  here,  consists  of  any  surgery, 
radiation,  or  chemotherapy  directed  toward  the  tumor, 
whether  for  cure  or  palliation.  Supportive  or  symptomatic 
treatment  is  not  included. 
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peutic  course  and  to  what  extent  the  criteria  for 
selecting  therapy  have  changed;  and  (3)  how  the 
reduction  in  the  proportion  of  untreated  patients  is 
related  to  changes  in  therapeutic  techniques. 

SURVIVAL 

1 he  trend  in  five-year  survival  rates  indicates 
that  the  outlook  for  diagnosed  cancer  cases  is  im- 
proving. Only  twenty-five  per  cent  of  cancer 
patients  diagnosed  during  1935-1940  were  alive  five 
years  after  diagnosis.  For  cases  diagnosed  during 
1941-1946  the  five-year  survival  rate  was  29  per 
cent,  and  for  the  most  recent  group  of  cases,  1947- 
1951,  the  five-year  survival  rate  was  32  per  cent.t 
Although  the  magnitude  of  the  five-year  survival 
rate  is  greater  for  females  than  for  males,  the  rela- 
tive improvement  was  almost  identical  for  the  two 
sexes.  From  the  first  to  the  third  period  the  rate 
increased  from  19  to  25  per  cent  for  males,  and  from 
29  to  38  per  cent  for  females. 

I he  observed  improvement  in  the  survival  experi- 
ence of  cancer  patients  was  not  due  primarily  to  an 
increased  proportion  of  cancers  discovered  in  an 
early  stage  of  development.  As  show  n in  Table  II, 
there  has  been  relatively  little  change  in  the  distri- 
bution of  cases  by  stage  of  disease  at  diagnosis. 
Furthermore,  as  show  n in  Figure  2,  there  has  been 
a substantial  increase  in  the  survival  rate  for  cases 
classified  as  localized  and  a noteworthy  increase  in 
the  rate  for  cases  with  regional  involvement  at  diag- 
nosis. Since  the  higher  survival  rates  for  localized 
and  regional  cases  were  accompanied  by  higher  rates 
for  all  stages  combined,  the  shift  in  survival  rates  by 
stage  cannot  be  attributed  to  changes  in  the  classi- 
fication of  cancer  cases  with  respect  to  stage.  The 
observed  improvement  in  the  survival  experience 
of  cancer  patients  may  be  accepted  as  a reflection 
of  more  effective  therapy. 

The  five-year  survival  rates  given  in  Figure  2 are 
based  on  all  cases  reported  by  Connecticut  hospitals, 
untreated  as  well  as  treated  patients.  Survival  rates 
for  treated  cases  are  given  in  Figure  3.  For  all  forms 
of  treatment  combined,  the  five-year  survival  rate 
has  increased  from  33  to  40  per  cent,  from  the  first 
to  the  third  period.  The  relative  improvement  was 
a little  greater  for  cases  treated  by  means  of  sur- 
gery than  for  cases  treated  by  means  of  radiation. 
The  five-year  survival  rate  changed  very  little  for 

fStandard  actuarial  techniques  were  used  in  computing 
survival  rates.  The  method  is  explained  in  the  detailed 
report.1 
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Figure  2 

Five  year  survival  rates  by  stage  at  diagnosis: 
Connecticut  residents  diagnosed  with  cancer  in  1935- 
40,  1941-946,  and  1 947- 1 95 1. 

Note:  Cancers  of  the  lymphatic  and  hematopoietic 
systems  are  included  under  “all  stages.” 


Figure  3 

Five  year  survival  rates  by  treatment  during  first 
course  of  medical  care:  Connecticut  residents  diag- 
nosed with  cancer  in  1935-1940,  1941-1946,  and 
1947-1951. 

cases  treated  by  means  of  surgery  in  combination 
with  radiation.  Information  on  the  specific  consid- 
erations that  entered  into  the  choice  of  a therapeutic- 
course  is  needed  before  an  evaluation  of  the  relative 
efficacy  of  different  methods  of  treatment  can  be 
attempted. 

As  may  be  expected,  the  survival  rate  for  un- 
treated cases  has  not  changed— two  per  cent  for  the 
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first  and  second  periods,  three  per  cent  for  the  third. 
I he  survival  experience  of  untreated  cases  provides 
a very  useful  base  line  for  the  evaluation  of  therapy. 
1 lowever,  more  detailed  information  than  is  now  at 
hand  is  needed.  It  seems  desirable  to  subclassify 
untreated  cases  into  at  least  three  groups:  (i) 
patients  who  refused  treatment:  (2)  patients  with 
far  advanced  malignancies  considered  to  be  inoper- 
able or  for  whom  radiation  was  contra-indicated; 
and  (3)  patients  not  treated  because  of  debilitating 
conditions  other  than  cancer.  Careful  examination 
of  hospital  records  may  make  it  possible  to  select 
patients  diagnosed  and  treated  during  a later  period 
w ho  are  comparable  to  patients  diagnosed  in  an 
earlier  period  and  not  treated  because  treatment  w^as 


considered  inadvisable.  Comparison  of  the  survival 
experience  of  these  two  groups,  and  of  the  experi- 
ence of  treated  patients  with  that  of  patients  who 
refused  treatment  would  provide  a proper  basis  for 
evaluating  therapy.  Each  of  these  groups  would 
have  to  be  classified  with  respect  to  sex,  age,  primary 
site,  extent  of  the  malignancy,  histological  type, 
etc.,  to  provide  valid  comparisons. 

The  improved  outlook  for  cancer  patients  as  a 
group  does  not  apply  to  all  forms  of  cancer.  Five- 
year  survival  rates  for  male  and  female  patients  with 
cancers  primary  in  the  various  parts  of  the  body 
are  given  in  Table  IV,  for  each  of  the  three  periods 
under  study.  Greatly  improved  survival  rates  are 
noted  for  cancer  of  the  large  intestine,  rectum, 


Table  IV 

Per  Cent  of  Cancer  Cases  Surviving  Five  Years  After  Diagnosis,  by  Sex  and  Primary  Site:  Residents  of 
Connecticut  Diagnosed  With  Cancer  in  1935-40,  1941-46,  1947-51 


MALES 

FEMALES 

PRIMARY  SITfe 

1935-1940 

1 94 1 ~ 1 946 

1 947- ' 95 1 

I935-I94O 

1941-1946 

1 947-195 1 

All  sites  

>9 

22 

2 5 

29 

35 

38*** 

Buccal  cavity  and  pharynx 

36 

35 

35 

34 

43 

44 

Digestive  system 

Esophagus  

O 

O 

2 

5 

2 

8 

Stomach  

4 

7 

5 

4 

3 

7 

Large  intestine  

I 2 

1 7 

24#*# 

'4 

24 

*## 
■>  3 

Rectum  

IO 

15 

, j # # # 

'3 

22 

31*** 

Pancreas  

I 

1 

it 

2 

2 

it 

Respiratory  system 

Larynx  

2 5 

27 

37* 

it 

it 

■t 

Lung  and  bronchus 

0 

2 

3 

4 

3 

8 

Breast  

3 6 

27 

5< 

4' 

47 

46* 

Genital  organs 

Prostate  

1 2 

22 

21** 

— 

— 

— 

Cervix  uteri  

— 

— 

— 

35 

43 

# * # 
5.> 

Corpus  uteri  

— 

— 

— 

48 

59 

62** 

Uterus,  unspecified  

— 

— 

— 

37 

45 

50** 

Ovary  

— 

— 

— 

22 

22 

24 

Urinary  system 

Kidney  

13 

22 

27* 

16 

23 

16 

Bladder  

0 

24 

28 

22 

- 3 

36* 

Skin  

61 

f>5 

67 

66 

73 

68 

Soft  tissue  

49 

38 

48 

4« 

49 

52 

Bone  

3° 

19 

28 

27 

25 

32 

Brain  and  other  parts  of  central  nervous  system 

19 

iS 

20 

19 

23 

-5 

Endocrine  glands,  except  pancreas 

9 

23 

it 

26 

37 

- . ## 
54 

1 ymphatic  system,  generalized 

19 

21 

27 

l6 

23 

22 

I lematopoietic  system  

6 

6 

12* 

4 

7 

I I 

Note — The  asterisks  indicate  the  probability  that  the  observed  differences  between  the  survival  rates  for  cases 
diagnosed  in  1935-40  and  in  1947-51  could  have  occurred  by  chance: 

*Less  than  5 in  100 
**Less  than  1 in  100 
***Less  than  1 in  1,000 

flnsufficient  number  of  cases  available  for  follow-up. 
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cervix  uteri,  corpus  uteri,  prostate,  and  thyroid. 
Noteworthy  improvement  w as  observed  for  cancer 
of  the  larynx,  kidney,  bladder,  and  hematopoietic 
system.  1 lie  prognosis  remains  poor  for  persons 
with  cancer  of  the  stomach,  lung,  esophagus,  ovary, 
and  soft  tissue.* 

Examination  of  the  distribution  of  cases  by  stage 

J C? 

of  disease  at  diagnosis  and  of  the  survival  rates  by 
stage  reveals  that  more  effective  utilization  of  avail- 
able therapeutic  techniques  was  the  key  factor  in 
increasing  the  proportion  of  five  year  survivors. 
Since  chances  for  survival  are  best  for  cases  diag- 
nosed while  localized  at  the  site  of  origin,  and  the 
improvement  in  observed  survival  experience  has 
been  greatest  for  localized  cases,  it  is  interesting  to 
speculate  how  much  additional  improvement  may 
be  within  reach  through  more  effective  exploitation 
of  available  case  finding  techniques  and  through 
the  development  of  new  diagnostic  tests. 

*A  number  of  additional  considerations  in  the  survival  of 
cancer  patients  were  discussed  in  a recent  paper  by  Gris- 
wold, Cutler  and  Eisenberg.14 
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At  a meeting  of  the  House  of  Delegates  in  December  1955,  Dr.  String-field, 
then  President  of  the  Society,  suggested  that  appropriate  action  be  taken  in  195b 
to  express  the  gratitude  of  the  Society  to  Dr.  Creighton  Barker  and  Dr.  Stanley 
Weld  for  their  long  and  faithful  service.  1 he  House  unanimously  accepted  the 
suggestion,  and  authorized  the  [Council  to  appoint  a Committee  which  would  pre- 
pare suitable  plans.  Doctors  Stringfield,  Murdock,  and  Marvin  were  given  this 
happy  assignment.  They  found  themselves  in  immediate  agreement  upon  a plan 
which  was  later  approved  enthusiastically  by  the  Council. 

Those  who  were  present  at  the  Annual  Dinner  several  weeks  ago  already 
know  of  the  action  taken  by  the  Society  to  express  its  indebtedness  to  these  dis- 
tinguished leaders.  Since  only  a small  fraction  of  the  members  attended  that  dinner, 
it  seems  appropriate  to  record  certain  derails  here  in  order  that  hundreds  of  others 
may  learn  what  their  Society  has  done.  Tne  story  could  not  possibly  be  told  better 
than  in  the  eloquent  words  of  Dr.  Murdock,  who  made  the  presentations,  but 
these  were  not  recorded.  Possibly  the  substance  of  his  remarks  can  be  expressed, 
even  if  the  fine  spirit  and  deep  sincerity  cannot  be  recaptured. 

Dr.  Stringfield,  in  presenting  Dr.  Murdock,  indicated  that  certain  events  of 
great  importance  to  the  Society  had  occurred  just  twenty  years  ago,  during  the 
Presidency  of  Dr.  Murdock.  The  nature  of  these  changes  was  indicated  in  Dr. 
Murdock’s  opening  words:  the  creation  of  a full-time  office  of  the  Society  with  a 
full-time  Executive  Secretary,  and  the  decision  to  start  a Journal.  The  growth,  the 
influence,  and  the  great  importance  of  these  activities  to  the  medical  profession 
were  emphasized,  and  full  credit  was  given  to  Doctors  Barker  and  Weld  for  their 
constancy,  wisdom,  and  creative  leadership. 

After  a brief  and  deeply  moving  word  of  gratitude  for  the  honors  which  he 
himself  had  received  from  the  Society,  Dr.  Murdock  told  of  the  plans  approved  by 
the  Council  to  celebrate  this  twentieth  anniversary  of  the  highly  significant 
decisions  made  in  1936.  He  told  of  the  enlargement  of  the  Society’s  headquarters 
building  by  the  addition  of  a new  wing.  One  important  purpose  of  this  addition  is 
to  provide  a more  adequate  meeting  room  for  the  Council  and  other  groups.  This 
room  will  serve  a vital  function  of  the  Society,  and  will  undoubtedly  be  used  almost 
every  day.  The  Council,  realizing  that  it  would  be  in  some  respects  the  most  im- 
portant room  in  the  building,  decided  that  the  greatest  tribute  the  Society  could 
pay  to  these  two  devoted  servants  would  be  to  designate  it  bv  their  joint  names. 
Accordingly,  a small  bronze  plaque  is  to  be  placed  alongside  the  doorway,  reading 
I HE  BARKER- WELD  ROOM.  Inside  the  room  there  will  be  a larger  bronze 
tablet  inscribed  with  these  words: 

THIS  ROOM  IS  NAMED  IN  HONOR  OF 
DR.  CREIGHTON  BARKER 
AND 

DR.  STANLEY  B.  WELD 

AS  ENDURING  EVIDENCE  OF  GRATITUDE  FOR  THEIR 
FAITHFUL  LEADERSHIP,  DISTINGUISHED  CONTRIBUTIONS 
AND  UNSELFISH  DEVOTION  TO  THE 
CONNECTICUT  STATE  MEDICAL  SOCIETY. 
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Dr.  Creighton  Barker 
Executive  Secretary  since  i p36 
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Dr.  Stanley  B.  Weld 
Editor  of  Journal  since  / <j>6 
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Above  this  tablet  will  be  placed  framed  photographs  of  the  two  men  whom 
the  Society  holds  in  such  high  esteem. 

In  addition,  a small  silver  tray  was  presented  to  each.  Upon  Dr.  Barker’s  there 
is  this  inscription: 

FROM  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

TO 

DR.  CREIGHTON  BARKER 

IN  GRATITUDE  FOR  HIS  DEVOTION,  WISE  GUIDANCE 
AND  D1STINGUSHED  SERVICE  TO  THE 

MEDICAL  PROFESSION. 

The  inscription  upon  Dr.  Weld’s  tray  reads: 

FROM  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

TO 

DR.  STANLEY  B.  WELD 

IN  APPRECIATION  OF  HIS  MANY  YEARS  OF  FAITHFUL 
LEADERSHIP,  HIS  DISTINGUISHED  EDITORSHIP 

OF  ITS  JOURNAL,  AND  HIS  ENDURING  CONTRIBUTIONS 
TO  THE  MEDICAL  PROFESSION. 

Dr.  Murdock  concluded  by  saying  that  this  action,  so  timely  and  appropriate, 
had  been  taken  as  a result  of  the  enthusiastic  suggestion  of  Dr.  Stringfield,  who  had 
often  spoken  of  Doctors  Barker  and  Weld  with  admiration,  affection,  and  gratitude. 

In  a world  so  imperfect  as  ours  it  is  perhaps  not  surprising  that  conscientious 
devotion  to  duty,  imaginative  leadership,  and  high  idealism  often  remain  un- 
heralded and  unsung.  Every  member  of  the  State  Medical  Society  can  find  joy  and 
pride  in  the  knowledge  that  its  governing  bodies  have  not  been  blind  to  the  magni- 
ficent contributions  made  bv  these  modest,  efficient  and  loyal  men  during  twenty 
years  of  steady  progress.  The  tribute  now  paid  to  them  is  not  beyond  their 
deserts;  it  is  altogether  fitting  that  it  should  be  expressed  in  a form  that  will  endure 
through  the  foreseeable  future.  The  Society  has  honored  itself  in  acknowledging 
its  deep  indebtedness  to  two  members  whose  influence  and  activities  have  done  so 
much  to  raise  it  to  its  present  proud  eminence.  Surely  all  who  have  been  privi- 
leged to  know  them  will  join  in  the  hope  that  they  may  have  many  more  years  of 
rewarding  service  and  gratifying  accomplishments. 


This  is  probably  the  only  article  that  has  ever  appeared  in  the  Journal  without  the  knowledge  or 
approval  of  Dr.  Weld.  Neither  Dr.  Barker  nor  Dr.  Weld  knew  that  their  photographs  had  been  obtained 
for  publication.  To  their  gracious  and  cooperative  wives,  who  willingly  engaged  in  a little  undercover 
work  for  a worthy  cause,  the  Committee  extends  its  grateful  thanks. 
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The  Connecticut  Cancer  Register 

Connecticut  physicians  justifiably  can  be  proud 
of  their  unique  statewide  Cancer  Register,  now 
reaching  a maturity  not  equalled  in  the  United 
States.  Material  collected  from  a relatively  stable 
population  for  more  than  twenty  years  is  ready  for 
searching  analyses  as  reported  in  this  issue  of  the 
Journal  and  earlier  by  Ottenheimer  and  Oughter- 
son  on  cancer  of  the  colon. 

While  it  is  true  that  fostering  agencies  have 
guided  this  program,  its  success  is  the  sole  result  of 
interested  and  enthusiastic  support  by  the  practicing 
physicians  in  the  State.  Busy  doctors  have  given 
liberally  of  their  time  in  providing  data  on  new 
cancer  cases  and  data  on  follow-up. 

The  collection  of  information  over  the  period 
of  its  development  has  provided  this  register  with 
data  to  be  of  inestimable  value  over  the  years  ahead. 
As  the  facts  that  lie  hidden  in  the  archives  of  the 
State  Register  are  sifted  and  correlated,  new  knowl- 
edge of  cancer  will  be  revealed  as  related  to  detec- 
tion, epidemiology  and  efficacy  of  therapy.  Knowl- 
edge of  this  nature  can  only  be  of  aid  to  the  patient, 
the  doctor  and  cancer  research  with  a very  broad 
implication. 

Connecticut  physicians  have  demonstrated  very 
veil  to  the  entire  medical  profession  the  achieve- 
ments that  can  be  obtained  when  well  conceived 
programs  receive  the  professional  support  of  a large 
number  of  contributors.  Such  success  can  only  raise 
the  question  whether  or  not  progressive  clinical 
investigations  on  a similar  cooperative  basis  could 
be  undertaken  with  the  same  degree  of  success  to 


the  mutual  benefit  of  all  concerned  in  the  attempt 
to  improve  the  care  of  patients  with  neoplastic 
disease. 

History  Making 

It  may  be  that  no  more  important  report  has  ever 
been  submitted  to  the  Society  than  the  Report  on 
Connecticut  Medical  Service  which  w as  presented 
by  the  President,  Dr.  Danaher,  at  the  Annual  Meet- 
ing of  the  House  of  Delegates  and  is  published  in 
this  issue  of  the  Journal  so  that  all  may  read  it.  It 
will  certainly  take  its  place  among  the  other  historic 
achievements  of  the  Society  including  the  coopera- 
tive founding  of  the  Yale  School  of  Medicine;  the 
Hartford  Retreat  (Institute  of  Living);  and  estab- 
lishing the  General  Hospital  Society  of  Connecticut 
(New  Haven  Hospital).  It  would  have  been  a cour- 
ageous person  indeed  to  have  said  seven  years  ago 
that  such  a gratifying  report  could  be  made  in  so 
short  a time. 

Although  the  report  was  prepared  by  Dr.  Dana- 
her, many  people  contributed  to  the  progress  and 
they  were  varied  people;  physicians,  industrialists, 
bankers,  actuaries,  legal  talent  and  an  experienced 
staff.  Near  the  end  is  a simple  statement  that  really 
sums  it  all  up:  “This  report  of  the  activities  of  Con- 
necticut Medical  Service  for  195$  shows  the  prog- 
ress that  is  being  made  to  solve  the  economic  prob- 
lem of  medical  care.”  That  purpose  is  sometimes 
obscured  briefly  by  a wispy  fog  of  narrow  thinking 
but  it  has  never  been  lost  sight  of  and  is  alw  ays  the 
guiding  spirit.  These  first  seven  years  have  shown 
development  beyond  expectation  and  each  suc- 
ceeding year  Connecticut  Medical  Service  will 
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become  a greater  and  more  useful  source  of  strength 
for  the  medical  profession. 

The  Long  Look 

Anyone  concerned  with  public  affairs,  and  pro- 
viding medical  service  is  very  much  a public  affair, 
will  be  interested  in  the  Connecticut  population 
trend  published  recently  by  the  Southern  New 
England  Telephone  Company.  Although  it  is  stated 
that  the  estimates  presented  are  not  official  census 
bureau  forecasts  but  were  developed  by  methods 
found  dependable  for  the  purposes  of  projecting 
growth,  it  must  be  accepted  that  our  largest  public 
utility  is  depending  on  reliable  figures. 

Connecticut  is  by  far  the  fastest  growing  State 
in  New  England  and  ranks  eighth  in  the  nation  in 
its  rate  of  growth.  Its  increase  is  expected  to  con- 
tinue at  a faster  rate  than  the  country  as  a whole. 
Population  changes  since  the  turn  of  the  century 
and  the  present  acceleration  of  the  trend  is  of  great 
significance.  It  took  the  State  250  years  to  reach  a 
million  in  population  in  1904.  Forty-six  years  were 
required  to  double  the  population  and  the  2 million 
mark  was  passed  in  1950.  The  next  million  increase 
is  expected  to  take  only  18  years  with  the  3 million 
mark  coming  in  1968,  14  years  from  now.  In  20 
years,  1975,  there  will  be  3,600,000  people  in  Con- 
necticut. 

It  is  understandable  why  the  Telephone  Company 
should  be  concerned  because  it  provides  a sendee 
that  every  person  expects  and  planning  for  its  ex- 
pansion must  begin  early. 

Medical  care  is  also  a service  that  everyone  ex- 
pects but  it  is  generally  left  to  follow  a casual  course 
of  growth  without  any  forward  planning  except 
sometimes  in  the  field  of  public  health.  When  popu- 
lation growth  takes  place,  things  and  services 
providing  a profit  usually  keep  pace  with  increasing 
number  of  people.  Housing  may  lag  a little  behind 
but  catches  up  promptly.  Business  develops  rapidly, 
where  a new  drug  store  or  filling  station  is  needed, 
the  demand  is  quickly  supplied.  But,  things  that 
do  not  have  a profit  motive  like  school  desks  and 
hospital  beds  are  often  years  behind.  If  there  is  a 
two  month  waiting  list  for  admission  to  many  of 
our  hospitals  now,  what  will  it  be  when  there  are 
a million  more  people  in  the  State?  It  is  conceivable 
that  the  whole  method  of  hospital  utilization  will 
need  revision. 

Additional  medical  personnel  is  attracted  to  an 
area  with  expanding  population,  even  though  the 
distribution  within  the  area  and  the  type  of  medical 
personnel  is  not  always  the  best.  Physicians  flock  to 


attractive  places  and  those  in  certain  specialties  can 
be  too  numerous  for  well  balanced  service.  General 
practitioners  are  in  scant  supply  already  and  import- 
ant full  time  jobs  in  administration  and  public 
service  go  unfilled. 

A question  that  is  bound  to  arise  is:  “Where  arc 
the  doctors  coming  from?”  Is  the  country  pro- 
ducing them  fast  enough  to  meet  the  overall  increase 
in  demand,  not  only  in  Connecticut?  It  appears 
that  this  is  not  so  in  spite  of  observations  made  bv 
certain  statisticians  and  a shortage  of  physicians 
must  be  expected  unless  great  reliance  is  placed  upon 
the  inmigration  of  those  trained  abroad. 

Insurance  against  the  cost  of  medical  care  is  bound 
to  increase.  It  has  already  become  a fixed  part  of 
the  social  and  economic  pattern  of  more  than  half 
of  the  population,  Connecticut  Medical  Service  will 
have  one-half  million,  perhaps  a million,  more  sub- 
scribers. The  State  Medical  Society  will  be  called 
upon  to  do  new  and  different  things.  The  tests  that 
will  be  faced  in  the  years  to  come  will  he  great 
challenges,  particularly  since  the  knowledge  of  the 
consumer  seems  to  increase  more  rapidly  than  the 
understanding  of  the  physician. 

How  and  where  all  of  this  planning  shall  start  is 
not  easy  to  say  but  medical  care  in  this  age  is  not 
a day  to  day  affair.  Twenty  years  is  not  a long  time 
and  if  there  are  to  be  a million  and  a half  more 
people  here  twenty  years  from  now,  it  is  not  too 
early  to  begin  to  contemplate  meeting  their  demands 
for  medical  care.  We  believe  there  will  be  a tele- 
phone for  anyone  w ho  wants  it,  but  will  there  be 
abundant  medical  sendee  at  the  other  end? 


James  Douglas  Gold,  dean  of  Connecticut  physi- 
cians, died  on  April  14  at  the  Bridgeport  Hospital 
at  the  age  of  89.  Dr.  Gold,  or  Jimmy  as  we  were 
fond  of  calling  him,  lived  a full  and  pleasant  life.  A 
past  president  of  the  State  Medical  Society  and  for 
many  years  chairman  of  its  Council,  his  sage  counsel 
was  repeatedly  sought  and  his  valuable  advice  con- 
tributed greatly  to  the  deliberations  and  accom- 
plishments of  our  Society  over  30  years. 

Dr.  Gold  will  be  greatly  missed.  Tt  is  seldom  a 
nonagenarian  is  found  so  active,  not  only  in  medical 
practice  but  in  organizational  activities.  Even  on  the 
golf  course  he  w-as  an  ardent  player  up  to  the  time 
of  his  last  illness. 

The  Journal  notes  with  sorrow  the  passing  of  a 
gentleman  w7ho  was  a staunch  supporter  in  its  de- 
velopment. In  August  the  Journal  will  note  its 
20th  anniversary.  This  issue  w ill  be  dedicated  to  Dr. 
James  Douglas  Gold. 
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THE  SECRETARY’S  OFFICE 
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James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Public  Relations  Administrative  Assistant 

160  St.  Ron  an  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 


Net  Gain  31 

Membership — December  31,  1955 880 


MEMBERSHIP  REPORT  OF  THE  SECRETARY 


FAIRFIELD  COUNTY 

Membership — January  1,  1955 779 

New  Members  36 

Less: 

Deaths  15 


Resignations,  transfers,  non-payment  dues,  etc. ..22  37 


Net  Loss  1 

Membership — December  31,  1955 778 

HARTFORD  COUNTY 

Membership — January  1,  1955 903 

New  /Members  38 

Less: 

Deaths  14 

Resignations,  transfers,  non-payment  dues,  etc...  17  31 

Net  Gain  7 

Membership — December  31,  1955 910 

LITCHFIELD  COUNTY 

Membership — January  1,  1955 124 

New  Members  6 

Less: 

Deaths  2 


Resignations,  transfers,  non-payment  dues,  etc...  o 2 


Net  Gain  4 

Membership — December  31,  1955 128 

MIDDLESEX  COUNTY 

Membership — January  1,  1955 103 

New  Members  4 

Less: 

Deaths  o 

Resignations,  transfers,  non-payment  dues,  etc.. .4  4 

Net  Gain  o 

Membership — December  31,  1955 103 

NEW  HAVEN  COUNTY 

Membership — January  1,  1955 849 

New  Members  63 

Less: 

Deaths  


Resignations,  transfers,  non-payments  dues,  etc. ..21  32 


NEW  LONDON  COUNTY 

Membership — January  1,  1955 170 

New  Members  8 

Less: 

Deaths  4 


Resignations,  transfers,  non-payment  dues,  etc...  7 11 


Net  Loss  3 

Membership — December  31,  1955 167 

TOLLAND  COUNTY 

Membership — January  1,  1955 16 

New  Members  4 

Less: 

Deaths  o 


Resignations,  transfers,  non-payment  dues,  etc...  o 


Net  Gain  4 

Membership — December  31,  1955 20 

WINDHAM  COUNTY 

Membership — January  1,  1955 64 

New  Members  o 

Less: 

Deaths  1 

Resignations,  transfers,  non-payment  dues,  etc...  1 2 

Net  Loss  2 

Membership — December  31,  1955 62 

ASSOCIATE  MEMBERS 

January  1,  1955 12 

Less: 

Deaths  1 

Associate  Members — December  31,  1955 11 

Total  Society  Membership — January  1,  1955 3,008 

New  Members  159 

Total  Membership — December  31,  1955 3,167 

Less: 

Deaths  47 


Resignations,  transfers,  non-payment  dues,  etc 72  119 

Total  Society  Membership — December  31,  1955 3,048 

Net  Gain  for  year 40 
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TOTALS 

Fairfield  77^ 

Hartford  910 

Litchfield  1 2§ 

Middlesex  lo3 

New  Haven  880 

New  London  167 

Tolland  20 

Windham  f>2 


3,048 

Associate  Members  1 1 

3>°59 

Members  for  Fifty  Years 

Seven  physicians  completed  fifty-year  member- 
ship in  the  Society  this  year  and  were  invited  to 
receive  the  fifty-year  membership  award  at  the 
Annual  Dinner  on  April  25.  Unfortunately  only  two 
could  attend  but  all  of  the  citations  were  read  and 
sent  to  them. 

These  distinguished  persons  are: 

John  L.  Bridge,  Hazardville,  born  1 S59,  M.n. 
Harvard  1903. 

Ralph  B.  Cox,  Collinsville,  born  1876,  m.i>.  Mc- 
Gill 1902. 

Joseph  M.  Ganey,  New  London,  born  1878,  M.n. 
College  of  Physicians  and  Surgeons,  Baltimore 
1904. 

Maude  T.  Griswold,  Harwinton,  born  1881,  M.n. 
Tufts  1905. 

Isaac  W.  Kingsbury,  West  Hartford,  born  1872, 
M.n.  College  of  Physicians  and  Surgeons, 
Columbia  University  1903. 

Thomas  J.  McLarney,  Waterbury,  born  1875, 
M.n.  College  of  Physicians  and  Surgeons,  Balti- 
more 1897. 

Andrew  C.  Swenson,  Middlebury,  born  1878, 
M.n.  Yale  1902. 

New  Members 

FAIRFIELn  COUNTY 

Norton  Gailer  Chaucer,  Fairfield 

James  Lee  Eliasoph,  Stamford 

Joan  Eliasoph,  Stamford 

James  A.  Flagg,  Trumbull 

Robert  P.  Geretv,  Fairfield 

Elwood  Fremont  Ireland,  Jr.,  Bridgeport 

Donald  Morton  Kanter,  Stamford 


Thomas  Gordon  Kantor,  Westport 
Joseph  Anthony  Kardos,  Stamford 
Theodore  Steinberg  Levy,  Fairfield 
James  Lawrence  Manuell,  Greenwich 
Fenn  T ompkins  Ralph,  Darien 
Frank  Domenick  Riccio,  Stratford 
Gilbert  Jacob  Rose,  Norwalk 
Francis  Robert  Russo,  Bridgeport 
Joseph  Patrick  Shea,  Bridgeport 
James  E.  Sheehan,  Ridgefield 
William  Noel  Whittlesey,  Danbury 
Frederick  Carpenter  Wilcox,  Jr.,  Bridgeport 
John  Marion  Wilson,  Jr.,  Darien 

HARTFORD  COUNTY 

John  Peter  Fotopoulos,  Hartford 
Wolcott  C.  Hamblin,  Windsor 
Jacob  H.  Ohanesian,  N ew  Britain 
Andrew  Peterson,  Newington 
Leonard  Kelley  Smith,  Hartford 
George  M.  Stern,  Middletown 
Harold  C.  Tooker,  Hartford 
Michael  A.  Young,  Hartford 
Edward  J.  Zebrowski,  Plainville 

NEW  HAVEN  COUNTY 

Allan  A.  Brandt,  Milford 
Herbert  R.  Edwards,  New  I laven 
Edward  P.  Wallace,  Wallingford 
William  R.  Bradley,  Cheshire 
Stanley  S.  Brodoff,  New'  Haven 
Vincent  A.  DeLuca,  Jr.,  Derby 
Philip  C.  Dennen,  Waterbury 
Albert  H.  Dolinsky,  New  Haven 
Raymond  S.  Duff,  New  Haven 
Henry  R.  W.  Finn,  Guilford 
Edward  H.  G.  Hon,  New'  Haven 
Ezekiel  S.  McCleary,  Wallingford 
Edwin  J.  T.  Moore,  Waterbury 
John  B.  Morrison,  Orange 
Nicholas  Nickou,  Branford 
Harold  G.  Plakins,  Wallingford 
Lucian  A.  Sawicki,  Wallingford 
Francis  W.  Wcstneat,  Hamden 

NEW  LONDON  COUNTY 

Bernard  Beatman,  New  London 
William  D.  Cochran,  New  London 
Carl  C.  Conrad,  Jewett  City 
Frederick  S.  Eadie,  Norwich 
Albert  G.  Gossclin,  Jewett  City 
James  W.  Sayre,  New  London 
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Student  Members 

Parry  Bernhard  Larsen,  New  Haven 
\ale  Medical  School— 1959 
Pre-Med:  Yale  University 
Parent:  Bernhard  N.  Larsen 

Philip  Edward  Sumner,  Elmwood 
(Intern  Hartford  Hospital— 1959) 

Tufts  University  School  of  Medicine 
Pre-Med:  Harvard  College 
Parent:  Philip  Herford  Sumner 

Meetings  Held  During  April 

April  1 1— Subcommittee  on  Toxemia 

Subcommittee  on  School  Health 
Committee  on  Hospitals 

April  12— Woman’s  Auxiliary  New  Haven  County 
April  17— Local  Committee  on  Arrangements— 
Annual  Meeting 


Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  January  19,  1956 

The  member  societies  and  institutions  were  represented  at 
this  meeting  as  follows:  Connecticut  Agricultural  Experi- 
ment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharmaceu- 
tical Association,  Prof.  Nicholas  W.  Kenney;  Connecticut 
State  Dental  Association,  Dr.  William  Kirschner,  Jr.;  Con- 
necticut Veterinary  Medical  Association,  Dr.  Joseph  DeVita; 
University  of  Connecticut,  Dr.  Stanley  E.  Wedberg;  Yale 
University  School  of  Medicine,  Dr.  Desmond  D.  Bonnv- 
castle. 

The  following  were  also  present:  Dr.  Felix  Blanc,  repre- 
senting the  Pharmacy  Commission;  Dr.  James  C.  Hart, 
representing  the  State  Department  of  Health;  Mr.  Herbert 
Plank,  representing  the  Food  and  Drug  Commission. 

1>R.  WEST’S  GERM-FIGHTER  TOOTHBRUSH 

Dr.  Wedberg  reported  that  he  had  run  some 
more  in  vitro  tests  on  this  toothbrush,  and  they  still 
looked  good;  as  soon  as  exams  were  over  he  was 
going  to  run  mouth  tests  on  brushes  supplied  by  Mr. 
Plank.  He  had  been  surprised  by  the  results;  the 
brushes  killed  bacteria  very  effectively;  he  sug- 
gested that  Dr.  Fisher  have  them  analyzed. 

To  a question  of  Dr.  Kirschner,  Dr.  Wedberg 
replied  that  there  was  no  claim  that  caries  would  be 
reduced.  By  the  next  meeting  he  would  have  results 
from  the  students’  mouths. 

ISONIAZID  IN  THE  TREATMENT  OF  MULTIPLE  SCLEROSIS 

Dr.  Bonnycastle  reported  that  there  had  been 
several  articles  from  New  York  on  this  subject,  and 


50  patients  had  been  treated  in  Switzerland.  The 
New  \ ork  Academy  of  Sciences  had  recently  pub- 
lished a symposium  on  multiple  sclerosis  in  which 
isoniazid  vras  not  even  mentioned,  although  the 
meeting  took  place  after  the  Kurtzke  paper  ap- 
peared. Multiple  sclerosis  was  a disease  that  had 
waxing  and  waning  properties,  which  made  it 
awfully  hard  to  assess  cures— the  effect  of  isoniazid 
in  the  Kurtzke  cases  could  have  been  a euphoric 
one.  We  could  watch  and  see  what  happened;  he 
didn’t  think  this  isoniazid  treatment  was  something 
that  would  sweep  the  world  like  penicillin,  but 
neither  did  he  think  it  would  hurt  anyone. 

THE  AMERICAN  MEDICAL  ASSOCIATION  NEWS  RELEASE 
ON  HOUSEHOLD  AND  AGRICULTURAL  CHEMICALS 

Dr.  Fisher  read  to  the  members  portions  of  a news 
release  of  the  American  Medical  Association  dated 
December  30,  1955  on  “How  Dangerous  are  House- 
hold and  Agricultural  Chemicals?”  This  release  tells 
of  a panel  discussion  held  at  the  meeting  in  Atlanta 
of  the  American  Association  for  the  Advancement 
of  Science  on  December  29.  As  a result  of  that  panel 
discussion,  the  concensus  of  the  meeting  as  sum- 
marized by  the  moderator  was  that  top  priority  in 
accident  prevention  programs  should  be  given  to 
(1)  increasing  safety  awareness  of  laymen;  (2) 
wider  use  of  precautionary  labeling  on  products; 
and  (3)  more  accuracy  in  death  certificates  and  hos- 
pital records  through  proper  identification  of  the 
poisonous  agents. 

In  the  discussion  that  followed,  the  question  of 
whether  stannous  fluoride  toothpaste  was  toxic 
came  up.  Dr.  Kirschner  said  that  he  had  heard  that 
somewhere  in  Europe  a child  had  eaten  toothpaste 
of  this  sort  and  died,  but  he  had  recently  been 
informed  that  only  a tremendous  quantity  of  stan- 
nous fluoride  could  have  produced  such  an  effect. 
Procter  and  Gamble  warned  against  children  under 
six  using  “(.rest”  because  such  children  could  get 
mottled  enamel;  the  manufacturers  had  been  very 
careful  to  advertise  that  fact. 

GRECIAN  FORMULA  1 6 

Dr.  Wedberg  said  that  Dr.  Hewitt  wanted  to 
know  about  a product  of  this  name.  It  was  recalled 
that  at  the  meeting  of  March  31,  1955  Mr.  Plank 
had  submitted  literature  on  this  preparation  which 
carried  a statement  that  “Grecian  Formula  16  re- 
stores gray  hair  to  natural  looking  color,”  and  the 
Committee  had  voted  to  consider  this  claim  fraudu- 
lent unless  the  promoters  could  prove  that  it  was 
not. 
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Tetracycline  Lederle 


in  the  treatment  of 


respiratory  infections 


January  and  his  associates1  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


filled  sealed  capsules 


'January,  ILL.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 

AMERICA/*  CYAN  AM  ID  COMPANY 

PEARL  RIVER.  NEW  YORK 


*REG.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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THROAT  DISTEMPER 


THE  HISTORIAN’S  NOTE  BOOK 


THE  THROAT  DISTEMPER,  1735-1802 

"D  v a lucky  chance  I came  in  to  the  possession  of  a 
^ “Compendious  History  of  New  England” 
which  was  written  by  Jedidiah  Morse,  d.d.  and 
Elijah  Parish,  n.n.,  the  second  edition,1  1809  (first 
edition,  1804). 

We  are  not  especially  interested  in  Morse,2  but 
we  are  in  Parish.3  Parish  was  born  in  Lebanon,  Con- 
necticut in  1762,  graduated  from  Dartmouth  in 
1785.  He  became  pastor  of  the  Congregational 
Church  in  Byfield,  Massachusetts  in  1787,  where  he 
remained  until  his  death  in  1825. 

By  field  was  fifteen  miles  away  from  Kingston, 
New’  Hampshire  where  the  throat  distemper  started 
in  1735.  In  the  Compendious  History  there  is  a 
description  of  the  throat  distemper  which  follows. 
Parish  must  have  talked  with  some  of  the  old  mem- 
bers of  his  church.  He  says  that  it  “appeared  in  1754 
and  1755,  1 784-’85-’86  and  ’87,  and  again  in  1802.” 
He  must  have  personally  seen  some  who  had  it  in 
1802.  He  describes  most  vividly  the  epidemic. 

When  he  says,  “It  has  lately  been  more  under  the 
control  of  medicine,”  I very  much  doubt  it.  Epi- 
demics are  generally  milder  than  at  first. 

This  was  the  same  epidemic  that  Caulfield4 
described  in  1939.  From  Caulfield’s  and  Parish’s  de- 
scriptions I believe  that  it  was  due  to  diphtheria  and 
a streptococcus  infection.  Possibly  it  may  also  have 
been  due  to  a virus  infection.  The  suddenness  and 
mortality  may  have  been  due  to  a mutation  of  one 
of  the  infections.  Jenner  in  his  account  of  the  cow 
pox  describes  very  different  degrees  of  mortality  in 
the  small  pox. 


A Compendious  I listory  of  New  England; 
Jedidiah  Alorse,  Elijah  Parish;  2nd  Ed.  Thomas  and 
Whipple,  1809,  Newburyport.  Chap.  XXIV,  p. 
308  ff. 

“In  1735,  was  the  most  extensive  and  fatal  epi- 
demic, which  has  been  known  in  New  England  since 
its  settlement  by  the  English.  It  was  called  the 
throat  distemper.  The  throat  swelled  w ith  white  or 


Arthur  S.  Brackett,  m.d.,  Riverside 

ash  colored  specks,  an  efflorescence  appeared  on  the 
skin;  there  w as  a great  debility  of  the  whole  system, 
and  a strong  tendency  to  putridity.  Its  first  appear- 
ance was  in  May,  1735,  at  Kingston,  in  New  Hamp- 
shire. The  first  person  seized  was  a child  w ho  died 
in  three  days.  In  about  a week,  it  appeared  four 
miles  distant,  three  children  died  on  the  third  day. 
During  the  summer,  it  spread  through  the  town; 
of  the  first  forty  who  had  it,  not  one  recovered.  In 
August  it  appeared  in  Exeter,  an  adjacent  town, 
w here  127  died;  in  September,  at  Boston,  fifty  miles 
south,  where  1 14  died;  at  Byfield,  fifteen  miles  south 
of  Kingston,  October  23d;  nor  was  it  known  in 
Chester,  an  adjoining  town,  till  this  month.  At  By- 
field, only  one  died  in  October,4  in  November  two 
died,  in  December  ten,  in  January  seven,  in  Febru- 
ary three,  in  March  six,  in  April  five,  in  May  seven, 
in  June  four,  in  July  nine,  in  August  twenty-five, 
in  September  thirteen,  in  October  eight,  in  Novem- 
ber four;  the  last  of  w hich  died  on  the  23d,  so  that 
in  just  thirteen  months  104  persons  died,  which  was 
about  the  seventh  part  of  the  population  of  the 
parish.  Eight  children  were  buried  from  one  family, 
four  of  them  in  the  same  grave;  another  family  lost 
five  children.  In  other  places,  from  three  to  six 
children  were  lost  out  of  a family.  In  some  towns 
one  in  three,  and  others  one  in  four,  who  were  sick, 
died.  In  Hampton  Falls,  20  families  buried  all  their 
children;  27  persons  were  lost  out  of  five  families, 
and  more  than  a sixth  part  of  the  inhabitants  died. 
In  the  province  of  New  Hampshire  alone,  which 
then  had  only  fifteen  towns,  not  less  than  1,000  per- 
sons, of  whom  nine  hundred  were  under  twentv 
years  of  age,  fell  victims  to  this  terrible  malady.5 

“It  was  not  an  enemy  of  any  particular  season  or 
situation.  It  continued  through  the  whole  year.  It 
appeared  afterward  in  1754  and  1755,  spreading 
mortality  through  New  England.  In  some  places  in 
Connecticut,  it  was  quite  as  fatal  as  in  Massachu- 
setts. It  again  alarmed  New  Hampshire  and  Massa- 
chusetts in  1784,  ’5,  ’6,  and  ’7,  and  1802.  It  has  of 
late  been  much  more  under  the  control  of  medicine; 
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but  still  it  is  a formidable  enemy,  walking  in  dark- 
ness; appearing  here  today,  and  perhaps  tomorrow 
in  the  remotest  place,  in  the  neighborhood,  without 
any  intercourse  or  similarity  of  situation;  the  distress 
and  anguish  it  brings  is  often  indescribable;  and 
writhings  and  contortions  of  the  patient  seem  as 
great  as  if  he  were  on  a bed  of  burning  coals.” 

* * # # 

If  one  is  interested  in  life  in  early  New  England, 
I know  of  no  place  where  he  can  go  to  get  a better 
knowledge  of  their  folk  ways,  than  from  the 
“Throat  Distemper  of  1735-40”  by  Caulfield.  It  is  a 
model  of  hard  work  and  original  thought. 

“Throat  Distemper  of  1735-1740,”  published  by  the  Yale 
' Journal  of  Biology  and  Medicine,  1939. 

REFERENCES 

1.  The  first  edition  of  “Compendious  History  of  New 
England”  was  published  in  1804  at  Charlestown,  Massa- 
chusetts. Printed  and  sold  by  Samuel  Etheridge,  Harvard 
University  possesses  a copy  of  this  edition. 

2.  “The  Dictionary  of  American  Biography”  contains  a 
lengthy  article  on  Morse. 

j 3.  Parish:  see  the  Dictionary  of  American  Biography. 

4.  “The  Throat  Distemper  which  occurred  in  His  Magestys 
New  England  Colonies  between  1735  and  1740”  by  Ernest 
Caulfield,  m.d.  Published  for  the  Beaumont  Medical  Club 
by  the  journal  of  Biology  and  Medicine,  1939. 

5.  Dr.  Belknap  in  the  church  records  of  the  Congregational 
Church  in  Byfield.  It  is  possible  that  the  Massachusetts 
Medical  Society  may  have  an  account  of  Dr.  Belknap  who 
was  probably  a member  in  1809. 


New  York  State  Society  Loses  Two  Veterans 

Dr.  Edward  R.  CunnifFe,  who  spent  many  a year 
around  the  AMA  headquarters  reservation,  passed 
away  in  New  York  on  Monday,  March  12.  Ele  was 
75  years  old.  Dr.  CunnifFe  was  best  known  for  his 
work  on  the  AMA  Judicial  Council.  He  was  elected 
to  the  council  in  1936  and  served  faithfully  and 
conscientiously  for  18  years,  10  of  them— 1944  to 
1954— as  chairman.  He  also  served  several  years  as  a 
member  of  the  House  of  Delegates  from  New 
^ ork.  When  the  AMA  held  its  centennial  meeting 
and  celebration  in  Atlantic  City,  Dr.  CunnifFe  had 
much  to  do  with  the  planning.  It  was  largely 
through  his  efforts  that  a commemorative  stamp, 
honoring  the  doctors  of  medicine,  was  issued  by  the 


government  during  the  week  of  the  AMA  centen- 
nial meeting  in  June,  1947.  Dr.  CunnifFe  also  was 
active  in  the  affairs  of  the  Medical  Society  of  the 
State  of  New  York,  serving  as  president  in  1945-46 
and  as  chairman  of  its  board  of  trustees  for  a num- 
ber of  years. 

Dr.  Thomas  R.  McGoldrick,  81,  who  served  as 
vice  president  of  the  AMA  from  1947  to  1948  and 
also  served  many  years  as  a member  of  the  AMA 
House  of  Delegates,  died  March  8 in  his  home  in 
Brooklyn,  N.  Y.  He  had  been  in  poor  health  for 
several  years.  Dr.  McGoldick,  a fine  gentleman  who 
devoted  many  years  of  his  life  to  organized  medi- 
cine, was  probably  best  known  for  his  devoted  work 
on  the  AMA  Council  on  Medical  Service  from  1944 
to  1952.  He  was  a former  chief  physician  of  the 
police  department  in  New  York.  An  internist,  Dr. 
McGoldrick  specialized  in  tuberculosis  and  other 
lung  diseases.  He  served  as  president  of  the  Medical 
Society  of  the  State  of  New  York  in  1943-44,  and 
at  one  time  served  as  president  of  the  Kings  County 
Medical  Society. 

Survivors  include  three  sons,  two  daughters,  a 
brother,  a sister,  and  13  grandchildren.  One  son. 
Dr.  Thomas  A.  McGoldrick,  Jr.,  lives  in  Savannah, 
Georgia. 

Unite  Fields  of  Religion  and  Psychiatry 

Dr.  Kenneth  E.  Appel,  Philadelphia,  recently 
announced  formation  of  the  National  Academy  of 
Religion  and  Mental  Health.  It  is  not  the  first  co- 
operative project  between  the  fields,  but  this  time  it 
has  the  broadest  representation.  Dr.  Appel  is  presi- 
dent of  the  new  organization.  He  is  also  president 
this  year  of  the  Joint  Commission  on  Mental  Health, 
which  was  founded  by  the  AMA  and  seven  other 
national  organizations. 

In  a statement  explaining  the  purposes  of  the  new 
organization,  Dr.  Appel  said: 

“The  national  academy  will  provide  opportunities 
for  study  in  the  relationships  between  religion, 
morality,  and  mental  health.  Because  morality  is  an 
essential  ingredient  in  personality  development, 
morality  is  brought  into  direct  relationships  with 
clinical  medicine.  There  is  need  to  explore  these 
relationships,  particularly  in  the  light  of  new  devel- 
opments in  psychiatry,  psychology,  and  the  be- 
havorial  sciences.” 
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Administration  Opposes  HR7225 

The  Eisenhower  administration  has  taken  a clear- 
cut  stand  on  the  social  security  bill,  1 IR7225.  It 
approves  extension  of  coverage,  hut  opposes  reduc- 
tion of  retirement  age  for  women  and  payments  for 
disability.  The  administration’s  position  was  pre- 
sented to  the  Senate  Finance  Committee  on  March 
22  by  Secretary  Folsom  of  the  Department  of 
1 lealth,  Education,  and  Welfare.  Mr.  Folsom  said 
the  American  people  “ow  e a large  debt”  to  the  com- 
mittee for  its  decision  to  conduct  extensive  hearings. 
Last  year  on  the  House  side  there  were  no  hearings 
prior  to  passage  of  the  bill. 

Mr.  Folsom  reminded  the  committee  that  he  had 
helped  to  establish  the  social  security  system  20 
years  ago,  and  that  he  has  been  close  to  it  ever  since. 
“My  interest  this  morning,”  he  told  the  Senators, 
“is  the  same  as  it  always  has  been— to  support  a 
strong  and  sound  system  of  economic  security  for 
the  American  people.”  But,  he  declared,  Congress 
would  he  endangering  rather  than  strengthening  the 
program  by  enacting  the  two  provisions  in  ques- 
tion. Then  point  by  point  he  listed  his  reasons, 
noting  that  many  of  the  same  arguments  had  been 
made  earlier  before  the  committee  by  physicians 
and  other  witnesses. 

General  Practitioners  Also  Oppose 
Disability  HR7225 

Delegates  to  the  American  Academy  of  General 
Practice,  meeting  in  Washington  for  their  9th 
scientific  assembly,  took  time  out  to  record  their 
opposition  to  the  House-passed  amendments  to  the 
social  security  law  that  would  give  cash  payments 
to  the  disabled  at  age  50.  Dr.  Malcolm  E.  Phelps  of 
El  Reno,  Oklahoma,  who  was  named  president-elect 
of  the  Academy,  called  in  an  address  for  a “search- 
ing review”  of  social  security.  He  warned  that  if 
the  present  trend  for  more  benefits  and  increased 
contributions  continues,  many'  citizens  “soon  will 
be  paying  more  to  the  social  security  tax  collector 
than  to  the  income  tax  collector.” 

In  a letter  to  members  of  the  House  and  Senate, 
delegates  urged  removal  of  the  disability  section 
from  the  bill.  They  made  these  points:  (1)  HR7225 


falsely  assumes  that  disability  determination  is  an 
exact  science  when  actually  such  determination 
hinges  on  nature  and  extent  of  causative  factors,  on 
a doctor’s  diagnostic  skill  and  on  the  w illingness  of 
the  patient  to  be  rehabilitated;  (2)  testimony  devel- 
oped at  the  recent  Senate  hearings  indicates  the 
annual  cost  of  the  disability  program  if  extended  to 
workers  of  all  ages  could  exceed  $2  billion  annually. 

I he  assembly  rejected  a resolution  calling  on  the 
American  Medical  Association  to  increase  member- 
ship dues  as  a means  of  raising  more  money  for 
helping  out  medical  schools.  Delegates  decided  that 
this  was  not  a prerogative  of  the  Academy. 

Bills  Pass  House 

Two  bills  on  military  medical  legislation  went 
through  the  House  w ithout  change,  after  detailed 
hearings  and  study  bv  a subcommittee.  The  expecta- 
tion is  that  action  on  them  will  not  be  long  delayed 
in  the  Senate. 

One  is  designed  to  make  military  medical  careers 
more  attractive  by  allowing  credit  for  time  spent  in 
medical  school  and  internship,  and  setting  up  a series 
of  three  $70  per  month  raises  after  three,  six  and 
10  years’  service.  These  would  be  in  addition  to  the 

r 

present  $100  per  month  special  pay  for  medical 
officers.  Public  Health  Service  medical  officers 
would  benefit,  as  well  as  those  in  Army,  Navy  and 
Air  Force. 

The  other  bill  well  on  its  way  to  becoming  a law 
allows  dependents  of  servicemen  to  receive  private 
hospital  and  medical  care,  with  the  government 
paying  the  costs  of  the  insurance  or  health  plan 
coverage  and  the  dependent  the  first  $25  of  the 
hospital  bill.  The  Secretary  of  Defense,  however, 
could  limit  or  deny  such  private  care  in  areas  where 
he  determines  that  military  medical  facilities  are 
adequate  to  handle  the  service  families. 

Miscellaneous 

Some  of  the  pharmaceutical  houses  have  told 
Secretary  Folsom  that  they  plan  to  use  more  person- 
nel and  equipment  to  step  up  production  of  Salk 
vaccine,  but  his  expectation  still  is  that  it  will  be 
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“many  months”  before  there  will  be  enough  vaccine 
for  three  shots  for  “all  who  need  them.” 

Almost  all  medical  programs  handled  by  U.  S. 
Public  Health  service  are  virtually  assured  of  com- 
fortable increases  in  money  for  next  fiscal  year.  1 he 
House  approved  recommendations  of  its  Appropria- 
tions Committee  without  change.  I he  only  large 
reduction  was  $19  million  in  money  for  the  Hill- 
Burton  hospital  construction  program,  the  com- 
mittee explaining  this  action  was  taken  because  the 
“new”  HB  program  (for  clinics,  chronically  ill 
hospitals,  nursing  homes,  rehabilitation  centers)  is 
getting  off  to  a slow  start. 

A new  suggestion  for  helping  to  pay  for  medical 
care  comes  from  Rep.  Charles  S.  Gubser  (R— Cali- 
fornia). He  is  proposing  that  full  income  tax  deduc- 
tions be  allowed  for  all  medical  expenses  of  children 
under  six  years  of  age. 


House  Votes  $1.9  Billion  Budget  for  Health, 
Education,  and  Welfare 

Without  making  any  changes  in  recommendations 
of  its  Appropriations  Committee,  the  House  on 
March  5 approved  and  sent  to  the  Senate  a budget  of 
about  $1.9  billion  for  the  Department  of  Health,  Ed- 
ucation, and  Welfare.  This  covers  all  agency  opera- 
tions for  the  12  month  period  starting  July  1.  The 
House  cut  $19  million  from  an  administration  request 
of  $130  million  for  Hill-Burton  hospital-clinic-nurs- 
ing home  programs,  but  added  $9  million  to  the 
National  Institutes  of  Health.  Reason  for  the  cut: 
very  little  of  the  funds  appropriated  nearly  two  years 
ago  for  the  expanded  Hill-Burton  program  have 
been  obligated.  Explanation  for  the  increase:  funds 
requested  fall  short  of  amounts  to  obtain  maximum 
benefits,  particularly  training  grants  for  medical 
scientists. 


The  subcommittee  headed  by  Rep.  Fogarty  (D— 
Rhode  Island)  had  high  praise  in  general  for  the 
budget  submitted  and  noted  that  “a  change  in  atti- 
tude” was  reflected  all  the  way  from  elimination  of 
a chartroom  by  the  present  Secretary  to  suggested 
increases  for  medical  research.  On  the  other  hand 
it  deplored  the  fact  that  “nothing  is  being  done 
except  to  study”  the  nurse  shortage  and  that  a “poor 
showing”  has  been  made  in  tackling  problems  of  the 
aged. 

Here  are  some  of  the  items  voted  bv  the  House 
and  which  a Senate  Appropriations  subcommittee 
takes  up  starting  March  12: 


National  Institutes  of  Health,  $1 35,525,000, 
divided  as  follows:  operating  expenses,  $11,922,000; 
Cancer  Institute,  $34,437,000;  Mental  Health, 
$23,749,000;  Heart,  $25,106,000;  Dental  Health, 
$3,471,000;  Microbiological,  $8,799,000;  Allergy  and 
Infectious  Diseases,  $13,345,000;  Neurology  and 
Blindness,  $14,196,000.  All  Public  Health  Service 
activities  (including  NIH)  $375,024,000.  Office  of 
Vocational  Rehabilitation,  $38,910,000.  Food  and 
Drug  Administration,  $6,779,000. 

As  for  many  years,  the  largest  money  item  in  the 
bill  is  for  public  assistance  grants  to  the  States, 
amounting  to  $1.3  billion.  Included  in  this  are  medi- 
cal payments  to  public  assistance  recipients,  and  aid 
to  totally  and  permanently  disabled,  the  blind,  and 
dependent  children. 

Hill  Introduces  Medical  Library  Bill, 
Urges  Early  Action 

Senator  I lill  (D— Alabama)  with  Senator  Ken- 
nedy (D— Massachusetts)  as  co-sponsor,  has  intro- 
duced a bill  taking  the  Armed  Forces  Medical 
Library  from  under  the  Defense  Department  and 
setting  it  up  as  a separate  entity  with  the  name  of 
National  Fibrary  of  Medicine.  They  left  open  the 
question  of  whether  to  place  it  under  the  Smith- 
sonian Institution  as  recommended  by  the  Hoover 
Commission  or  some  other  agency  such  as  the  De- 
partment of  HEW.  One  of  the  points  cited  by 
Senator  Hill  for  the  bill  is  that  the  present  library, 
with  its  wealth  of  material,  provides  considerable 
information  for  civilian  medical  science.  Senator 
Kennedy  stressed  that  the  library  cannot  compete 
for  funds  in  the  Defense  Department  against  the 
needs  and  demands  of  national  defense.  The  bill  has 
been  referred  to  the  Senate  Fabor  and  Public  Wel- 
fare Committee  which  has  no  immediate  plans  for 
hearings. 

The  American  Medical  Association’s  House  of 
Delegates  in  June  of  1954  urged  a new  building  for 
the  present  library  and  called  on  the  government  to 
give  it  “immediate  priority.” 

Aged  Get  Eree  Hospital  Care  Under 
Dingell  Bill 

Rep.  John  D.  Dingell,  Jr.  (D— Michigan)  has 
introduced  a bill  which  his  late  father  championed 
in  vain— free  hospital  care  for  persons  over  65  who 
are  receiving  old  age  benefits.  “The  wise  humani- 
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tarian  features  of  this  bill  are  such  as  to  commend 
themselves  to  all  but  the  most  callous,”  lie  said  in  a 
speech  on  House  floor.  While  fully  aware  that 
AMA  will  oppose  the  measure,  as  it  has  in  past, 
Rep.  Dingell  feels  that  the  plan  w ill  attract  interest 
and  support  at  a time  when  so  much  attention  is 
being  centered  on  health  and  welfare  of  the  aging 
population. 

He  informed  others  that  he  has  not  reintroduced 
compulsory  health  insurance  bill  only  because  the 
time  is  not  right,  not  because  his  enthusiasm  for 
such  radical  reform  is  any  less  than  was  his  father’s. 
“The  day  for  it  will  come,”  he  said.  Note:  His  hos- 
pital care  measure  is  HR9868. 

Report  by  Prof.  Long’s  Committee 

A little  publicized  study  group  of  eight  physicians 
and  scientists  has  submitted  a report  to  the  Secretary 
of  Health,  Education,  and  Welfare  that  promises  to 
stimulate  considerable  debate  by  all  interested  in 
medical  research,  including  members  of  Congress. 

The  committee  was  appointed  by  the  National 
Science  Foundation  a year  ago  at  the  request  of 
former  HEW  Secretary  Hobby  for  “a  critical  re- 
view” of  the  scope  and  distribution  of  all  phases  of 
medical  research  where  U.  S.  funds  are  used.  Head- 
ing the  committee  was  Dr.  C.  N.  H.  Long  of  the 
Yale  School  of  Medicine. 

Three  basic  proposals  of  the  committee: 

1 st,  that  research  within  the  National  Institutes 
of  Health  research  be  levelled  off,  and  policy  and 
personnel  matters  there  be  brought  under  the 
scrutiny  of  an  advisory  board  of  non-governmental 
medical  scientists. 

2nd,  that  other  research  under  the  Public  Health 
Service,  including  teaching  grants  to  institutions 
and  fellowships,  be  put  under  a new  Office  of 
Medical  Research  and  Training  reporting  directly 
to  the  HEW  Secretary  and  outside  the  control  of 
PUS. 

3rd,  that  emphasis  be  placed  on  general  research 
rather  than  the  present  trend  of  specific  grants  for 
specific  disease  studies,  the  so-called  categorical 
approach. 

On  receipt  of  the  report.  Secretary  Folsom 
promised  it  would  be  studied  “intensively”  both  by 
HEW  and  PHS  officials,  but  he  set  no  time  dead- 
lines. 

The  Long  Committee  noted  the  tremendous 
grow  th  in  federal  medical  research  during  and  since 
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World  War  II  and  the  increasing  role  played  by 
PHS.  While  conceding  that  PHS  has  done  its  job 
effectively,  the  committee  felt  that  the  time  has 
come  to  re-examine  the  concentration  of  activities 
under  one  agency. 

On  its  first  point  the  committee  said  NIH  is 
making  a major  contribution  in  medical  research 
and  that  senior  appointments  there  should  actually 
become  “the  most  sought  after  in  the  country.”  It 
suggested  legislation  that  would  permit  employment 
of  research  scientists  at  the  Institute  w ithout  regard 
to  commissioning  in  the  PHS  Corps  or  salary  limita- 
tions imposed  by  civil  service. 

On  its  second  basic  proposal,  the  committee 
recommended  that  the  new'  agency  have  authority 
over  (a)  unrestricted,  long-term  institutional  grants, 
(b)  grants  for  research,  both  categorical  and  non- 
categorical,  (c)  fellowships  and  traineeships  in 
medical  and  related  areas,  and  (d)  grants  for  con- 
struction of  research  and  teaching  facilities. 

Commenting  on  the  categorical  approach  to  re- 
search, the  committee  said  the  public  has  been  “led 
to  believe,  consciously  or  unconsciously,  that  the 
donation  of  sufficient  sums  of  money  is  all  that  is 
needed  to  eradicate  diseases  which  have  plagued 
mankind  for  centuries.” 

In  Congress,  any  move  away  from  categorical 
grants  in  medical  research  is  certain  to  produce 
fireworks.  Some  Senators  and  Representatives  be- 
lieve it’s  Congress’  responsibility  to  pinpoint  where 
money  it  appropriates  is  to  be  spent,  and  they  arc 
not  inclined  to  make  an  exception  for  research 
money. 

Osteopathy  View  Asked  of  Secretary  of 
Defense  Wilson 

Senate  Armed  Services  Committee,  frankly  puz- 
zled on  course  to  take  because  of  differences  within 
armed  forces  over  recognition  of  osteopathy,  has 
called  upon  Charles  E.  Wilson,  Secretary  of  Defense, 
to  referee  the  dispute.  It’s  hard  to  see  how  he  can 
do  other  than  support  House-passed  HR483,  which 
authorizes  commissioning  of  DO’s  in  Medical  Corps. 
To  do  otherw  ise  would  be  undercutting  his  Assist- 
ant Secretary  for  Health  and  Medical  Affairs,  Dr. 
Frank  B.  Berry,  who  ostensibly  was  presenting 
official  position  of  Defense  Department  when  he 
testified  in  favor  of  HR483  last  February'  14.  (Sub- 
sequently the  three  Surgeons  General  appealed  to 
the  committee  to  disapprove  the  bill). 
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FIFTH  ANNUAL 

CONNECTICUT  CAMPAIGN  FOR  AMEF 


The  Fifth  Annual  Connecticut  AMEF  Campaign  to  help 
American  medical  schools  is  being  conducted  by  the  component 
county  medical  associations  of  the  Connecticut  State  Medical  Society. 

Members  of  each  county  association  should  now  be  in  receipt  of  their 
first  invitations  to  support  the  campaign. 

Contributions  to  the  American  Medical  Education  Foundation  may  be 
earmarked  for  any  one  of  the  81  approved  American  medical  schools. 

Every  dollar  goes  to  the  designated  school  because  expenses  of  the 
Foundation  are  underwritten  by  the  American  Medical  Association. 

Also,  contributions  may  be  deducted  from  income  tax. 

Your  profession  is  dedicated  to  the  support  of  medical  education. 

Help  your  county,  state  and  national  associations  to  fulfill  this  import- 
ant obligation  by  sending  in  your  contribution  as  early  as  possible. 
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First  Medical  Education  Week 

I lie  first  national  Medical  Education  Week,  April 
22-28,  received  wide  support  by  all  communications 
media  and  brought  a wealth  of  information  to  the 
public  concerning  the  contributions  of  medical 
education  to  American  living. 

I he  nationwide  information  program,  plans  for 
v Inch  were  started  a year  ago,  called  for  active 
participation  by  medical  associations  at  national, 
state  and  county  levels.  Many  allied  organizations 
also  participated  in  the  activities. 

In  Connecticut,  a statewide  program  of  informa- 
tion activities  concerning  the  progress  of  medical 
education  was  organized  at  the  offices  of  the  State 
Medical  Society.  Informative  material  was  furnished 
to  local  associations,  newspaper  editors  and  editorial 
directors,  radio  and  television  stations  and  all 
secondary  schools  in  the  State. 

A special  information  program  in  cooperation 
with  the  Yale  University  School  of  Medicine  was 
developed  as  part  of  the  week’s  activities.  Dr.  Ver- 
non W.  Lippard,  dean  of  the  Yale  School  of  Medi- 
cine, and  Dr.  Creighton  Barker,  executive  secretary 
of  the  Society,  presented  a radio  panel  discussion 
as  a feature  of  this  phase  of  the  program.  This  was 
presented  as  a special  interview  in  the  weekly  WT1C 
series  Yale  Reports. 

The  three  major  objectives  of  the  program  were 
to  ( 1 ) direct  national  attention  to  medical  educa- 
tion and  the  problems  of  the  medical  school,  (2) 
make  everone  more  keenly  aware  of  the  contribu- 
tions of  medical  science  to  American  living  and 
(3)  foster  widespread  interest  in  the  private  sup- 
port of  medical  education. 

Another  objective  of  the  information  program 
was  to  overcome  false  impressions  concerning 
medical  education  and  to  emphasize  the  progress 
that  is  being  made. 

The  national  observance  was  sponsored  by  the 
American  Medical  Association,  the  American  Medi- 


cal Education  Foundation,  the  Association  of 
American  Medical  Colleges,  the  National  Fund  for 
Medical  Education,  the  Student  American  Medical 
Association  and  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Medical  Associations  Participate  in 
Community  Health  Fairs 

Medical  associations  in  two  major  Connecticut 
communities  recently  participated  in  successful 
health  fairs  in  cooperation  with  voluntary  and  pub- 
lic health  agencies. 

In  Waterbury  the  three-day  event  attracted 
thousands  of  local  residents  w hen  it  was  held  April 
5-7  at  the  Field  Street  Armory.  An  attractive  ten  foot 
illuminated  exhibit  was  sponsored  by  the  Waterbury 
Medical  Association.  Titled  “Your  Bones  and 
Muscles,”  the  exhibit  was  obtained  from  the  Ameri- 
can Medical  Association  and  was  attended  by  mem- 
bers of  the  association  during  the  three  days  of  the 
fair.  Dr.  James  H.  Root,  Jr.  was  chairman  of  the 
committee  in  charge  and  other  members  were  Dr. 
William  P.  Arnold,  Jr.  and  Dr.  Daniel  O’C.  Savers. 

In  Stamford  more  than  6,000  persons  attended  a 
health  fair  sponsored  by  the  Junior  Chamber  of 
Commerce  in  cooperation  with  the  Stamford  Medi- 
cal Society  and  the  Fairfield  County  Medical  Asso- 
ciation. The  event  was  held  in  the  Stamford 
Armory,  March  23-25.  An  exhibit  portraying  the 
growth  of  emergency  medical  call  plans  was  fur- 
nished by  the  State  Medical  Society  and  displayed 
at  the  fair  under  auspices  of  the  Fairfield  County 
.Medical  Association.  In  addition,  an  attractive  health 
exhibit  was  displayed  by  the  Stamford  Medical 
Society. 

Medical  Association  President  Stresses 
Importance  of  Emergency  Call  Plans 

Members  of  the  Bridgeport  Medical  Association 
were  recently  made  aw  are  of  the  growing  import- 
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ance  of  the  emergency  call  plan  operated  by  the 
Association  for  residents  of  the  community. 

In  a letter  to  Association  members  by  President 
Edwin  R.  Connors,  it  is  emphasized  that  the  emer- 
gency system  “is  sponsored  and  paid  for  by  the 
Bridgeport  Medical  Association  and  is  a vital  com- 
munity service.” 

As  published  in  the  April  issue  of  News  Capsule, 
official  publication  of  the  Fairfield  County  Medical 
Association,  Dr.  Connors’  letter  refers  to  legal 
responsibilities  and  other  implications  involved  in 
operation  of  the  plan. 

“The  plan,”  he  states,  “is  not  a service  to  be  used 
for  the  convenience  of  physicians  but  for  a public 
service  for  the  patient  w ho  does  not  have  a private 
physician  or  who  cannot  contact  the  private  physi- 
cian through  no  fault  of  the  physician.  The  medical 
profession  has  a legal  responsibility  for  the  care  of 
patients  who  are  under  the  care  of  a private  physi- 
cian and  the  responsibility  of  the  physician  is  that 
the  patient  receives  that  care  not  only  when  he  is 
available  but  also  when  he  is  out  of  town  or  for 
other  reasons.” 

Pointing  out  that  membership  on  the  physician’s 
emergency  panel  is  entirely  voluntary,  the  letter 
invites  younger  physicians  to  offer  their  services  in 
this  community  project  sponsored  by  the  Associa- 
tion. 

The  Bridgeport  plan  represents  the  first  full-scale 
emergency  call  plan  organized  by  physicians  in 
Connecticut.  Since  its  inception,  17  additional  plans 
have  been  established  by  other  medical  associations 
in  major  communities. 

New  Television  Production 

I lie  new  American  Medical  Association  television 
film  on  cancer  survival  will  be  available  for  spon- 
sorship by  local  medical  associations  soon  after  the 
first  of  April. 

1 itled  “Medicine,  U.  S.  A.  the  Living  Proof,”  the 
production  depicts  what  the  medical  profession  is 
doing  in  cancer  research  and  has  been  especially 
filmed  for  television  use.  Inquiries  concerning  the 
use  of  this  film  by  local  associations  may  be  directed 
to  the  offices  of  the  State  Medical  Society. 

A series  of  television  productions  concerning 
cancer  have  also  been  announced  by  the  producers 
of  the  weekly  ‘Medic”  telecasts.  All  of  these  pro- 
grams w ere  presented  during  the  month  of  April, 
Mondays  at  9:00  p.  m.  over  NBC— TV:  April  9— 


“Don’t  Count  the  Stars”  (cancer  of  the  larynx); 
April  16,  “The  Inconstant  Heart,”  (radiology);  and 
April  23,  I his  Strange  Ending,”  (osteogenic  sar- 
coma). 


Prepaid  Medical  Care 

A basic  point  brought  out  in  a discussion  of  vol- 
untary health  insurance  at  the  recent  AMA  Confer- 
ence on  Rural  Health  is  the  need  for  better  plans 
for  rural  persons.  One  of  the  problems  faced  by  the 
farm  dweller  who  wants  insurance  is  the  fact  that 
lower-cost  group  plans,  usually  provided  through 
offices  or  factories,  are  not  available  to  him.  Special 
insurance  programs  aimed  specifically  at  rural  per- 
sons would  be  helpful,  panelists  said. 

Opening  the  discussion,  Seattle  consulting  actuary 
Wendell  Alii  liman  said  abuses  of  voulntary  health 
insurance  are  a major  cause  of  its  shortcomings. 
1 wo  of  the  biggest  problems  are  the  prospective 
customers  who  don’t  buy  until  they  know  or 
strongly  suspect  they  need  medical  attention,  and 
the  policyholders  who  use  their  insurance  unneces- 
sarily. Four  facts  the  public  should  know  , Milliman 
said,  are: 

1.  I he  cost  of  good  medical  care  is  high,  and 
insurance  carriers  must  compete  for  the  consumer 
dollar  with  sales  of  “more  pleasant  services.”  Both 
factors  tend  to  raise  insurance  prices. 

2.  If  health  insurance  is  to  be  provided  on  a free 
enterprise  basis  to  large  numbers  of  people,  it  has  to 
be  sold;  obviously  the  price  must  cover  the  cost  of 
merchandising. 

3.  I o keep  costs  down,  limitations  must  be  placed 
on  amounts  of  payments  for  medical  services  and 
on  length  of  hospital  stay  covered. 

4.  It  is  obvious  that  insurance  cannot  be  issued 
to  persons  with  “pre-existing”  conditions,  since 
otherwise  insurance  companies  frequently  would  be 
required  to  pay  substantial  amounts  to  individuals 
who  would  buy  insurance  because  they  know  they 
need  medical  care.  Such  people  undoubtedly  would 
drop  their  insurance  after  recovery,  reinstating  it 
only  when  necessary. 

For  these  reasons  health  insurance  cannot  be  ex- 
pected to  cover  the  entire  burden  of  medical  care 
costs,  but  must  be  considered  an  aid  to  payment. 

From  Panel  Discussion  at  AMA  Rural  Health  Conference, 
Portland,  Oregon,  March  8-10,  1956. 
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To  Renew  Your  Faith  in  Humanity,  U.  S.  A. 

A STORY  THAT  WARMS  THE  HEART 

Many  persons  have  testified  and  millions  of  w ords 
have  been  spoken  at  Congressional  hearings  in 
Washington  on  the  social  security  amendments 
(HR7225).  Lost  in  the  maze  of  testimony,  so  often 
the  case  because  people  today  want  knowledge 
packed  in  easy  capsules  to  he  sw  allowed  at  a gulp, 
are  the  words  of  a man  w hose  name  few  people  have 
ever  heard.  He  is  Henry  \ iscardi,  president  of  a 
manufacturing  company  known  as  Abilities,  Incor- 
porated, of  New  York. 

Mr.  Viscardi,  like  many  other  people,  including 
AM  A officers,  appeared  before  the  Senate  Finance 
Committee  on  March  1.  In  his  testimony,  Mr.  Yis- 
cardi  stressed  one  point:  he  was  definitely  opposed 
to  lowering  the  eligibility  age  to  50  for  totally  and 
permanently  disabled  people.  This  statement, 
coming  from  Mr.  Viscardi,  is  not  only  unusual  but 
heartening  because  Mr.  Viscardi  was  born  without 
limbs. 

“I  have  spent  my  life  close  to  this  problem  of 
disability,”  lie  told  the  Senate  committee,  “and  I 
have  a great  faith  in  solutions  which  can  be  obtained 
in  a compeitive,  free  enterprise  spirit  in  our  coun- 
try.” And  with  that  opening  statement  the  story  he 
had  to  tell  would  warm  the  cold  heart  of  even  a 
Nero  or  a Dracula.  “I  was  born  a crippled  child, 
horribly  deformed,  w ith  no  lower  limbs,  and  I spent 
the  first  seven  years  of  my  life,  consecutive  years, 
in  one  hospital,”  he  said,  adding:  “And  when  1 was 
a child,  I remember  asking  my  mother,  ‘Why  me?’ 
And  she  told  me  that  when  it  was  time  for  another 
crippled  boy  to  be  born  into  the  w orld,  the  Lord 
and  his  counselors  held  a meeting  to  decide  w here 
he  should  he  sent,  and  the  Lord  said,  i think  that 
the  Yiscardis  would  be  a good  family  for  a crippled 
boy’.” 

With  that  kind  of  background,  Mr.  Viscardi  to- 
day heads  a manufacturing  company,  founded  three 
years  ago  on  an  $8,000  loan.  In  the  first  year  of 
business,  the  little  company  grew  to  59  employees— 
all  of  them  disabled  persons  who  could  not  get 
work  elsewhere.  He  said  that  the  first  production 
line  in  this  plant  received  a competitive  contract, 
the  lace  cable  assemblies  that  are  a component  of 
the  firing  mechanism  of  sabre  jets,  in  the  early  win- 
ter of  1952,  and  the  first  four  employees  were  hired. 
Among  the  four  men  “we  had  but  five  usable 
arms.”  During  the  first  year  the  company  paid  back. 


with  interest,  the  $8,000  borrowed  from  local  citi- 
zens, and  netted  profits  in  excess  of  $52,000.  During 
the  second  year  the  company  grossed  in  excess  of 
$400,000  in  sales,  and  in  the  third  year  the  company 
grew  to  169  employees— all  of  them  disabled— and 
its  gross  sales  w ere  in  excess  of  $600,000. 

I hese  “totally  and  permanently”  disabled  persons 
made  a striking  contribution  to  the  economy  of  their 
community  and  their  country:  they  produced  goods 
valued  at  $1,248,700;  they  received  salaries  of 
$668,500;  they  paid  $22,650  in  social  security  taxes, 
$6,200  in  withholding  taxes,  $4,830  in  disability  pay- 
ments to  the  State,  and  they-  returned  $2,067,790  in 
new  wealth  to  their  community.  During  these  three 
years  it  would  have  cost  the  community  and  the 
local  government  $415,850  to  have  supported  these 
people  on  relief  rolls. 

He  told  the  Senate  committee:  “Their  disability 
is  because  of  prejudice  and  aversion  and  ignorance 
on  the  part  of  the  industrial  and  commercial  com- 
munity, and  w hat  troubles  me  is  that,  should  we 
stigmatize  our  disabled  people  and  put  on  an  age 
limit  of  50,  we  might  destroy  the  opportunity  for 
them  to  he  productive,  and  w e might  condone  some 
of  the  ignorance  and  some  of  the  prejudice  that  exist 
which  prevent  them  from  exercising  their  abilities 
and  not  their  disabilities.  . . . If  we  could  only, 

in  communities  of  America  and  in  commerce  and 
industry,  shake  the  ancient  superstitions  which  make 
us  divide  our  world  into  able  and  disabled  persons, 
and  the  prevailing  belief  that  the  man  who  has  lost 
his  limbs  is  different  from  other  people.  From  a 
medical  point  of  view,  sure,  he  is  different;  but  in 
society"  and  industry  it  is  his  abilities  that  count 
and  not  his  disabilities.  . . . There  are  no  dis- 
abled veterans  and  there  arc  no  disabled  people— only- 
people.  The  extremes  of  physical  suffering  carry 
with  it  a great  complement,  which  is  the  patience  to 
continue  to  struggle  for  the  right  to  be  considered 
the  same  as  the  rest  of  the  world,  and  not  different. 
There  is  nothing  that  can  he  substituted  for  this 
basic  human  right;  no  honors,  no  pensions,  no 
parades,  no  subsidy,  can  replace  the  wishes  of  every 
person  w ho  has  known  disability  to  live  and  work 
in  dignity,  in  free  and  open  competition  with  all 
the  world,  not  as  a different  person,  but,  rather,  as 
the  same  as  others,  with  varying  degrees  of  w eak- 
ness and  strength  and  complementary  qualities  to 
offset  the  extremes  of  physical  make-up.” 

After  telling  the  Senate  committee  that  every- 
one of  his  169  employees  “could  qualify  for  per- 
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manent  disability  under  terms  of  this  law,”  Mr.  Yis- 
cardi  left  the  stand  with  this  philosophy:  “But  I have 
the  belief  in  other  solutions  to  the  problems  if  we 
can  only  try  them.” 

Polio  Vaccine 

(From  Connecticut  State  Department  of  Health) 

The  Governor’s  Poliomyelitis  Vaccine  Advisory 
Committee  recommended  and  the  Public  Health 
Council  voted  that  poliomyelitis  vaccine  be  limited 
to  children  3-12  years  of  age  and  to  pregnant 
women.  As  you  know  these  are  the  groups  most 
susceptible  to  poliomyelitis  and  should  be  protected 
first. 

In  Connecticut  there  are  approximately  388,000 
children  in  the  three  through  twelve  years  of  age 
group  and  about  50,000  pregnant  women.  If  the 

117.000  children  inoculated  in  the  1955  program  of 
the  National  Foundation  for  Infantile  Paralysis  are 
deducted  from  this  number,  there  are  left  321,000 
of  the  most  susceptible  who  need  to  be  inoculated. 

NOT  ENOUGH  VACCINE  FOR  ALL 

1 here  are  only  250,000  cc.  of  vaccine  for  these 

321.000  most  susceptibles.  That  is  not  enough  for  1 
cc.  per  individual. 

VACCINE  FOR  PRIVATE  USE  IS  FOR  3- 1 2 YEARS  AND 
THE  PREGNANT 

20,000  cc.  of  vaccine  which  have  been  allocated 
for  private  purchase  by  physicians  through  usual 
drug  channels  have  not  yet  come  into  the  State. 
This  vaccine  is  to  be  distributed  by  Eli  Lilly  and 
Company;  Parke,  Davis  and  Company  and  Wyeth, 
Incorporated,  and  may  be  obtained  through  orders 
taken  by  manufacturers’  representatives. 

Physicians  can  obtain  vaccine  through  the  local 

J O 

directors  of  health  from  the  State  supply  as  it  is 
received. 

let’s  all  help  in  vaccinating  the  most 

SUSCEPTIBLES  FIRST 

Again  we  wish  to  stress  that  all  vaccine,  whether 
purchased  by  the  physicians  or  obtained  without 
cost  from  the  local  director  of  health,  is  limited  to 
children  in  the  three  through  twelve  age  group  and 
pregnant  women. 

Parents  are  being  urged  not  to  ask  physicians  to 
vaccinate  children  except  where  they  are  in  the 
eligible  age  group. 
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Conformity  to  the  recommendations  of  the  State 
Advisory  Committee  will  fulfill  our  main  objective 
of  protecting  the  most  susceptible  children  first. 

(From  National  Foundation ) 

1 he  following  compromise  or  emergency  dosage 
schedule  of  Salk  vaccine  coming  into  the  physician’s 
private  practice  seems  warranted  under  current 
conditions  of  supply,  discussed  below: 

1.  Do  not  give  “booster”  shots  between  now  and 
July  1.  There  is  minimal  risk  if,  in  fact,  any  at  all, 
in  giving  primary  or  booster  shots  during  the  polio 
season. 

2.  Use  all  available  vaccine  immediately.  Do  not 
save  it  for  “second  shots,”  even  though  a sterilely 
punctured  vial  of  vaccine  can  be  kept  under  re- 
frigeration for  an  indefinite  length  of  time  without 
impairing  either  safety  or  potency  of  the  vaccine. 

3.  I he  increasing  supply  of  vaccine  should  be  de- 
pended upon  for  second  injections  in  1956.  The 
exact  interval  recommended  between  the  first  and 
second  doses  is  not  critical,  so  long  as  it  is  not  less 
than  two  weeks.  In  fact,  longer  intervals  seem  to  be 
advantageous.  Therefore,  the  second  dose  may  be 
given  at  any  time  without  losing  the  benefit  of  the 
first. 

4.  However,  the  third  dose  should  be  given  not 
less  than  seven  months  after  the  second  but  may  be 
given  at  any  length  of  time  thereafter. 

The  ideal  dosage  schedule  currently  recom- 
mended is:  Two  1 cc.  injections,  spaced  two  to  six 
weeks  apart,  with  a third  1 cc.  (“booster”)  injection 
given  not  earlier  than  seven  months  later.  Ideally, 
the  first  two  injections  should  be  given  immediately 
after  the  previous  polio  season,  in  the  late  fall,  with 
the  booster  injection  being  administered  just  before 
the  subsequent  polio  season.  It  is  easy  to  see  that  this 
is  a schedule  impossible  to  follow  under  the  emer- 
gency conditions  of  1956. 

For  a true  booster  effect,  in  which  antibody 
reaches  very  high  levels,  equal  to  or  exceeding 
those  produced  by  naturally  acquired  immunity, 
the  injection  following  primary  sensitization  must 
be  delayed  at  least  seven  months  or  longer. 

An  increasing  vaccine  supply  may  be  anticipated 
as  the  polio  season  approaches.  There  will  also  be  a 
greater  public  interest  in  getting  vaccination  at  this 
time;  but  because  of  the  time  required  to  induce 
full  immunity,  it  would  be  advantageous  to  give 
the  first  dose  as  early  as  possible  to  all  within  the 
stated  age  groups. 
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The  early  diagnosis  of  esophageal  carcinoma 
presents  certain  well  known  difficulties.  Klayman 
examined  cytologically  forty  patients  with  suspect- 
ed pathologic  lesions  by  lavage  with  Ringer’s  Solu- 
tion via  a Levin  tube  (Aim.  int.  Med.,  43:1,  pp.  33- 
44).  Nineteen  of  20  cases  with  malignancy  were 
correctly  diagnosed  by  cytology.  There  were  no 
false  positive  results.  Of  20  benign  lesions,  all  were 
correctly  reported  on  the  basis  of  the  cytological 
examination. 

Klayman  points  out  that  the  known  limitations 
of  radiology  and  esophagoscopy  in  the  early  diag- 
nosis of  esophageal  carcinoma  are  commonly  recog- 
nized. Out  of  his  own  experience  he  concludes  that 
for  the  early  detection  of  esophageal  malignancy 
exfoliative  cytology  should  be  performed  annually 
and  with  each  exacerbation  of  symptoms  in  patients 
with  cardiospasm  in  addition  to  radiographic  and 
esophagoscopic  examination. 

# * # * 

The  greatest  percentage  of  head  injuries  in  these 
modern  times  is  caused  by  automobile  accidents. 
The  weight  of  the  blow  and  the  acceleration  are 
both  important.  It  is  wise  to  remember  that  severe 
injury  to  the  brain  can  occur  without  evidence  of 
a fracture  of  the  skull  and  that  conversely  the  skull 
can  be  fractured  without  serious  brain  trauma. 

Boehm  stresses  the  fact  that  the  general  practi- 
tioner must  often  assume  the  major  responsibility 
in  the  emergency  treatment  of  head  injuries,  which 
may  mean  ultimately  life  or  death  to  the  victim 
( Jour.  Term.  State  Med.  Assoc.,  48: 10,  357-63 1 ).The 
author  notes  that  the  majority  of  head  injuries  do 
not  require  operation.  Most  patients  having  serious 
craniocerebral  injuries  will  recover  with  conserva- 
tive measures.  A few  of  the  more  seriously  injured 
will  die,  and  a certain  rather  small  percentage  will 
require  immediate  or  delayed  surgery.  Acute  intra- 
cranial hematoma,  compound  or  depressed  skull 
fracture,  chronic  subdural  hematoma  and  subdural 
hygroma  in  the  writer’s  opinion  cover  most  of  the 
situations  demanding  immediate  or  delayed  surgical 
treatment. 

The  determination  of  the  state  of  consciousness, 
the  inspection  of  the  cranium  for  contusions,  ecchy- 


moses  or  lacerations  and  the  state  of  the  blood  pres- 
sure, pulse  and  ease  of  respirations  arc  early  con- 
siderations. A careful  neurological  examination  and 
the  determination  of  the  choice  of  drugs  to  control 
restlessness  and  over-activity  come  next.  Another 
first  consideration  is  the  need  to  take  care  of  any 
injury  that  immediately  threatens  the  patient’s  life. 
Casts  for  fractures,  x-ray  films,  spinal  fluid  and  the 
determination  of  the  need  for  chest  or  abdominal 
operation  follow  in  regular  order. 

# * # # 

Keefer  expresses  the  opinion  that  there  is  mount- 
ing evidence  to  show  that  the  number  of  complica- 
tions or  side  effects  following  the  use  of  antibiotics 
is  increasing  (W.  V a.  Med.  Jour.,  52:1  pp.  1-4). 
He  offers  the  following  headings  outlining  briefly 
the  more  common  reactions. 

1.  Anaphylactic  shock.  Observed  most  often  fol- 
lowing the  administration  of  procaine  penicillin  and 
from  penethamate,  rarely  from  streptomycin  or 
chlortetracycline.  Reactions  are  often  severe  and 
approximately  50  per  cent  terminate  fatally. 

2.  Commonest  hypersensitive  reactions  are  skin 
eruptions  or  serum  sickness  type  reactions. 

a.  Reactions  most  frequent  after  several  courses 
of  penicillin. 

b.  Continuation  of  penicillin  treatment  in  patients 
with  urticaria  may  or  may  not  be  tolerated. 

c.  Skin  tests  are  unreliable  in  the  prediction  of 
the  occurrence  of  reactions. 

d.  The  incidence  of  reaction  is  highest  in  contact 
dermatitis,  i.e.,  application  of  penicillin  to  inflamed 
skin  or  mucous  membrane. 

e.  It  is  least  frequent  following  oral  administra- 
tion. 

f.  It  is  twice  as  common  in  allergic  persons  as  in 
nonallergic  (asthma,  hay  fever). 

g.  An  unusual  type  of  reaction  following  peni- 
cillin is  a reaction  of  the  skin  at  the  site  of  previous 
trichophytin  infection  following  injection  of  peni- 
cillin. 

h.  The  duration  of  hypersensitiveness  is  unpre- 
dictable. Desensitization  is  unsatisfactory  and  may 
be  dangerous. 
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i.  A safe  course  to  follow  is  the  use  of  another 
antibiotic  when  a hypersensitive  person  requires 
treatment. 

j.  Cortisone  is  the  agent  of  choice  in  the  treat- 
ment of  hypersensitiveness. 

3.  Injury  to  the  blood  forming  organs  can  be 
prevented  in  the  main  by  avoiding  the  use  of 
chloramphenicol. 

4.  The  gastrointestinal  disturbances,  namely, 
nausea,  vomiting  and  diarrhea,  are  common.  The 
two  more  serious  forms  of  diarrhea  are  staphylo- 
coccic enteritis  and  pseudomembranous  enteritis. 

# # * * 

The  treatment  of  threatened  abortion,  according 
to  Paddock,  is  an  age-old  problem  (III.  Med.  Jour., 
108:3,  PP-  167-170).  The  very  first  step  is  to  get 
the  patient  under  control.  Absolute  rest  in  bed  is 
the  primary  treatment,  along  with  enough  sedation 
or  analgesics  to  keep  her  comfortable.  If  the  bleed- 
ing persists  without  further  progressive  symptoms 
the  bed  rest  should  continue  for  at  least  twenty  four 
hours  after  the  bloody  discharge  has  stopped.  After 
this  period  she  may  be  allowed  up.  taking  on  new 
duties  with  the  utmost  caution. 

Hormonal  therapy  is  a controversial  subject  in 
this  situation.  The  author  does  not  commit  himself 
on  this  subject  beyond  a discussion  of  the  pros  and 
cons  of  the  matter.  He  points  out  that  the  prospect 
of  an  indefinite  period  of  enforced  bed  rest  is  dis- 
heartening. Every  effort  should  be  made  to  build 
and  maintain  morale.  Persistence  in  conservative 
treatment  is  the  keynote  in  the  treatment  of  threat- 
ened abortion. 

* # # * 

Gubnitsky  and  Waghelstein  report  A Case  of 
Cat  Scratch  Disease  Manifested  by  Generalized 
Lymphadenopathy  (Maryland  State  Med.  Jour.,  4:7, 
pp.  407-408).  This  case  showed  typical  clinical 
manifestations  plus  positive  skin  reaction  to  the 
antigen,  leaving  little  doubt  as  to  the  diagnosis. 
The  chief  interest  in  this  case  is  that  a generalized 
lymphadenopathy  need  not  deter  one  from  making 
the  diagnosis  of  cat  scratch  disease. 

* # # * 

The  middle-lobe  syndrome  since  its  description 
in  1948  has  received  considerable  attention.  It  con- 
sists of  an  atelectasis  with  chronic  pneumonitis  in- 


volving the  right  middle  lobe.  According  to  Linds- 
kog  and  Spear  this  process  of  compression  broncho- 
stenosis with  atelectasis  and  pneumonitis  may  occur 
in  any  lobe  but  by  reason  of  anatomy  the  middle 
lobe  is  singularly  susceptible  to  this  damage  (New 
Eng.  Jour.  Med.,  253:12,  pp.  489-495). 

The  authors  call  attention  in  a study  of  seven 
cases  to  the  difficulty  of  establishing  an  accurate 
clinical  diagnosis.  Each  of  the  cases  studied  pre- 
sented a distinct  pathologic  entity  and  in  addition 
some  clinical  and  radiologic  features  in  common 
with  middle-lobe  syndrome.  The  conclusion  seems 
to  be  that  the  definitive  diagnosis  of  middle-lobe 
syndrome  can  be  made  only  by  surgery  and  after 
examination  of  the  resected  specimen,  and  not  on 
the  basis  of  clinical,  bronchoscopic  and  radiologic 
findings. 

• * # * 

Evans  states  that  radioactive  iodine  in  the  study  of 
thyroid  disorders  is  very  satisfactory  in  the  diag- 
nosis and  treatment  of  hyperthyroidism  ( Jour.  Iowa 
State  Aled.  Soc.,  XLV:4,  pp.  179-184).  This  report 
covers  seven  years  of  research.  Further  studies  are 
planned  that  will  help  in  evaluating  the  laboratory 
findings  in  unusual  thyroid  disorders  and  in  under- 
standing how  thyroid  activity  is  affected  by  changes 
in  the  other  endocrine  glands.  The  author’s  final 
word  is  that  the  use  of  radioiodine  in  the  diagnosis 
and  treatment  of  thyroid  carcinoma  is  still  in  the 
investigative  stage. 

• • * # 

Warburg,  w riting  in  Science  (123:3191,  pp.  309- 
314),  emphasizes  the  importance  of  determining 
experimentallv  the  fermentation  of  cancer  cells. 
Cancer  cells,  according  to  Warburg,  originate  from 
normal  body  cells  in  two  phases:  ( 1 ) the  irreversible 
injuring  of  respiration,  and  (2)  the  replacement  of 
the  lost  respiration  energy  by  fermentation  energy. 
Because  of  the  morphological  inferiority  of  fer- 
mentation energy,  the  highly  differentiated  body 
cells  are  converted  into  undifferentiated  cells  that 
grow'  wildly  and  are  the  cancer  cells. 

On  the  basis  of  the  above,  mutation  and  carcino- 
genic agent  are  empty  words  and  the  continual 
discovery  of  miscellaneous  cancer  agents  and  cancer 
viruses  by  obscuring  the  real  phenomena  produce 
only  harm. 
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LETTERS  TO  THE  EDITOR 

Comments  on  the  Presentation  of  Unstained 
Cytological  Smears  for  Mailing 

To  the  Editor: 

In  the  article  entitled,  “Experience  with  cervical 
smears  in  Bridgeport:  1950-54”  by  A.  Emerson 
Dunphy  and  William  Curley,  Jr.  in  the  February, 
1956  issue  of  the  Connecticut  State  Medical 
Journal,  the  glyercine  method  of  preparing  slides 
for  shipment  to  the  laboratory  is  recommended. 

Since  1947  the  Cytology  Laboratory  in  Hartford, 
Connecticut  has  received  smears  by  mail  from  doc- 
tors throughout  Connecticut.  The  above  mentioned 
method,  originally  devised  by  Ayre  and  Dakin 
(1946),  of  applying  glycerine  to  the  wet  smear  and 
covering  with  another  slide  for  mailing  was  tried 
and  discarded.  It  was  considered  unsatisfactory  from 
the  laboratory  standpoint  because  of:  ( 1 ) the  time 
required  for  releasing  the  smears  from  their  glycer- 
ine-adherent covers  and  for  clearing  them  of  their 
glycerine  films;  (2)  the  loss  of  considerable  cellular 
material  in  the  separation  process;  and  (3)  the 
doubling  of  the  number  of  slides  to  be  processed 
and  read  in  order  to  include  material  clinging  to  the 
covering  slides. 

With  the  growing  use  of  the  cytological  method, 
there  is  an  increasing  necessity  for  an  easy  way  of 
sending  smears  to  the  cytology  laboratory.  This 
method  should  be  easy  for  the  doctor,  requiring  a 
minimum  of  time  and  material,  and  easy  for  the 
receiving  laboratory,  requiring  a minimum  amount 
of  preparation  prior  to  the  routine  Papanicolaou 
staining. 

Quite  by  accident  in  our  laboratory  we  found 
that  w et  smears  immediately  fixed  in  alcohol/ether 
fixative  and  subsequently  air  dried,  appeared  to  give 
satisfactory  results.  To  test  this  opinion,  the  fol- 
lowing experiment  was  undertaken. 

Experimental  slides  were  made  on  three  “patients.” 
Five  of  the  ten  slides  on  each  patient  were  marked 
“dry”  and  five,  “w'et.”  Vaginal  aspirations  were 
made  and  smeared  on  the  ten  slides  at  one  time.  The 


ten  slides,  for  each  patient,  were  immersed  at  one 
time,  while  still  wet,  into  alcohol/ether  solution 
and  removed  by  pairs  (one  “wet”  and  one  “dry”) 
at  intervals  of  5,  15,  30,  45  and  60  minutes.  The 
“dry”  smear  in  each  case  was  set  apart  to  air  drv 
whereas  the  “wet”  smear  was  removed  to  80  per 
cent  alcohol  without  being  permitted  to  dry.  The 
thirty  smears  were  transferred  to  one  tray  for 
simultaneous  staining  by  the  usual  method. 

1 he  stained  slides  w ith  labels  obscured  were  sub- 
mitted to  two  pathologists  and  three  experienced 
cytologists  for  comparative  study  and  grading  ac- 
cording to  excellence  of  staining  and  clarity  of 
detail. 

There  was  no  consistent  selection  by  the  five 
microscopists  for  wet  or  dry  smears. 

As  a result  of  these  observations,  all  slides  received 
in  our  laboratory  for  the  past  five  years  are  dried 
before  processing,  and  dried  slides  received  by  mail 
have  been  satisfactory  for  interpretation.  In  the  last 
year  alone  approximately  twenty-six  thousand 
smears  have  been  done  according  to  this  method. 

From  our  experience,  a practical  technique  is  as 
follows: 

1.  Fixation  of  a thinly  spread  w et  preparation  in 
alcohol/ether  for  30  to  45  minutes. 

2.  Air  drying. 

3.  Protective  packing  for  mailing. 

4.  At  the  laboratory,  immersion  in  80  per  cent 
alcohol  after  suitable  marking. 

5.  Routine  Papanicolaou  staining. 

We  find  that  drying  of  smears  after  proper  fixa- 
tion in  no  w^ay  spoils  their  affinity  for  stains  or  dis- 
torts the  cellular  details  so  as  to  render  them  unsatis- 
factory for  interpretation  according  to  the  highest 
cytological  standards. 

Elizabeth  S.  Wheeler,  ph.d., 
Cytologist 

Cytology  Laboratory 
67  Jefferson  Street 
Harftord,  Connecticut 
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REGULATIONS  FOR  THE  CONVERSION  OF  MEMBERSHIP  INTO  THE  CMS 
PREFERRED  CONTRACT  OR  THE  CMS  LOWER  INCOME  CONTRACT 


A.  CURRENT  STANDARD  CMS  CONTRACT 

1.  New  Enrollment: 

CMS  Standard  Contract  will  not  be  offered  to 
potential  new  groups  after  March  20,  1956. 

2.  Re-offerings: 

Groups  who  are  now  enrolled  in  the  CMS  Stand- 
ard Contract  will  not  be  permitted  to  enroll  em- 
ployees through  a re-offering  after  March  20,  1956, 
unless  the  group  has  converted  its  membership  to 
the  CMS  Preferred  Contract  or  to  the  CMS  Lower 
i Income  Contract. 

3.  Voluntary  Enrollment: 

New  employees  of  a group  enrolled  in  the  CMS 
Standard  Contract  will  be  permitted  to  enroll  under 
this  contract  if  they  apply  for  membership  within 
60  days  of  date  hired. 

Current  members  in  the  CMS  Standard  Contract 
may  add  or  cancel  dependents  to  their  membership 
in  accordance  with  the  existing  enrollment  regula- 
tions. 

4.  Termination  of  Contract: 

All  benefits  and  membership  under  the  existing 
CMS  Standard  Contract  will  terminate  at  midnight, 
December  31,  1956.  Conversion  of  CMS  groups 
with  CMS  Standard  coverage  to  either  the  Pre- 
ferred or  the  CMS  Lower  Income  Contract  must 
be  completed  not  later  than  November  15,  1956  for 
January  1,  1957  effectiveness. 

Those  groups  who  have  not  converted  as  of  this 
date  will  be  automatically  converted  to  the  Pre- 
ferred Contract  effective  with  their  January  1, 
1957  billing.  (See  exception  below.) 

All  enrollment  received  from  groups  holding 
CMS  Standard  Contract  after  October  20,  1956  will 
be  accepted  for  either  Preferred  or  CMS  Lower 
Income  Contracts,  to  be  effective  January  1,  1957. 

5.  Exception: 

CMS  groups  with  Standard  Contract  who  provide 
this  coverage  to  their  employees  through  union 
agreements  will  be  permitted  to  retain  the  Standard 
Contract  until  the  expiration  of  their  agreement. 
However,  the  group  must  have  entered  into  this 
agreement  prior  to  April  1,  1956.  No  new  agreement 
entered  into  after  March  31,  1956  can  include  the 


Standard  Contract.  Requests  for  acceptance  of 
union  agreement  including  Standard  Contract  cov- 
erage negotiated  after  March  31,  19^6  must  be 
referred  to  the  director  of  enrollment. 

H.  REVISED  CMS  LOWER  INCOME  CONTRACT 

1.  1 his  contract  will  be  available  to  new  groups 
on  April  1,  1956.  1 he  earliest  effective  date  for  this 
contract  will  be  July  1,  1956. 

Note:  All  new  groups  who  have  been  sold  this 
contract  between  April  1,  1956  and  May  20,  1956 
w ill  become  effective  July  1,  1956. 

2.  The  earliest  effective  date  for  conversion  of 
groups  participating  in  the  CMS  Standard  Contract 
to  the  revised  CMS  Low  er  Income  Contract  w ill  be 
July  1,  1956. 

C.  CONVERSION  OF  GROUPS  NOW  ON  CMS  STANDARD 
CONTRACT  DURING  APRIL  I,  1956  THROUGH 
NOVEMBER  20,  1 956 

i.  Requirements  for  the  conversion  of  groups  as 
indicated  in  the  following  relate  to  total  number  of 
CMS  Standard  Contracts  in  effect  in  the  group  at 
the  time  of  conversion  and  not  to  the  number  of 
eligible  employees. 

Note:  I he  earliest  effective  date  for  conversion 
to  the  CMS  Lower  Income  Contract  will  be  July 

I,  1956. 

a.  Groups  w ith  less  than  io  contracts  must  effect 
a 100  per  cent  conversion  to  Preferred  Contract  or 
Lower  Income  Contract  to  remain  on  Group  Bill- 
ing. No  split  billing  will  be  permitted. 

(1)  Members  of  groups  w ith  less  than  io  contracts 
w hich  cannot  fulfill  the  above  requirement  may  have 
their  membership  transferred  to  a Direct  Payment 
basis  for  either  the  Preferred  or  Lower  Income 
Contract  as  desired.  In  such  instance,  the  group  bill- 
ing w ill  no  longer  be  available. 

b.  Groups  with  io  or  more  contracts. 

It  is  desirable  wherever  possible  to  have  these 
groups  convert  ioo  per  cent  to  the  Preferred  Con- 
tract, or  if  requested,  to  the  Lower  Income  Con- 
tract. 

In  the  event  100  per  cent  cannot  be  obtained. 
Split  Billing  will  be  permitted  only  for  those  groups 
that  meet  the  following  requirements: 
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(1)  If  a group  desires  the  Preferred  Contract: 

(a)  A minimum  of  io  or  75  per  cent  of  the  sub- 
scribing employees,  whichever  is  greater,  must  elect 
to  convert  to  the  Preferred  Contract. 

(b)  The  remaining  employees  will  be  converted 
to  the  CMS  Lower  Income  Contract. 

(c)  Groups  which  fail  to  meet  the  minimum 
requirements  of  75  per  cent  will  be  converted  to  the 
CMS  Lower  Income  Contract. 

(2)  In  the  event  the  group  takes  no  action  regard- 
ing the  CMS  Standard  Contract,  membership  will 
be  converted  100  per  cent  to  Preferred  Contract 
effective  January  1,  1957. 

Note:  When  employees  who  do  not  wish  to  con- 
vert to  the  Preferred  Contract  are  less  than  5 per 
cent  of  the  enrolled  group  which  converted  to  the 
Preferred  Contract,  their  Standard  Contract  mem- 
bership will  be  transferred  to  the  Lower  Income 
Contract  and  billed  on  a Direct  Payment  basis. 

CROUPS  CURRENTLY  ON  SPLIT  BILLING 

Every  effort  must  be  made  to  convert  present 
CMS  Standard  Contract  members  to  the  Preferred 
Contract  prior  to  November  15,  1956  for  January 
1,  1957  effectiveness. 

Unless  prior  notice  has  been  received  of  intent  to 
take  the  Lower  Income  Contract  as  permitted  above, 
all  CMS  Standard  Contract  holders  on  split  billing 
as  of  December  31,  1956  will  be  automatically  con- 
verted to  the  Preferred  Contract  as  of  12:01  A.  m. 
January  1,  1957. 

OUR  NEIGHBORS 

Vermont 

A questionnaire  sent  to  all  chiefs  of  staff  of  hos- 
pitals in  Vermont  regarding  the  availability  of 
nurses  at  their  respective  hospitals  revealed  a pre- 
ponderance of  shortage  of  nurses,  in  many  instances 
critical.  Replies  showed  a compromise  existed  in 
patient  care  due  to  a shortage  of  trained  nursing 
personnel.  This  problem  is  considered  by  V ermont 
physicians  to  be  of  significant  importance  to  the 
medical  profession,  sufficient  to  call  for  a stand  on 
the  problem  by  the  Vermont  State  Medical  Society. 


Dr.  Murdock  Honored 

Thomas  P.  Murdock  of  Meriden,  a trustee  of  the 
American  Medical  Association,  was  named  Blue  Shield 
Commissioner-at-large  at  the  recent  annual  Blue 
Shield  conference  in  I lolly  wood,  Florida.  Dr. 
Murdock  is  one  of  three  representatives  from  the 
AMA  Board  of  Trustees  on  the  Blue  Shield  Com- 
mission. He  replaces  Dr.  Walter  Martin,  past  presi- 
dent of  the  AMA. 

New  Nursing  Education  Program  at  Yale 

Beginning  in  the  autumn  of  1956  Yale  University 
will  concentrate  all  of  its  activities  in  nursing  edu- 
cation on  a new  program  leading  to  the  Master  of 
Science  in  Nursing  degree.  Hereafter,  candidates 
for  admission  to  the  School  of  Nursing  must  have 
completed  their  basic  training  in  nursing  as  well  as 
their  collegiate  studies.  The  3 1 months  basic  nursing 
program  will  be  continued  for  students  currently 
enrolled  but  will  terminate  when  these  students 
receive  their  Master  of  Nursing  degrees  in  June, 
1958.  Beginning  in  September,  1956  the  School  will 
accept  only  graduate  students  in  nursing  for  the 
new  one-year  program. 

These  graduate  students  will  take  advanced 
courses  in  mental  health  and  public  health  nursing 
and  in  addition  courses  being  planned,  particularly 
in  obstetrics  and  pediatrics.  The  program  will  draw 
upon  the  teaching  resources  not  only  of  the  School 
of  Nursing  but  also  of  the  Yale  School  of  Medicine 
and  of  other  departments  of  the  University.  In- 
cluded among  these  will  be  the  Departments  of 
Psychiatry  and  of  Public  Health  and  the  Child 
Study  Center. 

Originally  students  with  two  years  of  college 
were  admitted  to  a basic  nursing  program  and  re- 
ceived the  Bachelor  of  Nursing  degree.  In  1934  the 
entrance  requirements  were  raised  to  a bachelor’s 
degree  and  the  Master  of  Nursing  degree  has  been 
awarded  ever  since.  In  1949  the  School  also  added 
an  advanced  program  in  mental  health  nursing  lead- 
ing to  a degree  of  Master  of  Science,  a foreunner 
of  the  new  program  starting  in  September. 

The  Yale  School  of  Nursing,  established  in  1932, 
was  the  first  autonomous  school  of  nursing  in  a uni- 
versity, with  its  own  dean  and  faculty,  and  the  first 
to  base  student  instruction  and  experience  on  an 
educational  plan  rather  than  on  a system  of  appren- 
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REPORT  OF  THE  TREASURER 

The  financial  statements  prepared  bv  Seward  and  Monde, 
auditors  of  the  Society,  are  printed  in  entirety  in  the 
agenda.  These  statements  are  respectfully  submitted  as  the 
report  of  the  Treasurer. 

Frank  H.  Couch 


Seward  and  Monde 
Certified  Public  Accounts 

205  Church  Street 
New  Haven  10,  Connecticut 

The  Connecticut  State  Medical  Society 
New  Haven,  Connecticut 

We  have  examined  the  balance  sheet  of  The  Connecticut 
State  Medical  Society  as  of  December  31,  1955  and  the 
related  statements  of  income  and  surplus  for  the  year  then 
ended,  have  reviewed  the  system  of  internal  control  and 
the  accounting  procedures  of  the  Society,  and  without  mak- 
ing a detailed  audit  of  the  transactions,  have  examined 
or  tested  accounting  records  of  the  Society  and  other  sup- 
porting evidence  by  methods  and  to  the  extent  we  deemed 
] appropriate. 

General  Fund: 

Cash  in  banks,  reconciled  and  confirmed  by  direct  cor- 
respondence with  the  depositories,  is  accounted  for  as 
follows: 


National  Savings  Bank  of  New  Haven  10,530.39 

Chelsea  Savings  Bank  of  Norwich 10,273.81 

43,481.00 

r°tal  $64,757.91 

The  Second  National  Bank  of  New  Haven  confirmed 
directly  to  us  that  as  of  December  31,  1955,  they  held  the 
following  securities  as  agent  for  the  Treasurer  of  The 
Connecticut  State  Medical  Society: 

1 1 1 r. 1 ! [ ! 

United  States  Treasury  Bonds: 


FACE  VALUE  RATE  AND  MATURITY  BOOK  VALUE  MARKET  VALUE 


$2,000  2 Z%  °/o  1957 

$2,000.00 

$2,002.50 

7,000  2/2%  1969 

6-795 -7  3 

6,674.06 

5,000  2'/2%  1970 

5,000.00 

4.759-38 

3,000  2/2%  1971 

2,979.11 

2,855.62 

Province  of  Canada  Bonds: 

3,000  Province  of  Nova  Scotia 
3%%  Deb.  due  March 
'5,  >964  

2,988-75 

3,007.50 

3,000  Province  of  Saskatche- 
wan 3%%  due  February 
1,  1966  

3,021.60 

2,880.00 

Stock: 

50  shares  Celanese  Corp.  of 
Amer.  Ser.  A 454%  cumu- 
lative preferred  

•ri 

00 

•A 

3.693-75 

Commercial  accounts: 


The  Second  National  Bank  and  Trust 

Company — Journal  collections  $ 7,651.00 

The  Second  National  Bank  and  Trust 
Company — Journal  revolving  fund....  3,600.00 
The  Second  National  Bank  and  Trust 
Company — Secretary’s  office  revolv- 
ing fund  4,000.00 


The  Second  National  Bank,  Trust  De- 
partment: 

Income  cash  account 

Principal  cash  account 


5,951.62 

74-29 

$21,276.91 


Savings  accounts: 

Connecticut  Savings  Bank  of  New 
Haven  $10,447.49 


Connecticut  Savings  Bank  of  New 
Haven  


12,229.31 


Total  $27,966.44  $25,872.81 

Dues  receivable  of  $2,044  are  segregated  by  countie 
follows: 

COUNTY  AMOUNT 

Fairfield  $ 504 

Middlesex  84 

Litchfield  28 

New  London  

Hartford  812 

New  Haven  ^4 

Tolland  ^ 

Windham  28 


Total  $2,044 


Accounts  receivable— Journal,  of  $1,917.96  consist  of 
S 1 >395-59  due  from  advertisers  and  $522.37  due  for  reprints. 

Accounts  payable — Journal,  of  $424.48  represents  amounts 
due  for  printing  expenses  in  connection  with  reprints. 
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The  following  is  a comparison  of  budgeted  and  actual 
general  expenses: 

ACTUAL  OVER 
OR  (under) 


BUDGET 

ACTUAL 

BUDGET 

Secretary's  office  

....$30,580.12 

$30,200.95 

($ 

379-37) 

Treasurer’s  office  

....  5,845.00 

5,456.69 

( 

388.31) 

General  and  contingent  4,950.00 

5,541.02 

591.02 

Public  relations  

....  17,175.00 

15,022.42 

( 2 

,152.58) 

Committee  allotments 

..  4,800.00 

3,581.82 

( I 

,218.18) 

Building  maintenance 

....  7410.00 

7.772.30 

362.30 

Journal  

38,988.38 

2 

,658.38 

Total  

.$107,090.32 

$106,563.58 

($ 

526.74) 

Annual  Meeting  Fund: 

Cash  was  confirmed  directly. 

Gurdon  W.  Russell  Fund: 

Cash  was  confirmed  bv  direct  correspondence  and  the 
Second  National  Bank  of  New  Haven  confirmed  directly 
to  us  that  as  of  December  31,  1955,  they  held  the  following 
fund  securities  as  Agent  for  the  Treasurer  of  the  Connect- 
icut State  Medical  Society: 

BOOK  MARKET 

FACE  VALUE  VALUE  VALUE 

$691.12  New  York,  New  Haven  and 

Hartford  Railroad  Co.  4% — due  2007 $ 458.00  $ 504-52 


$985.61  New  York,  New  Haven  and 
Hartford  Railroad  Co.  4 !4% — due  2022  338.00  675.14 

$523.27  New  York,  New  Haven  and 
Hartford  Railroad  Co.  5%  conv.  pfd. 

stk. — Series  A 1 34.00  340.78 

$1,000.00  Boston  and  Albany  Railroad 
Company,  4%%  improvement  bonds, 

due  August  1,  1978 820.00  830.00 

$5,000.00  U.  S.  Treasury  bonds,  2%% 

due  1959  5,000.00  4,893.75 


Totals  $6,750.00  $7,244.19 


O.  C.  Smith  Fund: 

We  confirmed  the  principal  and  income  cash  by  direct 
correspondence. 

Building  Fund: 

During  the  year  funds  have  been  transferred  from  the 
general  funds  to  the  reserve  for  depreciation.  Cash  of 
$8,997.60  was  confirmed  directly. 

By  vote  of  the  House  of  Delegates  on  December  8,  1955 
the  Society  has  been  authorized  to  proceed  with  plans  for 
a new  addition  to  its  present  building.  As  of  December 
31,  1955  contractual  obligations  thereon  amounted  to  ap- 
proximately $48,000. 

Clinical  Congress: 

Cash  was  confirmed  directly  by  the  depositories. 


General: 

1 he  Secretary’s  office  has  acted  as  collection  agent  for 
the  American  Medical  Association’s  dues  for  the  year 
1955.  At  December  31,  1955  all  collections  to  that  date  had 
been  remitted  to  The  American  Medical  Association. 

By  vote  of  the  council,  a pension  plan  has  been  adopted 
for  Society  employees  effective  April  1,  1955.  The  Second 
National  Bank  of  New  Haven  has  been  appointed  trustee 
of  the  plan  under  an  agreement  dated  August  29,  1955. 

In  our  opinion,  the  accompanying  balance  sheet  and  state- 
ments of  income  and  surplus  present  fairly  the  position 
of  The  Connecticut  State  Medical  Society  at  December  31, 
1955,  and  the  results  of  its  operations  for  the  year,  in  con- 
formity with  generally  accepted  accounting  principles  ap- 
plied on  a basis  consistent  with  that  of  the  preceding 
year. 

Seward  & Monde, 

Certified  Public  Accountants 

New  Haven,  Connecticut 
March  9,  1956 


Balance  Sheet,  December  31,  1955 
Statement  of  Income  and  Surplus 


GENERAL  FUND 

ASSETS 

Cash  $64,757.91 

Investments  (Market  value  $25,872.81) 27,966.44 

Dues  receivable — 1955  2,044.00 

Accounts  receivable — Journal  1,917.96 

Automobile  emblems  on  hand 381.00 

Prepaid  insurance  887.29 


Total  $97,954.60 

LIABILITIES 

Accounts  payable: 

Journal  $ 424.48 

Due  to  Building  Fund  50.00 

Accrued  commissions — 1955  dues 10.85 

Surplus  97,469.27 


Total  $97,954.60 

ANNUAL  MEETING  FUND 

Cash  $17,758.73 

Prepaid  expenses— 1956  annual  meeting 70.30 


Total  $17,829.03 

LIABILITIES 

Surplus  $17,829.03 


Total  $17,829.03 
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SPECIAL  FUNDS 


Gurdon  W.  Russell  Fund: 


Cash  

$ 

682.20 

Investments  (market  value  $7,244. 

'9> 

6,750.00 

$ 

O.  C.  Smith  Trust  Fund: 

Principal  cash  

$ 

1 ,000.00 

Income  cash  

271.16 

Building  Fund: 

Due  from  General  Fund  

S 

50.00 

Land  

12,270.31 

Building  and  equipment 

81,253.57 

74J2.20 


1,271.16 


$ 

Cash — savings  account  (funded  re- 
serve for  depreciation) 


93,573.88 

8,997.60 


102,571 .48 


Clinical  Congress: 
Cash  


2.395-77 


Total 


$1 1 3,670.61 


Grand  total 


.$229,454.24 


LIABILITIES 


Gurdon  W.  Russell  Fund — capital $ 7,432.20 

O.  C.  Smith  Trust  Fund — capital 1.271.16 

Building  Fund: 

Reserve  for  depreciation $ 8,997.60 

Capital  93,573.88 

102,571.48 

Clinical  Congress — capital  2,395.77 


Total  $113,670.61 


Grand  total  $229,454.24 


General  Fund 

Year  Ended  December  31,  1955 

Income: 

Dues  earned  $77,866.50 

Less,  Commissions  paid 294.00 

$77,572.50 

Interest  and  dividends  on  investments 2,101.48 

Sale  of  automobile  emblems 35-5° 

Rental  income  2,290.00 

Income  from  collection  of  A.M.A.  assessments  597-39 

Gross  income  $82,596.87 


Expenses: 

Secretary’s  office  $30,200.95 

Treasurer’s  office  5,456.69 

General  2,684.32 

Contingent  fund  2,856.70 


Public  relations  15,022.42 

Committee  allotments  3,581.82 

Building  maintenance  7,772.30 

67,575.20 


Excess  of  general  income  over  expenses $15,021.67 

Less,  Excess  of  expenses  over  income — Journal 

operations  1,510.46 

Net  income  $13,511.21 

Surplus,  January  1,  1955 $88,865.15 

Less,  Appropriations  out  of  surplus: 

Scholarship,  net  of  $200  gift 

from  Allied  Medical  Arts. .$1,800.00 

Pension  plan  payment 3,107.09 

4,907.09 

$8  3 ,958.06 


Surplus,  December  31,  1955 $97,469.27 


Details  of  Expenses 
Year  Ended  December  31,  1955 


Secretary's  Office: 

Personal  Services  $29,671.94 

Less,  Transferred  from: 

Treasurer’s  office  $3,250.00 

Collection  AMA  dues 750.00 


4,000.00 

$25,671.94 


Executive  secretary  expense 1,311.34 

Executive  secretary  expense — prior  years 710.32 

Office  supplies  175-76 

Printing  and  postage 893.92 

Automobile  expense  779.22 

Telephone  and  telegraph 186.73 

Bank  charges  19.42 

Publications  42.12 

Social  security  taxes 324-°4 

Miscellaneous  86.14 


Total  $30,200.95 

Treasurer's  Office: 

Clerical  and  bkkp.  services $ 3,250.00 

Auditors  570.00 

Fiscal  agent  367.00 

Postage  and  printing — (collection  of  society  dues)  260.14 

Collection  of  AMA  dues 985.43 

Telephone  and  telegraph '9-79 

Miscellaneous  4.33 


Total  $ 5,456.69 


General: 

Chairman  of  Council $ 300.00 

President  of  Society 300.00 

Council  768.19 
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Delegates  to  AMA  convention 963.73 

Blue  Cross  premium  for  employees 352.40 


Total  S 2,684.32 

Contingent  Fund: 

Semi-annual  meeting- — House  of  Delegates $ 237.44 

Boston  meeting  on  AMA  Session 83.26 

Conference  of  Presidents 80.00 

CMS  committee  1 1 4.37 

Conference  on  State  Hospitalization >05.51 

School  Health  committee  363.49 

Contribution — AMEF  i, 000.00 

Massachusets  State  Medical  Society 100.00 

Staff  attendance — AMA  meeting 148.71 

Conference  on  Physicians  and  Schools 154.20 

Cleft  Palate  conference 66.00 

Economics  of  Medical  Practice 24.00 

Neonatal  Mortality  committee 27.50 

Psychiatric  Sendee  in  General  Hospitals 25.32 

Committee  on  Emergency  Medical  Service 23.00 

Charter  By-Laws  22.00 

Blood  Bank  committee 9.37 

Building  committee  13.59 

Scholarship  expenses  45-50 

Meeting  notices  32.00 

Nutrition  council  dues 5.00 

President’s  picture  8.00 

Miscellaneous  168.44 


Honorary  members  7.00 

Mental  health  1 24.38 

Maternal  mortality  and  morbidity 68.04 

Hospital  committee  105.32 

Professional  relations  7.00 

Medical  education  and  licensure 106.47 

State  legislation  693.60 

A.M.E.F.  campaign  975.84 

Advisory'  committee — Welfare  Department '93-39 

Conference  committee — Bar  Association 57-73 

Committee  on  postgraduate  education 102.67 

Cornell  crash  injury  committee >37-69 


$3,581.82 

Building: 

Taxes  $ 1,737.02 

Janitor  960.00 

Insurance  428.08 

Electricity',  gas  and  water 873.17 

Fuel  423.32 

Alaintenance  of  grounds 507 .84 

Depreciation  and  obsolescence 1,400.00 

Supplies  109.62 

Telephone  798.60 

Repairs,  replacements  and  maintenance 534.65 


$ 7772-3° 


Total 


Pttblic  relations: 


2,856.70 


Statement  of  Journal  Operations 
Year  Ended  December  31,  1955 


Personal  services $ 9,925.00 

Printing  and  postage $ 1,041.99 

Publications  '84.95 

Clipping  service  260.30 

Telephone  and  telegraph >74-64 

Family'  health  record 626.08 

Travel  and  expense — AMA  meeting 894.12 

Meetings  of  public  relations  committee  591.01 

Health  Exhibits — Country'  Fairs 910.62 

Television  productions  >>9-3> 

Supplies  and  miscellaneous 191.90 

Social  security'  taxes >02.50 

5,°97-42 

Total  $15,022.42 


Covnnittee  Allotments: 


Income: 

Advertising  (net  of  commissions) $29,765.19 

Subscriptions  1,204.10 

Reprints  5,870.30 

Electrotypes  48477 

Single  copy  18.27 

Roster  book  100.00 

Miscellaneous  35.29 

$37,477.92 

Expenses: 

Personal  services  $ 7,609.43 

Manufacturing  cost: 

Printing  $25,785.92 

Postage  and  handling 583.54 

Electrotypes  1,210.01 

Reprints  2,937.79 


Public  health  $ 

National  legislation  

Pharmacy'  joint  committee 

Medical  care  of  veterans 

Council  of  New  England  State  Medical  Societies 

Dental  conference  committee 

Cancer  coordinating  committee 

Cooperation  committee — Yale  

Committee  on  food,  drugs,  cosmetics 


88.74  3°,5>7-26 

78.65 

1 5 1. 1 4 Office  Operation: 

189.29  Telephone  $ 48.58 

128.63  Office  expense  198.18 

>36.36  Sales  tax  29-49 

9 1.99  Clerical  assistance  75-oo 

4.95  Travel  expense — editor  304.73 

>32.94  Publications  27.50 
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Miscellaneous  55.8 1 

Social  security  taxes 122.40 

861.69 

38,988.38 

Excess  of  expenses  over  income $ 1,510.46 


Statement  of  Income  and  Surplus 
Annual  Meeting  Fund 
Year  Ended  December  31,  1955 


Income: 

Exhibits  $ 9,750.00 

Expenses: 

Program  Committee  and  Local  Com- 
mittee on  arrangements $ 61.84 

Telephone  68.05 

School  rental  and  janitor  service 382.20 

Printing  and  postage 1,554.27 

Badges  81.10 

Exhibit  decorator,  rentals  and  equip- 
ment   1,520.73 

Meeting  Operating  Expenses 1 76.54 

Ann’l  Mtg.  House  of  Delegates 43475 

Lunches  and  dinner  expense  (guests 

and  entertainment)  '09.59 

Extra  help,  clerical,  police,  firemen 794.80 

Speakers  and  visiting  delegates 1,030.48 

Council  dinner  290.32 

Guest  speaker  and  music — annual  din- 
ner   395-oo 

Miscellaneous  5.92 

6,905.59 


Excess  of  meeting  income  over  meeting  expenses. .$  2,844.41 

Surplus,  January  1,  1955 $14,420.67 

Add,  Interest  earned  on  savings  account  563.95 

14,984.62 


Surplus,  December  31,  1955 $17,829.03 


Statement  of  Capital 
Special  Funds 

Year  Ended  December  31,  1955 

GURDON  W.  RUSSELL  FUND 

Balance,  January  1,  1955 $ 8,786.44 

Add,  Interest  and  dividends  on  savings  accounts 
and  bonds  296.01 


$ 9,082.45 


Deduct,  Disbursements  for  sundry  items  of  equip- 


ment and  furniture 1,650.25 

Balance,  December  31,  1955 $ 7,432.20 

O.  C.  SMITH  FUND 

Balance,  January  1,  1955 $ 1,240.02 

Add,  Interest  received  on  savings  accounts 3 1 - 1 4 

Balance,  December  31,  1955 $ 1,271.16 


BUILDING  FUND 


Balance,  January  1,  1955 $93,523.88 

Add,  Contribution  received 50.00 

Balance,  December  31,  1955 $93,573.88 


BUILDING  FUND— RESERVE  FOR  DEPRECIATION 


Balance,  January  1,  1955 $ 7,385.32 

Add,  Interest  earned 212.28 

Transferred  from  general  funds 1,400.00 


Balance,  December  31,  1955 $ 8,997.60 


Statement  of  Income  and  Capital 
Clinical  Congress  Fund 
Year  Ended  December  31,  1955 


Income: 

Registrations  $ 1,128.00 

Expenses: 

Committee  meetings  $ 104.03 

Speakers  666.05 

Badges  24.00 

Telephone  15.68 

Printing  and  postage 740.86 

Rentals  1 24.54 

Clerical  assistance  48.00 

Miscellaneous  11.27 

'734-43 

Excess  of  expenses  over  income $ 606.43 

Surplus,  January  1,  1955 $ 2,926.08 

Add,  Interest  earned  on  savings  account  76.12 

3,002.20 

Surplus,  December  31,  1955 $ 2,395.77 
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REPORT  OF  THE  MANAGING  EDITOR  OF 
JOURNAL 

It  is  trite  to  say  that  one  has  had  a successful  year,  yet, 
looking  back  over  the  twelve  months  as  a managing  editor 
must,  both  the  financial  revenue  from  increased  advertising 
and  the  evidence  of  an  enlarging  interest  in  the  Journal 
by  a greater  influx  of  manuscripts,  silently  testify  to  the 
fact  that  the  year  has  been  both  satisfying  and  successful. 
At  least  that  is  the  way  it  appears  to  one  who  has  kept  his 
eye  on  every  movement  in  an  endeavor  to  convert  such 
into  progress. 

The  Editorial  Board  has  met  under  the  chairmanship  of 
the  literary  editor.  The  responsibilities  assumed  by  the 
Board  members  have  been  of  invaluable  assistance  and  with 
the  added  encouragement  of  the  literary  editor  augurs  well 
for  the  coming  year.  To  mention  only  a few:  One  Board 
member  at  his  own  suggestion  created  the  new  department 
entitled  “Our  Medical  World”  and  is  supplying  copy  for 
that  department  from  time  to  time.  Another  member  has 
labored  faithfully  through  heat  and  floods  to  keep  “From 
Our  Exchanges”  alive  each  month.  Other  members  have 
supplied  editorials  and  scientific  manuscripts  spontaneously 
or  by  request  and  all  have  given  freely  of  their  time  and 
advice  in  the  consideration  of  articles  submitted  for  publica- 
tion. One  of  our  most  valuable  members,  Thomas  T. 
Mackie  of  Westport,  died  suddenly  not  long  after  his 
return  from  an  official  visit  to  Surinam.  His  short  term 
of  service  on  the  Board  was  of  much  service  to  the  Journal. 
Our  news  editors,  except  for  one  county,  continue  to 
supply  a generous  quota  of  events  transpired. 

Because  the  Journal  received  and  published  several  manu- 
scripts on  various  phases  of  insurance  by  both  members 
and  nonmembers  during  the  year,  these  will  now  appear 
in  a separate  department  entitled  “Insurance  and  the 
Physician.”  Accounts  of  travel  to  other  countries  are 
being  received  from  time  to  time,  this  year  to  Israel  by 
one  of  our  members. 

Dr.  Hugh  Caven  and  the  managing  editor  were  privileged 
to  participate  in  the  State  Journal  Conference  in  Chicago 
in  November.  Many  of  the  innovations  which  have  appeared 
from  time  to  time  have  resulted  from  these  conferences. 
Perhaps  our  best  known  such  innovation,  now  copied  by 
the  Journal  of  the  American  Medical  Association,  is  the 
summary  placed  at  the  beginning  of  each  scientific  article. 

The  Convention  Issue,  published  before  the  annual  meet- 
ing in  April,  featured  Stratford  with  illustrations  of  certain 
historical  landmarks  in  that  town.  It  also  carried  the 
detailed  program  of  the  scientific  sessions  together  with 
photographs  of  the  principal  speakers. 

In  detail,  there  were  published  during  1955  sixty-nine 
scientific  papers,  48  by  members  and  21  by  nonmembers. 
In  addition  to  the  seven  insurance  papers  previously  men- 
tioned, there  were  two  other  manuscripts  of  a nonscientific 
nature  written  by  laymen.  “Progress  in  Clinical  Medicine” 
appeared  in  nine  issues,  six  of  the  articles  from  the  pen  of 
members.  “The  Historian’s  Note  Book”  appeared  in  eight 
issues  and  was  contributed  by  three  of  our  members  and 
by  one  of  our  friends  in  Canada.  There  were  67  editorials, 
20  obituaries,  and  42  book  reviews.  G.  B.  continues  to  be 


a regular  contributor,  testifying  to  his  interest  in  his  friends 
across  the  3,000  miles  which  intervene. 

The  Journal  office  has  continued  to  function  smoothly, 
largely  due  to  the  faithfulness  of  its  secretary,  Mrs.  Vivian 
Keriola.  Dr.  Barker  and  his  staff  have  been  of  assistance 
in  many  ways  for  which  the  Journal  is  duly  grateful.  It 
is  a pleasure  to  labor  in  such  an  atmosphere.  The  year 
has  been  a happy  one.  We  bespeak  your  continued  interest 
and  support. 

Respectfully  submitted, 
Stanley  B.  Weld 


REPORT  TO  THE  HOUSE  OF  DELEGATES  ON 
CONNECTICUT  MEDICAL  SERVICE 

The  report  of  Connecticut  Medical  Service,  Inc.  for  1955 
(7th  year  of  operation)  presented  at  the  Annual  Meeting 
of  the  Board  of  Directors  on  February  21,  showed  increases 
in  membership,  premium  receipts,  claims,  reserves,  a sig- 
nificant increase  in  the  number  of  Participating  Physicians 
and  decreased  operating  costs.  Details  are  omitted  here  as 
the  Annual  Report  has  been  widely  distributed. 

Changes  have  been  made  in  subscribers  contracts,  regula- 
tions and  administrative  procedures  all  directed  toward  im- 
provement of  the  plan  for  the  public  and  the  Participating 
Physicians.  These  changes  have  been  printed  and  sent  to 
members  of  Connecticut  Medical  Service  and  to  Participat- 
ing Physicians;  but  for  the  special  information  of  members 
of  the  House  of  Delegates,  they  will  be  summarized  in  this 
report. 

A.  Extended  Benefits  Endorsement  of  the  Preferred  Con- 
tract. 

1.  Enrollment  of  infants  at  15  days  of  age  instead  of  at 
the  age  of  one  month. 

(This  is  a long  step  toward  covering  the  serious  illnesses 
of  early  infancy.) 

2.  Explanation  of  Service  Benefits.  Subscribers  now  agree 
to  provide  Participating  Physicians  and  the  Corporation 
with  any  information  as  he  or  it  may  reasonably  require 
to  substantiate  a claim  by  the  member  for  Service  Benefits. 

(This  addition  to  the  regulations  along  with  the  change 
in  the  claim  blank  should  clarify  the  question  of  whether 
or  not  a member  is  entitled  to  Service  Benefits.) 

3.  Change  in  in-hospital  medical  care  benefits. 

(a)  $5  per  day  for  first  14  payable  days;  and  $4  per  day 
up  to  120  days. 

(b)  Medical  care  benefits  available  on  the  15th  postopera- 
tive day- 

(This  change  was  made  to  give  more  adequate  reimburse- 
ment to  physicians  for  nonsurgical  care  in  the  hospital.) 

4.  Surgical  Benefits. 

(a)  Payment  is  provided  for  two  or  more  unrelated 
surgical  operations  performed  on  a member  by  two  or  more 
individual  surgeons  on  any  one  day. 

(This  will  provide  more  adequate  coverage  for  members 
who  have  to  have  the  care  of  different  specialists  in  any 
one  day.) 
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(b)  13  additional  procedures  covered. 

(These  were  procedures  which  were  in  the  Standard  Con- 
tract but  were  omitted  in  the  Preferred.) 


(c)  Increase  in  fees  for  180  surgical  procedures.  With  a 
few  exceptions,  these  were  procedures  the  fees  of  which 
were  not  raised  above  the  Standard  Contract  fee  at  the 
time  the  Preferred  Contract  was  devised. 

5.  Radiological  Benefits.  Now  available  up  to  $100  in  any 
one  year  instead  of  $50. 

(This  will  enable  members  who  require  more  than  one 
G.  I.  Series  in  any  year  to  have  more  adequate  coverage.) 

B.  Lower  Income  Contract. 


In  1954  the  Preferred  Contract  was  started  by  CMS,  and 
by  this  time,  approximately  50  per  cent  of  the  members 
have  availed  themselves  of  this  contract.  This  contract  with 
the  Extended  Benefits  Endorsement  provides  the  working 
people  of  Connecticut  with  broad  coverage  at  a moderate 
premium.  It  also  has  an  adequate  fee  schedule  and  the 
Service  Benefit  level  is  sufficiently  high  so  that  the  majority 
of  the  members  are  entitled  to  Service  Benefits. 


However,  there  are  in  Connecticut  a group  of  people  with 
lowr  incomes,  and  to  provide  these  people  with  a plan  that 
they  can  afford  to  buy,  Connecticut  Medical  Service,  after 
detailed  analysis,  decided  to  take  steps  to  discontinue  the 
original  Standard  Contract  and  substitute  a lower  income 
service  benefit  contract. 


The  simplest  way  to  accomplish  this  was  to  use  the  Pre- 
ferred Contract  as  a base  and  reduce  to  75  per  cent  of  the 
Preferred  Contract  the  service  level,  the  fee  schedule  and 
the  premium  to  be  charged  for  the  new  contract.  After  full 
consideration  by  the  Professional  Policy  Committee  and  the 
Board  of  Directors,  this  proposal  was  sent  to  all  Participat- 
ing Physicians  for  opinion — 2,604  received  copies  of  the 
proposal  and  1,502  replies  were  returned,  72  per  cent  of 
I those  who  replied  favored  the  proposal.  Based  on  this 
result,  the  Board  of  Directors  of  the  Corporation  at  its 
Annual  Meeting  voted  to  replace  the  Standard  Contract 
with  the  new  Lower  Income  Contract.  It  will  be  of  great 
service  to  an  important  segment  of  our  population. 

C.  Special  Individual  Membership  Contract. 

People  who  are  individually  employed  or  who  work  in 
groups  of  less  than  ten  are  faced  with  the  problem  of 
obtaining  satisfactory  prepaid  medical  care  coverage.  In 
the  overall  picture,  they  are  really  second  class  citizens 
when  it  comes  to  having  adequate  sickness  insurance.  After 
more  than  a year  of  study  as  to  how  this  problem  could 
! be  met,  Connecticut  Medical  Service  will  offer  all  of  these 
1 people  in  Connecticut  under  age  seventy  an  opportunity 
to  buy  this  coverage  on  a 90-dav  deferred  acceptance  con- 
tract. 

D.  Extra-Protection  Contract. 


Work  has  been  done  on  planning  an  extra-protection 
contract,  and  while  at  the  time  this  report  is  written  no 
contract  is  available,  it  is  expected  that  some  type  of  a 
contract  to  cover  this  field  will  be  available  in  the  near 
future. 

The  addition  of  an  extended  Benefit  Contract  along  with 
the  Preferred  Contract  and  the  Lower  Income  Contract 
should  provide  the  people  in  all  economic  groups  in  our 
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state  with  an  opportunity  to  insure  against  the  costs  of 
medical  care  according  to  their  desires  and  means. 

This  was  the  first  year  of  operation  with  the  new  method 
of  selecting  the  Professional  Policy  Committee.  As  you 
undoubtedly  remember,  at  the  present  time  only  the  Chair- 
man of  the  Committee  is  selected  by  Connecticut  Medical 
Service.  The  other  eleven  members  are  selected  either  by 
the  Participating  Physicians  themselves  or  by  one  of  the 
components  of  the  Connecticut  State  Medical  Society.  This 
method  of  selection  of  the  Committee  has  proved  to  be 
very  satisfactory. 

This  report  of  the  activities  of  Connecticut  Medical  Serv- 
ice for  1955  shows  the  progress  that  is  being  made  to  solve 
the  economic  problem  of  medical  care.  It  is  the  result  of 
painstaking  work  by  the  members  of  the  Board  of  Directors, 
the  Professional  Policy  Committee,  the  Executive  Staff  and 
the  understanding  of  the  Participating  Physicians. 

Connecticut  Medical  Service  could  be  compared  to  a 
wheel— the  hub  of  the  wheel  is  made  up  of  the  Board  of 
Directors,  the  Professional  Policy  Committee  and  the  exec- 
utive Staff;  the  spokes  of  the  wheels  are  the  Participating 
Physicians  and  the  rim  of  the  wheel  is  the  members.  We 
are  fortunate  in  Connecticut  that  all  parts  of  the  wheel  are 
strong. 

The  understanding  and  cooperation  of  the  Participating 
Physicians  is  excellent.  This  is,  apparently,  due  to  the 
fact  that  most  of  our  physicians  realize  that  Connecticut 
Medical  Service  is  good  for  their  patients  and,  also,  that 
the  success  of  the  undertaking  is  important  for  the  physi- 
cians themselves. 

Social  change  is  a natural  phenomenon,  like  a river,  you 
cannot  dry  it  up,  but  by  means  of  dykes,  bridges  and  dams 
you  can  guide  it  and  control  it.  All  are  in  favor  of  con- 
trolling the  river,  but  there  is  bound  to  be  some  difference 
of  opinion  as  to  where  to  place  the  dykes,  bridges  and 
dams. 

The  social  change  in  the  economics  of  medical  care  has 
been  rapid  in  the  past  fifteen  years.  Third  Parties  are  with 
us  and,  apparently,  are  going  to  increase  in  their  impor- 
tance. Some  type  of  agency,  either  government  or  private, 
in  going  to  underwrite  the  costs  of  medical  care.  The  only 
agency  in  which  physicians  themselves  are  able  to  influ- 
ence the  policies,  is  a venture  such  as  Connecticut  Medical 
Service.  Without  the  cooperation  of  physicians,  the  ven- 
ture will  fail;  but  with  their  cooperation  and  understand- 
ing, a demanding  social  obligation  will  be  met. 

Respectfully  submitted, 

Thomas  J.  Danaher,  President 


REPORT  OF  THE  EDITORIAL  BOARD  OF  THE 
CONNECTICUT  STATE  MEDICAL  JOURNAL 


H.  M.  Marvin,  Chairman 


Frederick  A.  Beardsley 
Hugh  J.  Caven 
Mark  A.  Hayes 
Samuel  D.  Kushlan 
Ward  McFarland 
Marshall  Pease 


Charles  H.  Peckham 
Clair  Rankin 
Allan  J.  Ryan 
Michael  S.  Shea 
Mark  Thumin 
Stanley  B.  Weld 
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ANNUAL  RK PORTS 


The  first  meeting  of  the  enlarged  Editorial  Board  was 
held  early  in  December,  1955  and  was  attended  by  eleven 
of  the  thirteen  members.  The  Committee  records  with  deep 
sorrow  the  death  of  one  of  its  members,  Dr.  Thomas  T. 
Mackie,  before  he  could  give  us  the  benefit  of  his  broad 
knowledge  and  wise  counsel. 

The  entire  evening  was  devoted  to  a discussion  of  cur- 
rent policies  and  of  methods  that  might  make  the  Journal 
even  more  attractive  and  valuable  to  its  readers.  It  was 
recognized  that  the  new,  enlarged  Board  had  been  created 
in  the  hope  and  belief  that  each  member  would  participate 
actively  in  the  Journal’s  affairs,  and  all  those  present  sig- 
nified their  eagerness  to  do  so. 

There  was  active  discussion  of  many  suggested  changes, 
some  of  which  might  be  mentioned  as  evidence  of  the 
Board’s  interest: — participation  of  all  members  of  the  Board 
in  writing  editorials,  the  inclusion  of  a summary  at  the 
beginning  of  each  article,  the  solicitation  of  more  case  re- 
ports from  physicians  in  general  practise,  the  creation  of 
a new  department  to  include  all  forms  of  insurance  medi- 
cine, the  consolidation  of  all  news  departments  into  one, 
the  submission  of  abstracts  by  Board  members,  the  creation 
of  an  award  for  the  best  paper  published  each  year,  and 
the  possibility  of  asking  each  major  city  in  the  state  to 
accept  the  responsibility  for  certain  departments  in  the 
Journal  for  a specified  issue  once  a year.  Many  other 
topics  were  mentioned  and  discussed  briefly. 

The  meeting  was  characterized  by  great  enthusiasm  and 
a fine  spirit  of  willingness  to  help  Dr.  Weld  carry  the  heavy- 
burden  that  he  has  borne  so  wonderfully  during  the  past 
several  years.  Unfortunately,  the  Literary  Editor  has  not 
been  able  to  participate  as  actively  as  expected  in  recent 
months,  but  expects  to  devote  much  greater  time  and  effort 
to  the  Journal  during  the  coming  year. 

Another  full  meeting  of  the  Board  is  planned  for  the 
near  future.  Suggestions  from  members  of  the  Society  are 
eagerly  solicited. 

Respectfully  submitted, 

H.  M.  Marvin 


REPORT  OF  THE  CONNECTICUT  COMMITTEE 
FOR  THE  AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 


William  G.  H.  Dobbs,  Chairman 


Milton  M.  Lieberthal 
Charles  E.  Jacobson,  Jr. 
G.  Robert  Downie 
Louis  O.  LaBella 


Orvan  W.  Hess 
Paul  J.  Gerity 
Marjorie  A.  Purnell 
Mervyn  H.  Little 


This  committee  is  now  in  its  second  year  of  activity, 
having  been  appointed  in  October  1954.  Previously  AMEF 
campaign  activities  had  been  conducted  by  the  Public  Rela- 
tions Committee. 

Four  meetings  of  the  committee  were  held  during  the 
year  to  further  the  Connecticut  Campaign  to  aid  the  med- 


ical schools.  All  campaign  activities  were  conducted  by 
mailings  from  the  state  level  except  for  the  last  three 
months  of  the  year,  when  the  Hartford  County  Medical 
Association  appointed  a committee  which  very  success- 
fully implemented  the  campaign  in  that  county. 

This  type  of  county  activity  has  been  explored  and  en- 
couraged by  the  committee.  Similar  committees  have  been 
appointed  by  the  Fairfield  County  Medical  Association  and 
by  the  New  Haven  County  Medical  Association.  It  cur- 
rently appears,  therefore,  that  county  campaigns  to  aid  the 
medical  schools  will  play  an  expanding  role  in  the  AMEF 
Campaign  for  1956. 

The  successful  implementation  of  the  1955  campaign  by 
county  action  was  recognized  at  the  National  Conference 
of  the  AMEF  held  in  Chicago  early  this  year.  At  that  time 
Dr.  Charles  E.  Jacobson,  member  of  the  state  committee 
and  chairman  of  the  AMEF  Committee  of  the  Hartford 
County  Medical  Association,  was  invited  to  attend  the 
conference  to  relate  the  activities  of  the  county  campaign. 
The  chairman  of  this  committee  also  attended  the  confer- 
ence to  discuss  the  coordination  of  county  campaigns  at 
the  state  level. 

The  1955  campaign  brought  total  contributions  from  572 
Connecticut  physicians  of  $12,193.  1°  addition  1114  physi- 
cians contributed  $40,207  directly  to  their  medical  schools 
through  alumni  funds.  These  latter  figures  are  available  in 
a special  report  made  possible  through  the  cooperation  of 
medical  schools  with  AMEF.  Combining  the  alumni  fund 
total  with  AMEF  contributions,  medical  schools  received 
$52,400  from  1686  Connecticut  physicians  or  56%  of  the 
Society’s  3,039  members.  In  Hartford  County  the  total 
contributions  that  were  sent  directly  to  the  AMEF  Cam- 
paign in  Hartford  netted  $3,606  from  322  physiciains. 

The  total  national  contribution  by  physicians  to  AMEF 
in  1955  amounted  approximately  to  $650,651  from  25,116 
contributors.  In  addition  a contribution  of  $100,000  was 
received  from  the  American  Medical  Association.  Contribu- 
tors to  alumni  funds  numbered  36,162  physicians  and  the 
amount  of  total  contributions  to  these  funds  was  reported 
at  $1,748,587.  The  combined  figures  produced  a total  of 
$2,399,238  from  61,278  physicians,  the  AMA,  other  medical 
associations  and  the  Woman’s  Auxiliary. 

Especially  noteworthy  during  the  1955  campaign  was  the 
interest  and  activity  of  all  chapters  of  the  Woman’s  Auxili- 
ary on  behalf  of  AMEF.  A number  of  chapters  sponsored 
teas,  rummage  sales  and  other  projects  to  raise  contribu- 
tions. Each  chapter  also  contributed  generously  from  its 
treasury  funds.  The  total  amount  of  the  Woman’s  Auxiliary 
contributions  in  Connecticut  reached  $1,476. 

The  committee  appreciates  the  continuing  support  of 
Connecticut  physicians  in  furthering  the  objectives  of  this 
national  effort  to  aid  medical  education. 

Respectfully  submitted, 
William  G.  H.  Dobbs 


(To  be  continued) 
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OBITUARIES 


Dr.  Ernest  Kilborn  Loveland  was  born  in  Morris, 
Connecticut,  January  27,  1871  and  died  in  Water- 
town,  Connecticut,  October  29,  1955.  He  married 
1 Kate  Randall,  also  of  Morris.  They  had  one  son, 
JE.  Randall  Loveland. 

Dr.  Loveland  graduated  from  the  Columbia  Col- 
lege of  Pharmacy  in  1893  and  from  Yale  Medical 
School  in  1897.  He  practiced  medicine  in  Water- 
town,  Connecticut  from  1897  until  the  onset  of  his 
illness  in  February,  1951.  He  had  received  the  fifty 
year  medal  of  the  Connecticut  State  Medical 
Society.  He  was  a past  president  of  the  Litchfield 
County  Medical  Association. 

Dr.  Loveland  was  a quiet  and  reserved  man,  but 
as  one  became  better  acquainted  with  him,  he  proved 
to  be  a very  witty  conversationalist.  His  knowl- 
edge was  wide  and  varied.  He  had  a real  pioneer 
spirit.  He  was  one  of  the  early  automobile  owners. 
Automobiles  was  one  of  his  favorites  subjects.  He 
was  an  expert  mechanic  and  had  his  own  machine 
shop.  He  loved  the  Litchfield  hills.  He  had  a 
thorough  knowledge  of  the  history  of  Litchfield.  He 
wTas  also  an  avid  collector  of  antique  furniture. 


Dr.  I .oveland’s  interest  in  medicine  was  equally 
active.  He  took  particular  pride  in  the  fact  that  he 
was  a registered  pharmacist.  Quite  frequently  he 
would  compound  his  own  prescriptions.  As  newer 
drugs  appeared  he  would  study  their  indications 
and  contraindications  before  using  them.  He  “kept 
up”  with  the  newer  treatments.  When  disabled  by  ill- 
ness, the  loyalty  of  his  old  patients  became  manifest. 
It  was  edifying  to  see  patients  who  have  been  at- 
tended by  the  same  physician  for  over  fifty  years, 
express  their  loyalty  to  him,  telling  of  his  kindness 
and  faithful  attendance  to  them  at  all  hours  of  the 
day  or  night  and  in  all  kinds  of  w eather. 

Harold  J.  Cleary,  m.d. 


George  A.  Wulp,  M.D. 
1896  - 1956 


Dr.  George  A.  Wulp  died  suddenly  at  his  home 
in  West  Hartford,  January  1,  1956  of  coronary 
occlusion.  He  was  born  in  New’  York  City,  June 
4,  1896.  He  graduated  from  Princeton  University 
in  1919  and  was  a pilot  in  the  Air  Force  in  World 
War  I.  After  the  war  he  had  a number  of  interests 
but  later  entered  the  Medical  School  of  the  Univer- 
sity of  Michigan  where  he  graduated  in  1930.  He 
served  as  intern  in  the  Hartford  Hospital  for  two 
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years,  then  entered  private  practice  in  Hartford 
which  he  continued  until  his  death. 

Dr.  Wulp  took  an  active  part  in  the  Hartford 
Hospital,  becoming  an  Associate  in  Medicine  and 
Chief  of  the  Arthritis  Service  and  the  Out-Patient 
Clinic  for  Arthritis,  both  of  which  he  founded. 
He  was  a member  of  the  Arthritis  and  Rheumatism 
Foundation  and  very  active  in  the  Connecticut 
branch  of  this  organization. 

Dr.  Wulp  was  a member  of  the  Hartford  Medical 
Society,  the  Hartford  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  He  was  also  a Fel- 
low of  the  American  College  of  Physicians. 

Besides  his  Hartford  Hospital  activities.  Dr.  Wulp 
had  been  Consultant  in  Arthritis  at  the  Rocky  Hill 
Veterans’  Hospital.  He  was  also  a member  of  the 
staff  of  the  University  of  Connecticut  and  a trustee 
of  Hillyer  College.  He  had  been  very  active  in  the 
Church  of  the  Redeemer,  West  Hartford,  where  he 
had  recently  been  chairman  of  their  executive  com- 
mittee. 

Dr.  Wulp  had  a large  practice  in  Hartford  and 
vicinity  where  his  patients  had  come  to  love  him 
and  depend  on  him.  He  was  always  ready  with 
kindly  advice  and  service— so  much  so  that  one  of 
his  patients  wrote  of  him:  “George’s  sincerity  of 
interest  in  our  well-being  engendered  a faith  in  him. 
His  devotion  to  the  development  of  medical  sciences 
assured  us  of  his  medical  ability  and  judgment.  His 
buoyancy  and  frankness  in  discussing  our  health 
problems  gave  us  a will  to  help  ourselves.” 

Burdette  J.  Buck,  m.d. 


Work  Absence  and  Auto  Accidents 

AMA  ASKED  TO  GATHER  WORK  ABSENCE  STATISTICS 

An  unusual  action  on  the  question  of  work  ab- 
sence statistics  climaxed  the  1 6th  annual  Congress 
on  Industrial  Health  which  was  held  recently  in 
Detroit. 

The  meeting,  sponsored  by  the  American  Medi- 
cal Association’s  Council  on  Industrial  Health  and 
five  other  organizations,  drew  nearly  500  physicians, 
ranking  medical  officers  of  the  armed  forces,  medical 
directors  of  major  industries,  nurses,  and  heads  of 
departments  or  deans  of  universities  engaged  in  in- 
dustrial health  study. 

At  the  close  of  the  two-day  program,  participants 
unanimously  voted  agreement  wdth  a suggestion  that 
the  council  and  the  AMA’s  committee  on  medical 


CONNECTICUT  STATE  MEDICAL  JOURNAL 

care  for  industrial  workers  map  a plan  for  gathering 
work  absence  statistics  and  issuing  periodic  reports 
on  them  for  industry’s  guidance. 

The  suggestion  was  made  following  a panel  on 
absence  from  work  due  to  nonoccupational  illness 
and  injury. 

One  of  the  high  points  of  the  meeting  was  the 
award  talk  given  by  General  Maas,  wffio  has  been 
totally  blind  for  four  years  and  suffers  from  arthritis 
and  diabetes.  During  the  past  year  he  has  traveled 
some  100,000  miles  on  the  committee’s  work  to  get 
jobs  for  the  handicapped  and  “restore  to  them  their 
dignity.” 

One  of  the  features  of  the  meeting  was  the  dis- 
cussion of  auto  accidents  and  safety,  particularly 
the  talks  by  AMA  President  F.lmer  Hess,  and  Ford 
Motor  Company  Vice  President  Benson  Ford. 

Participating  in  a panel  on  “Medicine’s  Respon- 
sibilities in  the  Automotive  Age,”  Dr.  Hess  suggest- 
ed several  steps  toward  reducing  the  “sordid”  high- 
way accident  toll,  including  toucher  driver  license 
requirements  with  interstate  standardization,  stricter 
law  enforcement,  standardized  safety  improvements 
in  automobiles,  and  a national  research  institute  on 
safe  driving. 

While  complimenting  the  auto  industry  on  its 
recent  efforts  to  add  safety  features.  Dr.  Hess  criti- 
cized its  emphasis  on  power  and  “sizzling  take-off.” 
He  said  the  industry  should  “make  itself  responsible 
for  producing  machines  which  do  not  tempt  men 
to  make  fools  of  themselves.” 

He  also  said  safety  features  should  be  standardized 
throughout  the  industry  so  that  “the  lives  of  Ameri- 
cans are  not  subject  to  dollar  competition.” 

Speaking  at  the  annual  banquet,  Ford  disagreed 
w ith  Dr.  Hess  on  several  points.  He  said  he  felt  the 
development  of  safety  equipment  would  advance 
more  rapidly  if  kept  highly  competitive,  so  that  in- 
dustries w'ould  vie  with  each  other  to  produce  the 
safest  cars. 

He  also  defended  the  industry’s  efforts  to  increase 
horsepower.  The  growth  of  power  has  not  been 
matched  by  an  increase  in  top  speed,  he  said,  and 
horsepower  is  itself  a safety  feature  since  it  allows 
faster  action  in  escaping  hazardous  situations. 

Outlining  a number  of  safety  devices  now  stand- 
ard in  most  cars.  Ford  said  the  industry  has  been 
going  slowly  on  several  proposed  features  because 
there  is  not  enough  evidence  that  they  actually 
w ould  be  effective. 
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WOMAN  S AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

President,  Mrs.  Norman  J.  Barker,  Collinsville  Recording  Secretary , Mrs.  Morton  Arnold,  Windham  Center 

President-Elect,  Mrs.  E.  Roland  Hill,  Mystic  Corresponding  Secretary,  Mrs.  James  E.  Stretch,  Simsbury 

First  Vice-President,  Mrs.  Charles  Murray  Gratz,  Cos  Cob  Treasurer,  Mrs.  Joseph  Cutler  Woodward,  South  Lyme 


Board  of  Directors 

At  the  March  meeting  of  the  Board  of  Directors 
held  in  New  Haven  a balance  on  hand  of  $4,907.63 
was  reported.  The  total  membership  was  listed  as 

I, 176  with  80  new7  members,  11  reinstated,  27  re- 
signed, 8 dropped  for  nonpayment  of  dues,  and  2 
deaths. 

The  total  contributions  to  AMEF  from  the 
County  Auxiliaries  to  date  amounted  to  $1,736.88. 

Mrs.  Creighton  Barker  reported  that  $70,000  is 
available  each  year  from  State  funds  for  nursing 
scholarships.  There  is  great  need  for  funds  to  aid 
medical  students.  A motion  was  carried  recommend- 
ing to  the  Counties  Auxiliaries  that  they  consider 
directing  funds  previously  used  for  nursing  scholar- 
ships to  medical  scholarships  instead. 

The  following  slate  of  officers  w as  brought  before 
the  Woman’s  Auxiliary  at  its  annual  meeting  on 
April  25:  President  Elect,  Mrs.  Paul  W.  Tisher, 
Hartford  County;  1st  Vice  President,  Mrs.  Edw;in 

R.  Connors,  Fairfield  County;  2nd  Vice  President, 
iMrs.  Charles  Murray  Gratz,  Fairfield  County; 
Recording  Secretary,  Mrs.  Norman  Gardner, 
Middlesex  County;  Corresponding  Secretary,  Mrs. 

S.  Karpel,  New  London  County;  Treasurer,  Mrs. 

J.  Alfred  Wilson,  New  Haven  County.  Mrs.  E. 
Roland  Hill  of  New  London  County  was  elected  at 
the  annual  meeting  in  April  1955,  and  will  serve  the 
Auxiliary  as  president  for  the  coming  year. 

County  News 

Hartford 

In  April  Hartford  County  held  its  annual  dinner 
meeting  at  the  Farmington  Country  Club.  Mrs.  Paul 
Vestal,  representative  to  the  General  Assembly  from 
Woodbridge,  was  the  speaker. 


Mrs.  Stevens  J.  Martin,  chairman  of  trustees  for 
the  Scholarship  Fund,  reports  a total  of  $2,300  for 
1955-56.  I his  includes  eight  medical  student  and 
three  nursing  student  scholarships. 

Litchfield 

On  April  13  Litchfield  County  held  its  Board 
and  annual  meeting  at  the  Torrington  Country 
Club  following  a luncheon.  Mrs.  Daniel  Samson 
addressed  the  group  on  “Advantages  of  Attending 
Medical  Conferences”  and  show  ed  color  slides  taken 
in  Paris,  France. 

New  London 

The  recent  drive  for  funds  by  the  Child  Guidance 
Clinic  of  Southeastern  Connecticut  has  stimulated 
interest  in  mental  health  in  New  London  County. 
As  a result,  the  Mental  Health  chairman,  Mrs.  Starr, 
has  selected  a committee  of  seven  to  work  on  the 
program  for  the  coming  year.  She  hopes  to  have  the 
Auxiliary  members  assist  in  volunteer  w ork  at  Nor- 
wich State  Hospital  and  also  to  present  educational 
programs  throughout  the  year. 

This  county  assisted  in  Medical  Education  Week 
by  having  Dr.  Harry  C.  Knight  of  Middletowm  as 
the  speaker  for  the  annual  meeting  which  w7as  held 
on  April  17  at  Lighthouse  Inn.  Dr.  Knight  explained 
the  uses  of  the  AMEF  funds  for  Medical  Educa- 
tion. 

Windham 

On  April  19  Windham  County  held  its  annual 
spring  meeting  at  the  Ben  Grosvenor  Inn,  Pomfret. 
Mrs.  E.  Roland  Hill  was  the  guest  of  honor.  A pro- 
gram on  Civil  Defense  w7as  given. 
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woman’s  auxiliary 


REPORT  OF  THE  PRESIDENT  OF  THE 
WOMAN’S  AUXILIARY  TO  THE  HOUSE  OF 
DELEGATES  OF  THE  CONNECTICUT  STATE 
MEDICAL  SOCIETY 

I his  completes  the  twelfth  year  since  the  State  Auxiliary 
was  organized  and  1 hope  you  will  agree  with  me  that  this 
report  indicates  a vigorous  and  healthy  condition  and  a 
year  of  steady  progress  and  accomplishment. 

I wish  I could  report  an  increase  in  our  membership. 
Unfortunately,  the  figures  for  1956  are  27  less  than  1955. 
To  the  credit  of  most  counties,  it  must  be  reported  that 
they  showed  gains  and  one  had  56  new  members.  How- 
ever, another  county  had  62  resignations.  The  membership 
problem  in  this  area  is  not  new  and  it  may  not  be  confined 
to  the  doctors’  wives.  It  is  possible  that  there  is  a parallel 
problem  with  respect  to  the  doctors  and  their  county  organi- 
zations. I he  answer  may  lie  in  the  subordination  of  local 
pride  or  prejudice  in  favor  of  strong  county  organizations 
for  both  doctors  and  their  wives.  Tolland  County  is  still 
unorganized.  We  have  tried  even-  year  but  without  success. 
However,  we  will  keep  on  trying. 

This  year  all  our  bills  were  paid  under  the  voucher 
system  recommended  by  the  National  Organization.  It 
proved  very  satisfactory  and  gave  us  excellent  budget 
control.  Our  income  consisted  in  dues  from  1,176  members 
with  a contribution  from  Connecticut  Medical  Service.  In 
this  connection,  a survey  made  last  year  revealed  that  three 
State  Auxiliaries  were  totally  supported  and  thirteen  others 
received  substantial  grants  from  their  medical  societies.  We 
paid  dues  to  the  World  Medical  Association,  Connecticut 
Health  League,  contributed  to  AMEF  and  to  the  Clinical 
Congress  in  Boston  in  December,  and  we  are  currently 
in  sound  financial  condition. 

It  was  a privilege  to  attend  the  Annual  Meeting  of  the 
combined  New  Hampshire  and  Vermont  Auxiliaries  at 
Bretton  Woods  in  October.  They  were  very  fortunate  in 
having  our  National  President,  Mrs.  Mason  G.  Lawson, 
as  their  guest.  She  reviewed  the  important  projects  of  the 
year,  particularly  AMEF,  Mental  Health,  and  stressed  the 
national  theme  of  Active  Leadership  in  Community  Health. 

The  Board  Meetings  have  been  very  well  attended  and 
also  the  School  of  Instruction  held  in  September.  The  latest 
Civil  Defense  movie,  “Front  Lines  of  Freedom,”  was  shown. 
Round  table  discussions  were  held  with  State  Chairmen  as 
leaders  in  an  attempt  to  develop  closer  ties  and  more  co- 
operation. We  have  consistently  stressed  the  role  of  the 
State  in  helping  the  Counties  with  their  problems  just  as 
we  in  turn  are  aided  by  National. 

The  Art  Committee  is  again  working  with  Dr.  John 
Freiheit,  president  of  the  Physician’s  Art  Association,  in 
the  art  exhibit  that  is  currently  being  held  at  the  Hamden 
High  School.  All  members  of  the  State  Medical  Society, 
their  wives  and  children  are  eligible  to  exhibit.  Professional 
and  amateur  classes  are  judged  separately.  It  is  hoped  that 
the  prize  winners  will  enter  the  Chicago  Exhibit  to  be  held 
at  the  time  of  the  AM  A Annual  Meeting  in  Chicago  in 
June. 

Civil  Defense,  by  its  very  nature,  is  a critical  local 
problem.  Questionnaires  were  sent  to  find  out  how  many 


Auxiliary  homes  were  prepared  or  protected  in  an  emer- 
gency. Preliminary  results  were  not  very  encouraging  bur 
the  resulting  publicity  was  very  effective  and  we  now  know 
that  most  of  our  homes  would  make  a very'  excellent  show- 
ing. Members  of  our  Civil  Defense  Committee  were  invited 
to  the  Governor’s  Fire  Prevention  Conference  and  were 
of  the  unanimous  opinion  that  private  homes  should  be 
periodically  inspected  in  the  interests  of  fire  prevention. 
During  the  floods,  our  members  not  only  helped  their 
husbands  on  twenty-four  hour  duty  but  were  a great  help 
on  local  disaster  committees. 

The  membership  have  been  kept  well  informed  through 
the  medium  of  our  publication.  The  Connecticut  Quarterly , 
which  carries  complete  lists  of  our  officers,  chairmen  of 
County  and  State  Committees,  and  reports  of  conferences 
attended  by  the  President  and  President-Elect,  with  per- 
tinent national  news. 

Together  with  Mrs.  E.  Roland  Hill,  President-Elect,  I 
attended  the  National  Conference  in  Chicago  in  Novem- 
ber. Connecticut  was  further  ably  represented  at  the  same 
meeting  by  Mrs.  F.  Irwin  Tracy,  National  Chairman  of 
Public  Relations,  and  Mrs.  Dewey  Katz,  Eastern  Regional 
Director  of  Today's  Health.  I participated  on  the  Public 
Relations  Panel  on  AMEF. 

We  are  very  proud  that  Connecticut  will  this  year  send 
AMEF  a check  for  $2,000.  This  money  was  raised  in  the 
counties  through  contributions  and  social  events,  supple- 
mented by  a contribution  of  $210  from  our  own  State 
Treasury.  In  addition  to  being  a very  worthwhile  project, 
it  has  served  the  purpose  of  bringing  doctors’  families  closer 
together,  promoted  better  public  relations,  and  many  arc 
already  planning  fund  raising  parties  for  next  year. 

We  have  been  very  legislation  minded  this  year.  For 
the  first  time.  Auxiliary  presidents  were  invited  to  the 
Regional  Legislative  Conference  of  the  AMA  in  New  York 
in  October.  I found  the  meeting  very  interesting  and  en- 
lightening and  was  convinced  that  our  Auxiliary  members 
could  do  a great  deal  to  educate  themselves  and  their  busy 
husbands  with  respect  to  important  pending  health  legis- 
lation. 

At  our  Semi-Annual  Meeting  in  Hartford  in  November 
we  had  as  our  guest  speaker  Mr.  R.  G.  Van  Buskirk, 
Executive  Secretary  of  the  AMA  Committee  on  Legislation. 
The  speaker  was  excellent  and  the  members  enthusiastic. 
Largely  as  a result  of  his  talk,  many  counties  have  had 
special  legislative  meetings,  current  legisaltion  has  been 
reviewed  at  the  County  Board  Meetings,  letters  have  been 
written  to  Congressmen  and  Senators,  and  I am  sure  that 
as  a result  of  the  activity,  the  husbands  of  many  of  our 
members  are  better  informed. 

Over  a ton  of  medical  and  surgical  supplies,  medical 
books  and  periodicals  have  been  sent  to  Europe.  It  is  felt 
that  the  quantity  of  medical  material  which  must  be  proc- 
essed has  reached  such  proportions  that  it  is  no  longer 
possible  or  practical  for  the  Auxiliary  to  handle  this  pro- 
ject alone  and  we  are  looking  for  a solution  to  the  problem 

There  has  been  a large  volume  of  educational  and  pro- 
motional material  from  the  National  Chairman  of  Mental 
Health  covering  five  general  areas: 
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DRAMAMINE*  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


III.  Meniere’s  Syndrome 


1.  Paroxysmal  Whirling  Vertigo.  This  consists  of  sudden  attacks  of  dizziness,  often  when 
the  patient  is  at  rest  or  asleep.  The  patient  may  feel  that  he  himself  is  whirling  or  that  fixed 
objects  about  him  are  whirling.  The  attack  usually  lasts  for  a few  minutes;  occasionally  it 
is  severe  for  weeks  or  subacute  for  months. 


2.  Subtotal  Hearing  Loss. 

Deafness  will  usually  affect  the 
high  tones  and  it  may  be  uni- 
lateral or  bilateral.  Sometimes 
the  hearing  loss  is  severe  and 
also  progressive. 


3.  Tinnitus.  This  Is  usually  uni- 
lateral and  present  in  the  ear 
with  greater  hearing  loss  and 
is  without  a definite  pattern. 


Fewer  diagnostic  errors1  will  result  if  a “triad  of 
symptoms”  is  required  of  patients  with  suspected 
Meniere’s  syndrome.  These  are  the  symptoms  of 
typical  Meniere’s  syndrome: 

1.  Severe  paroxysmal  vertigo  which  may  be  of  two 
types;  either  the  patient  feels  that  he  is  whirling 
or  that  objects  about  him  are  whirling. 

2.  Fluctuating  subtotal  hearing  loss,  usually  affect- 
ing the  higher  tones,  is  noted  at  the  same  time  as 
vertigo. 

3.  Tinnitus,  usually  unilateral,  is  associated  with  the 
deafness  and  dizziness. 

With  Meniere’s  syndrome  there  is  no  definite  locali- 
zation2 by  the  Barany  (vestibular  reaction)  test  and 
results  of  the  caloric  test  are  not  diagnostic.  Physi- 
cal examination  should  rule  out  disease  of  the  cen- 
tral nervous  or  cardiovascular  systems  before  a 
diagnosis  is  made. 

“Treatment  with  Dramamine®.  . . is  effective3  in 
aborting  and  preventing  attacks  of  Meniere’s  syn- 


drome . . . will  prevent  or  arrest  attacks  of  vertigo. 
It  will  also  reduce  the  intensity  of  the  tinnitus  and 
so  may  save  some  of  the  hearing  in  the  affected  ear.” 
Dramamine  is  recommended  for  Meniere’s  syn- 
drome as  the  sole  therapy  or  in  combination  with 
other  treatment  programs. 

It  is  a therapeutic  standard  also  for  motion  sick- 
ness and  is  useful  for  relief  of  nausea  and  vomiting 
of  radiation  sickness  and  fenestration  procedures. 

Dramamine  (brand  of  dimenhydrinate)  is  supplied 
in  tablets(50  mg.);Supposicones®(100  mg.);ampuls 
(250  mg.);  liquid  (12.5  mg.  in  each  4 cc.).  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

2.  Jackson,  C.,  and  Jackson,  C.  L.  (editors):  Diseases  of  the 
Nose,  Throat,  and  Ear,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1945,  pp.  368;  414. 

3.  Queries  and  Minor  Notes:  Meniere's  Syndrome,  J.A.M.A., 
Ml  :500  (Oct.  15)  1949. 


A new  edition  of  " Dramamine  Reviews  and  Abstracts /'  containing  di- 
gests of  more  than  100  recent  articles,  is  available  on  request  to  . . . 


s 


P.  O.  Box  5110,  B 
Chicago 80,  Illinois 
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(1)  Education,  including  self  education  as  well  as  educa- 
tion of  the  general  public  in  matters  of  public  health. 

(2)  Legislation  in  the  field  of  mental  health. 

(3)  Philanthropy. 

(4)  Research. 

(5!  Volunteer  service  in  local  mental  hospitals. 

The  program  is  sufficiently  diversified  to  permit  every 
County  Auxiliary  to  select  a specific  area  of  both  interest 
and  appeal  to  its  membership. 

T he  majority  of  the  counties  have  had  one  or  more  meet- 
ings on  mental  health  and  are  organized  to  help  with  the 
program  of  Mental  Health  Week  in  April. 

T he  Scholarship  Fund  established  a record  of  outstanding 
accomplishment  with  grants  totalling  $3,000.  There  were 
eight  medical  and  three  nursing  awards  in  Hartford  County 
for  a total  of  $2,500,  two  nursing  awards  in  Windham 
County  of  $200,  and  three  nursing  awards  in  New  London 
in  the  amount  of  $300. 

Since  a number  of  other  organizations  have  made  nursing 
scholarships  available  to  deserving  young  people,  we  should 
probably  try  to  channel  the  majority  of  our  grants  toward 
medical  scholarships. 

The  Nurse  Recruitment  Program  has  been  advanced 
through  the  distribution  of  literature  to  high  school  libraries 
and  promotion  of  future  nurses’  groups.  We  are  also  being 
asked  by  National  to  direct  our  efforts  towards  enlisting 
medical  social  workers,  medical  technologists  and  occupa- 
tional therapists. 

Many  county  fairs  had  to  be  cancelled  this  year  because 
of  the  floods  but  wherever  possible,  Medical  Educational 
Exhibits  were  put  on,  staffed  by  doctors’  wives.  It  is  note- 
worthy that  county  fairs  are  gradually  diminishing  in  size 
and  number  so  that  the  travel  time  and  effort  necessary 
to  set  up  a booth  and  exhibit  is,  in  many  instances,  hardly 
worthwhile.  It  has,  therefore,  been  decided  to  cut  down 
on  the  number  and  concentrate  only  on  the  larger  ones. 

Our  Public  Relations  Committee  had  a very  busy  year 
and  I will,  therefore,  only  comment  on  a few  of  their 
projects: 

( 1 ) Distributed  a great  deal  of  promotional  literature  and 
assisted  with  Safe  Driving  Day. 

(2)  Helped  with  the  Diabetic  Detection  Drive. 

(3)  Provided  money  to  replace  old  toys  and  purchase 
new  for  the  Toy  Chest  in  one  of  the  local  hospitals. 

(4)  Provided  Christmas  gifts  for  State  Hospital  inmates. 

(j)  Six  of  the  county  organizations  have  set  up  G.E.M.S. 

(Good  Emergency  Mother  Substitutes),  for  training  girl 
scouts,  high  school  groups  and  others  as  baby  sitters. 

(6)  Engaged  in  a number  of  miscellaneous  activities  such 
as  assisting  at  Video  Clinics,  addressing  envelopes,  distribut- 
ing literature,  contacting  Radio  and  T.V.  stations,  helped 
various  flood  disaster  committees,  and  assisted  with  the 
Health  Forum  presented  by  the  doctors. 

The  School  Health  Committee  cooperated  in  the  first 
joint  meeting  of  school  physicians  and  leading  educators 
which  was  held  in  Hamden  last  fall. 


The  Chairman  and  Committee  for  Today's  Health  ably 
performed  their  appointed  task.  Subscriptions  were  don- 
ated to  school  libraries  and  displays  were  set  up  at  the  State 
Teachers  College  Convention,  cancer  clinics,  dental  meet- 
ings and  hospitals. 

In  closing,  I want  to  express  my  thanks  to  all  of  our 
advisors  and  particularly  Dr.  Creighton  Barker,  Mr.  J.  G. 
Burch,  and  Mrs.  Lindquist  for  their  ever  ready  advice  and 
help. 

For  the  successful  completion  of  our  many  projects,  I 
am  grateful  to  each  member  of  my  Board  of  Directors. 
Furthermore,  I want  to  thank  each  and  every  member 
of  the  Auxiliary  who,  with  sympathetic  understanding, 
has  given  of  her  time  and  effort  to  help  me  carry  out  the 
plans  and  purposes  of  the  National  Auxiliary  and  bring  to 
a close  what  I feel  has  been  a very  happy  and  fruitful  year 
for  the  Auxiliary'  in  Connecticut. 

Aileen  Barker 


FTC’s  Order  Restrains  Claims  for 
"Kordolin” 

Federal  Trade  Commission  has  formally  ordered 
a New  York  firm,  Kordol  Corp.  of  America,  to 
modify  its  advertising  claims  for  “Kordolin”  as  a 
self  medication  for  arthritis  and  rheumatism.  The 
order  prohibits  any  representations  that  the  product 
is  a new  or  amazing  discovery,  that  it  is  more 
effective  than  aspirin  as  a pain  reliever  or  that  it 
has  any  therapeutic  effect  on  underlying  causes  of 
rheumatic  pain.  FTC’s  action  culminates  three  years 
of  litigation,  its  complaint  against  “Kordolin” 
having  been  issued  on  March  24,  1953. 

In  another  successful  case  made  by  FTC’s  medical 
section,  a stipulation  was  approved  under  which  the 
Bridgeport,  Connecticut,  maker  of  a calendar  device 
marketed  as  “Preg-No-Matic”  agrees  not  to  mis- 
represent its  properties  as  an  aid  in  birth  spacing  or 
in  ascertaining  a woman’s  fertile  and  sterile  days. 

Delaware  Medical  Editor  Dies 

Dr.  W.  Edwin  Bird,  of  Wilmington,  Delaware, 
who  died  suddenly  on  March  17,  was,  in  years  of 
service,  the  dean  of  editors  of  state  medical  jour- 
nals. With  the  January,  1956  issue,  Dr.  Bird  began 
his  41st  year  as  editor  of  the  Delaware  State  Medical 
Journal.  In  addition,  he  had  served  as  executive 
secretary  of  his  state  medical  society  for  the  past 
eight  years  on  a part-time  basis. 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15^  Bottle  of  24  tablets  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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WATERBURY  MEDICAL  ASSOCIATION  PARTICIPATES  IN  FIRST 

COMMUNITY  HEALTH  FAIR 


This  educational  exhibit  on  hone  and  muscle  structure  attracted  hundreds  of  visitors  at  the  First 
Waterbury  Health  Fair,  April  5-7.  The  exhibit  was  sponsored  bv  the  Waterbury  Medical  Association  and 
was  obtained  through  the  State  Medical  Society  from  the  AMA  Bureau  of  Exhibits.  Waterbury  physi- 
cians in  charge  of  the  exhibit  were  James  H.  Root,  Jr.,  chairman,  William  P.  Arnold,  Jr.,  and  Daniel  O’C. 
Sayers. 
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SQUIBB  WHOLE  ROOT  RAUWOLFIA  SERPENTINA 


stable  ataractic  (tranquilizing)  effect 
without  excessive  sedation 


stable  hypotensive  effect  without  rapid  peaks  and 


declines  in  blood  pressure 

. 
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Comparative  effect  of  Raudixin  on  the  blood  pressure  of 
hypertensive  patient  and  normotensive  patient. 


Systolic 
Pressure,  mm. 


■ 


Raudixin  Discontinued  ► 


effect 


DOSAGE:  100  mg.  b.i.d.  initially; 
may  be  adjusted  within  a range  of 
50  mg.  to  500  mg.  daily.  Most  pa-  140 
tients  can  be  adequately  maintained 
on  100  mg.  to  200  mg.  daily.  too 

SUPPLY:  50  mg.  and  100  mg.  tab- 
lets, bottles  of  100,  1000  and  5000.  60  

Days  10  20  30  40  50  60  70  80  90 


The  hypotensive  action  of  Raudixin  is  selective  for  the  hypertensive  state. 
For  this  reason,  Raudixin  does  not  significantly  affect  the  blood  pressure  Of 
normotensive  patients. 


Squibb 
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Connecticut  Regional  Blood  Program 

In  order  to  cover  completely  the  needs  of  our 
hospitals,  it  is  necessary  for  the  Connecticut  Re- 
gional Blood  Program  to  collect  approximately  7.000 
pints  per  month.  Hospital  consumption  varies  wide- 
ly on  a month  to  month  basis,  but  provided  this 
figure  is  maintained,  the  total  needs  can  be  met 
except  for  emergency  demands  of  rare  types. 

Following  the  disastrous  July  of  last  year,  it  is 
gratifying  to  find  that  collections  have  been  main- 
tained at  an  approximate  median  of  6,500  pints 
monthly.  The  Program,  therefore,  during  the  past 
S months  has  been  functioning  on  a very  steady 
basis.  It  is  very  nearly  completing  its  total  objec- 
tive. In  fact,  if  each  mobile  unit  operation,  of  which 
there  are  three  each  day,  could  collect  only  10 
additional  pints,  the  total  supply  can  be  guaranteed. 
This  10  pints  is  a small  figure  both  in  pintage  and 
in  percentile. 

Anything  that  the  medical  profession  in  their 
various  townships  can  do  to  help  the  local  blood 
bank  to  increase  ever  so  slightly  its  intake  will  put 
the  program  over  the  top. 
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1956 

1936 

donors 

Donors  accepted  

. 7,863 

63,705 

Donors  rejected  

863 

8,007 

Donors  registered  

. 8,730 

73,7' ^ 

BLOOD  ISSUF.D  TO  HOSPITALS 

To  Connecticut  hospitals  from  centre 

. 6,482 

53, 101 

Blood  collected  by  hospitals 

• 833 

7,866 

To  out  of  State  hospitals 

204 

',483 

7,5  21 

62,430 

PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma 

88 

610 

Processed  into  packed  cells 

IO 

48 

Processed  into  liquid  plasma 

. 1,029 

8,366 

1,127 

9,^4 

Discarded — unfit  and  broken 

37 

354 

Grand  Total — distribution  of  blood 

. 8,683 

72,028 

Blood  returned  to  center  for  processing 

into  plasma  and  fractions 

75' 

6,714 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 

51 

35* 

Frozen  plasma  (125  cc.) 

. 193 

1,064 

Serum  albumin  (100  cc.) 

••  278 

1,325 

Serum  albumin  (20  cc.) 

O 

47 

Immune  serum  globulin  (2  cc.) 

20 

'25 

Packed  red  cells 

10 

48 

Dr.  Horton  Elected  President  and  Dr. 
Gibson  Secretary  of  New  England  Council 

I)r.  William  H.  Horton  was  elected  President  of 
the  Council  of  the  New  England  State  Medical 
Societies  during  the  nth  annual  meeting  of  the 
Council,  April  11,  at  the  Hotel  Statlcr  in  Boston. 

Dr.  Horton,  executive  director  of  Connecticut 
Medical  Sendee  was  vice  president  of  the  Council 
and  succeeds  Dr.  W.  Richard  Older  of  Boston,  the 
retiring  president. 

Dr.  Cole  B.  Gibson,  Aleriden,  was  elected  execu- 
tive secretary-treasurer  of  the  Council  and  Dr.  W. 
W.  Angell,  of  Randolph,  Vermont,  was  elected  vice 
president. 

Dr.  Gibson,  speaker  of  the  Society’s  House  of 
Delegates  is  also  secretary  of  the  New  Haven 
County  Medical  Association.  He  is  past  president  of 
the  State  Medical  Society. 

The  Council  serves  to  bring  about  a closer  coop- 
eration between  the  State  Medical  Societies  in  New 
England  in  the  development  and  maintenance  of 
the  highest  standards  in  the  conduct  and  administra- 
tion of  medicine  and  in  the  advancement  of  plans  to 
improve  the  health  of  all  the  people  in  the  New' 
England  States. 

Dr.  Horton  also  was  recently  renamed  to  the 
Commission  of  the  Blue  Shield  Medical  Care  Plans 
for  his  fourth  successive  term,  following  elections 
at  the  annual  conference  of  Blue  Shield  plans  at 
Hollywood  Beach,  Florida. 

Dr.  Horton  is  one  of  two  commissioners  repre- 
senting the  First  Blue  Shield  District,  w'hich  includes 
all  of  the  Newr  England  states  and  the  Maritime 
Provinces  of  Canada.  Also  representing  the  First  Dis- 
trict is  Dr.  Norman  Welch,  of  Boston,  president  of 
the  Massachusetts  Blue  Shield  plan,  wrho  w'as  re- 
elected president  of  the  Blue  Shield  Commission. 

C.P.H.A.  Annual  Meeting  to  be  Held  in 
Cheshire  May  9 

The  annual  meeting  of  the  Connecticut  Public 
Plealth  Association  will  be  held  on  May  9,  19^6  at 
the  Waverly  Inn,  Cheshire. 

The  first  part  of  the  morning  session  will  be  de- 
voted to  a business  meeting  of  the  Association. 
This  will  be  followed  by  a discussion  of  “A  Home 
Accident  Prevention  Program.”  Representatives  of 
the  City  of  Cambridge,  Massachusetts  Health  De- 
partment including  Leon  Sternfield,  m.d.,  m.p.h. 
Health  Commissioner;  Edna  Skelley,  r.n.,  director 
of  Public  Health  Nursing;  and  Mr.  Edward  Wong, 
Housing  Supervisor,  will  discuss  the  Cambridge 
Home  Safety  Program. 
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During  the  afternoon  session,  there  will  be  a pre- 
sentation on  “Public  Relations”  by  a representative 
of  the  public  relations  department  of  the  Southern 
New  England  Telephone  Company  and  James  A. 
Tobey,  dr.p.h.,  an  eminent  authority  on  Public 
Health  Law,  will  discuss  “Progress  in  Public  Health 
Law.” 

Fairfield  County 

William  Kaufman  is  the  author  of  “The  Physi- 
cian’s Role  in  the  Preparation  of  a Patient  for  Sur- 
gery” which  appeared  in  Psychosomatic  Aspects  of 
Surgery  published  by  Gene  & Stratton,  Inc.,  1956. 
Dr.  Kaufman  also  is  the  author  of  “How  Second- 
Look  Surgery  Saves  Lives”  which  appeared  in  Your 
Life , March-April,  1956. 

William  H.  Keeler  of  Naugatuck  has  been  ap- 
pointed chief  of  medical  and  health  services  of  the 
State  Civil  Defense.  Dr.  Keeler  has  practised  medi- 
cine in  Naugatuck  for  the  past  five  years. 

John  Charles  Lynch,  former  health  commissioner 
and  a general  practitioner  in  Bridgeport  for  over  60 
years,  died  at  his  home  on  March  23. 

Hartford  County 

More  than  600  persons  appeared  at  the  last  health 
forum  of  the  Hartford  County  Medical  Association 
held  at  the  Bushnell  Memorial.  Subject  of  the  forum 
was  “Heart  Disease.” 

The  Institute  of  Living  has  made  an  offer  to  the 
City  of  Hartford  Board  of  Education  to  provide  free 
psychiatric  consultation  for  the  Hartford  schools. 
The  Institute  will  serve  as  a center  for  school  social 
workers  and  other  personnel  who  want  to  discuss 
problem  cases. 

Air.  George  Hogeman,  associate  actuary  for 
Aetna  Life  Insurance  Company,  was  guest  speaker 
at  the  164th  annual  meeting  of  the  Hartford  County 
Medical  Association  this  April  3.  Mr.  Llogeman 
spoke  on  the  new  field  of  major  medical  coverage 
insurance  and  how  it  affects  the  financing  of  medi- 
cal care. 

How  local  health  and  social  agencies  can  help 
New  Britain’s  physicians  and  their  patients,  and 
how  physicians  can  help  the  agencies  was  discussed 
by  a panel  of  representatives  at  the  regular  meeting 
of  the  New  Britain  Aledical  Society  last  month. 
Aloderating  this  meeting  was  Harold  M.  Clarke, 
president  elect  of  the  Hartford  County  Aledical 
Association.  Sponsored  by  the  Council  of  Social 
Agencies  of  the  Community  Chest  at  the  invitation 
of  the  medical  society,  the  panel  attempted  to  ex- 
plain their  group  functions.  Two  of  the  agency 


LAKESIDE  LABORATORIES 

"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

*Moyer,  J.  H.,  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 


HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR.,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 
Telephone:  JAckson  5-0024 


The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 

For  Retarded  and  Slow-Learning  Children 
Established  in  1888  as  the  "Village  of  Happiness"; 
for  boys  and  girls,  all  ages.  Academic,  vocational, 
social  training;  wide  recreation;  cottage  living; 
medical,  psychiatric,  psychologic  services.  Year- 
round  program.  Special  Summer  Program.  Inter- 
nationally known  research  center. 

Write  Director,  THE  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 
Phone  7-0021 
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CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
each  additional 

25<f  extra  if  keyed  through  Journal 
Payable  in  advance 


W’F,  GUARANTEE  every  item  listed  in  our  advertisements 
will  bring  you  complete  satisfaction  or  your  money  will  be 
cheerfully  refunded.  With  this  sound  business  policy  you 
assume  no  risk  and  you  can  buy  with  complete  confidence. 
Budget  terms.  Our  low  overhead  permits  us  to  undersell  and 
save  you  up  to  50  per  cent  on  national  brand  items.  Our 
references:  hundreds  of  completely  satisfied  doctors.  Visit 
our  store  and  compare  our  low  prices.  Evenings  and  Sundays 
bv  appointment.  Phone  (BEverlv  7-3145)  or  write  Harry 
Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


FOR  SAFE — Tremendous  savings  on  new  and  refinished 
treatment  room  furniture — Instrument  cabinets — Scales — 
Stools — Lamps — RENT  chairs — Stainless  instruments.  Con- 
tinental scale,  new  condition  $40.00 — Mayo  stand  $20.00 — 
l eg  dressing  stand  $8.00 — Hand  centrifuge  $8.00 — Micro- 
scopes $85.00  up — Continental  shockproof  fluoroscope,  com- 
plete $495.00 — Castle  and  Pelton  sterilizers  $40.00  up — new 
blood  pressures  $32.00 — Jones  basal  metabolism  $125.00 — 
National  cauteries  $20.00 — Welch -Allen  otiscopes  $17.00 — 
Hundreds  of  other  items.  Phone  BFverlv  7-3145  or  v'rirc 
Harry  Sacker,  188  Grove  Street,  Meriden,  Conn. 

FOR  SALE — Lumertron  hemoglobin  and  glucose  electric- 
meter  $65.00 — Dazor  examining  lamp  $18.00 — Zoalite  infra- 
red lamp  $2500 — Solution  instrument  sterilizer  $8.00 — New- 
short  wave  $225.00 — Developing  tank  $40.00 — X-ray  film 
dryer  $50.00 — Galvanic  and  sine  wave  $60.00 — Opthalmic 
equipment — Bausch  and  Lomb  projectoscope  $85.00 — A/O 
projectoscopc  $75.00  — Ophthalmometer  $100.00  — Stevens 
phoropter  $50  00 — Bausch  and  Lomb  trial  lens  set,  in  cab- 
inet $150.00 — Perimeter  $10.00.  Our  low  overhead — Your 
large  savings.  Sunday  and  evenings  by  appointment.  Phone 
BEverlv  7-3145  or  write  Harry  Sacker,  188  Grove  Street, 
Meriden,  Conn. 

COOPER’S  REAL  ESTATE  cordially  invites  you  to  give 
them  a call.  We  have  several  select  listings.  This  Agency 
shall  be  glad  to  help  you  with  a minimum  amount  of  lost 
rime  on  your  part.  For  satisfactory  service  phone  Cooper’s 
Real  Estate,  Bridgeport,  EDison  3-3146  anv  time. 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

Sec  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Over  35  Years’  Experience 
in  the  manufacture  and.  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 
to  climb 


32-36  ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut,  UN  5-3149. 


speakers  were  Dr.  Roswell  D.  Johnson,  representing 
the  Mental  Hygiene  Society,  and  Dr.  Donald  A. 
Rristoll,  representing  the  New  Britain  Cancer 
Society.  Some  of  the  agencies  included  in  the  panel 
beside  the  above  were  the  Diocesan  Bureau  of  Social 
Service,  the  New  Britain  Heart  Association,  the 
New  Britain  Tuberculosis  Association  and  the  Visit- 
ing Nurse  Association. 

Scope , a national  publication  of  Upjohn  Com- 
pany-, in  the  February  issue,  quotes  Thomas  M. 
Feenev  on  his  opinions  about  whether  or  not  de- 
tailed reporting  of  clinical  dex"elopments  to  the  lav 
public  is  a good  thing. 

Presiding  at  the  Ninth  Annual  Cancer  Conference 
at  the  Hotel  Statler  last  month  was  R.  Starr  Lamp- 
son.  Peter  Scafarello  made  introductory"  remarks  at 
one  of  the  panel  sessions. 

Edmond  Zaglio  was  named  recentlv  as  chairman 
of  the  Manchester  Arthritis  and  Rheumatism  Foun- 
dation, Connecticut  Chapter. 

Fleeted  to  the  board  of  directors  of  the  Nexv 
Britain  Chamber  of  Commerce  xx-as  Harry-  A. 
Parlato. 

Speaker  at  the  recent  meeting  of  the  Fast  Hart- 
ford Medical  Society  was  Alfred  L.  Burgdorf,  City 
of  Hartford  health  director. 

Vincent  P.  Cenci  of  Hartford’s  Board  of  Educa- 
tion spoke  recently  at  a meeting  of  the  Hartford 
Association  for  Retarded  Children.  Dr.  Cenci’s 
subject  was  “What  Can  the  Board  of  Education  Do 
For  the  Retarded  Child?” 

Theodore  Steege  spoke  recently"  on  “The  Cardiac 
in  Industry”  to  the  Hartford  Industrial  Nurses. 

T.  Stexvart  Hamilton,  director  of  Hartford  Hos- 
pital, is  now  heading  up  a nexv  23  member  Com- 
mittee on  Adoptions  for  the  Greater  Hartford  Com- 
munity Council’s  Family  and  Child  Welfare  Divi- 
sion. 

Txv-o  members  of  the  Hartford  County  Medical 
Association,  William  B.  Scoville  and  Charles  W. 
Goff,  participated  in  a Medical-Legal  Institute  con- 
ducted in  Hartford  in  March  under  the  auspices 
of  the  Connecticut  State  Bar  Association.  Dr. 
Scoville  discussed  the  neurological  aspects  and  Dr. 
Goff  the  orothopedic  aspects  of  hand,  low  back, 
and  leg  injuries.  They  also  took  part  in  the  Trial 
Technique  Session  at  which  time  examination  and 
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cross  examination  of  the  expert  medical  witness  by 
the  defendant  was  considered. 

Earle  B.  Carter  of  West  Hartford  died  at  the 
Hartford  Hospital  on  March  19. 

Harold  Schwartz  of  Hartford  has  been  appointed 
to  the  faculty  of  The  Albert  Einstein  College  of 
Medicine,  New  York  City,  as  clinical  instructor  in 
radiology  and  to  the  Bronx  Municipal  Hospital 
Center  as  assistant  visiting  radiologist. 

At  the  annual  meeting  of  the  medical  and  surgical 
I staff  of  the  McCook  Memorial  Hospital,  Walter 
I Weissenborn  was  elected  president,  I).  Dillon  Reidy, 
I vice  president,  and  Louis  Harris,  secretary. 

Charles  E.  McPartland,  director  of  health  in  West 
Hartford  for  the  past  17  years,  died  at  the  Hartford 
[ Hospital  on  March  13. 

New  Haven  County 

Harold  1).  Batt,  associate  radiologist  at  St. 
Raphael’s  Hospital,  New  Haven,  addressed  the 
Ladies’  Auxiliary  of  the  West  Haven  Jewish  Cont- 
inuity Center  recently  on  “Radiology  as  a Medical 
Specialty.” 

Lt.  Col.  Charles  V.  Snurkowski,  chief  of  Medi- 
cal Division  at  Brooklyn  Army  Terminal  for  the 
past  three  years,  was  retired  recently  from  active 
l military  service  after  completing  27  years  in  the 
Army.  Dr.  Snurkowski  will  continue  as  chief  of  the 
j Medical  Division  in  a civilian  capacity. 
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Fifrli  Annual  Meeting  of  American  College  of  Cardiologists 
Chicago 

May  16-18,  1956 


Second  World  Congress  on  Fertilitv  and  Sterility 
Naples,  Italy 
May  18-26,  1956 


,-isr  Annual  Meeting  of  American  Trudeau  Society 
New  York  City 
May  21-23,  1 956 


Medical  Civil  Defense  Conference 
Palmer  House,  Chicago 
Saturday,  June  9,  1956 
(Prior  to  AMA  meeting) 


American  Academy  of  Obstetrics  and  Gynecology 
District  I Meeting,  September  19,  1956 
Providence,  R.  I. 
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"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• NOW  AVAILABLEI  Men's  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot>so>Port  Shoe  Company,  Oconomowoc,  Wis. 
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A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


American  Academy  of  Obstetrics  and  Gynecology 
Fifth  Annual  Clinical  Meeting 
Palmer  House,  Chicago 
November  7,  8,  and  9,  1956 

New  England  Health  Institute 
University  of  New  Hampshire,  Durham,  N.  H. 
June  12,  1 3,  and  14,  1956 


1956  AMES  AWARDS  CONTEST  OF  THE  AMERI- 
CAN COLLEGE  OF  GASTROENTEROLOGY 

The  American  College  of  Gastroenterology,  in  coopera- 
tion with  the  Ames  Company  of  Elkhart,  Indiana,  again 
takes  pleasure  in  announcing  the  1956  Ames  Award  Contest 
for  the  best  papers  in  Gastroenterology. 

There  will  be  two  classes  of  awards  as  follows: 

FELLOWS  IN  GASTROENTEROLOGY,  RESIDENTS,  FIRST  OR 
SECOND  YEAR  INTERNS 

First  prize — $500,  a certificate  of  merit  and  a 1 year  sub- 
scription to  The  American  Journal  of  Gastroenterology, 
official  publication  of  the  American  College  of  Gastroenter- 
ology. 

Second  prize — $250,  a certificate  of  merit  and  a 1 year 
subscription  to  The  American  Journal  of  Gastroenterology . 

BEST  PAPER  PUBLISHED 

For  the  best  paper  published  in  The  American  Journal  of 
Gastroenterology,  during  the  twelve  months  ending  June 
30,  1956,  for  which  no  prize  has  been  previously  awarded, 
$250. 


BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A11  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  has  set  a 
minimum  daily  adult  requirement. 


Distributed  by 

Borden’s  Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 


RULES  AND  REGULATIONS 

All  papers  submitted  must  represent  original  work  in 
gastroenterology,  must  not  have  been  previously  published 
except  for  abstracts  or  short  preliminary  reports  and  must 
not  have  been  previously  presented  at  any  National  nteet- 
ings. 

The  contents  of  the  papers  can  be  clinical  or  basic  science. 
Clinical  papers  must  not  be  case  records,  but  controlled 
clinical  work. 

The  length  of  a paper  is  no  criterion  for  originality  or 
value. 

All  entries  for  the  1956  prizes,  with  the  exception  of  those 
already  published  in  The  American  Journal  of  Gastroenter- 
ology, must  be  typewritten  in  English,  double-spaced  on 
one  side  of  the  paper  and  submitted  in  six  copies. 

The  winning  entries  will  be  selected  by  the  Research 
Committee  of  the  American  College  of  Gastroenterology 
and  the  aw'ards  will  be  made  at  the  Annual  Convention 
Banquet  of  the  College,  to  be  held  in  New  York  in  October, 
1956. 

All  papers  selected  for  awards  become  the  property  of  the 
American  College  of  Gastroenterology  and  the  decision  of 
the  judges  will  be  final.  Should  none  of  these  papers  sub- 
mitted meet  the  standards  set  by  the  Committee,  the  Com- 
mittee reserves  the  right  to  withhold  the  making  of  any 
award. 

The  recipient  of  the  first  prize  will  present  the  paper  in 
person  at  the  Annual  Meeting  of  the  College. 

All  unpublished  entries  must  be  received  no  later  than 
Julv  15,  195 6 and  should  be  addressed  to  the  Research  Com- 
mittee, American  College  of  Gastroenterology,  33  West  60th 
Street,  New  York  23,  N.  Y. 
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ENCYCLOPEDIA  OF  ABERRATIONS:  A PSYCHIA- 
TRIC HANDBOOK.  Edited  by  Edward  Podolsky, 
m.d.  New  York:  Philosophical  Library.  1953.  550  pp. 

$10. 

Reviewed  by  John  Donnelly 

This  comprehensive  volume  of  aberrational  behavior  of 
human  beings  is  a collection  of  definitions,  articles,  and 
discussions  embracing  most  aspects  of  psychopathology.  An 
extensive  number  of  contributors  have  brought  together 
much  material  which  is  both  interesting  and  informative. 
While  the  book  appears  to  have  been  written  for  the  lay 
person,  it  also  will  be  of  value  to  the  psychiatric  resident 
and  to  other  physicians. 

By  the  very  nature  of  the  contents  of  this  book,  it  should 
have  a large  appeal  for  those  attracted  by  things  clinical. 

YEAR  BOOK  OF  RADIOLOGY.  (1955-1956  Year  Book 
Series.)  RADIOLOGIC  DIAGNOSIS  Edited  by  John 
Floyd  Holt  and  Fred  Je  finer  Hodges.  RADIATION 
THERAPY  Edited  by  Harold  W.  Jacox  and  Morton  M. 
Kligerman.  Chicago:  The  Year  Book  Publishers,  Inc. 
'955-  4D  PP-  18. 

Reviewed  by  Arthur  Koffler 

The  1955-1956  Year  Book  of  Radiology  once  more  ranks 
as  an  outstanding  medical  publication.  This  year  again  it 
diligently  scans  the  ever  increasing  medical  literature  and 
effectively,  like  a radar  screen,  finds  and  brings  to  our 
attention  an  abundance  of  new  and  interesting  x-ray  mate- 
rial. As  one  peruses  the  pages  of  this  volume  he  is  more 
I and  more  impressed  by  the  wide  source  of  material.  Articles 
! have  been  selected  from  journals  from  various  parts  of  the 
1 world  and  from  the  publications  of  the  many  medical 
I specialties.  This  book  is  once  again  divided  into  a part  on 
Radiologic  Diagnosis  and  one  on  Radiation  Therapy.  These 
are  in  turn  subdivided  into  most  appropriate  and  convenient 
sections.  The  illustrations  are  excellent.  The  editorial  com- 
ments that  follow  many  of  the  articles  are  a feature  that 
many  readers  look  forward  to  every  year. 

From  the  Journal  Brain,  Adams  A.  McConnell’s  article 
on  subdural  air  after  pneumo-encephalography  is  reviewed. 

I He  stresses  the  importance  of  taking  a 24  hour  upright  film 
lest  this  be  missed.  The  value  of  tomography  in  diseases 
of  the  larynx  is  emphasized  in  four  separate  articles.  In  the 
section  on  spine  and  extremities  the  importance  of  tomo- 
graphy examination  of  fractures  of  the  vertebra  and  in  the 
diagnosis  and  prognosis  of  Pott’s  disease  is  well  demon- 
strated. The  article  of  John  L.  Williams  in  which  the 
existence  or  the  presence  of  gas  within  the  symphysis  pubis 
during  and  immediately  following  pregnancy  is  reviewed. 
This  may  persist  for  as  long  as  three  weeks  after  delivery. 
An  interesting  case  report  by  .\lfred  Haas  and  Saul  A. 
Ritter  on  “Benign  Giant  Cell  Tumor  Of  Femur  With 
Embolic  Metastases  To  Prepuce  Of  The  Penis”  is  reviewed 
and  elicits  the  following  comments  from  the  editors:  “Truly 
an  amazing  combination  of  neoplastic  phenomena.  We  have 
gained  a great  deal  of  respect  for  giant  cell  tumors  of  bone 
because  of  their  unpredictable  behavior.”  The  importance 
of  technically  excellent  film  and  careful  radiological  study 
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is  emphasized  in  Donald  W.  Ross’  article,  “Acute  Suppura- 
tive Arthritis  Of  The  Hip  In  Premature  Infants.”  Any  delay 
in  treating  acute  pyogenic  arthritis  may  be  disastrous  be- 
cause the  cartilaginous  constituents  of  the  hip  of  any  infant 
may  be  destroyed  in  a few  hours  by  an  acute  suppurative 
process.  The  abstract  of  the  article  by  Emile  Holman  on 
the  “Physiology  Of  Poststenotic  Dilatation”  is  most  worthy 
of  note  and  elicits  the  following  comment  from  the  editors 
in  which  we  join:  “We  are  glad  that  the  long  standing 
mystery  of  poststenotic  dilatation  is  finally  convincingly 
solved.” 

The  anatomical  physiological  study  of  the  lpwer  end  of 
the  abdominal  segment  of  the  esophagus  in  the  presence 
of  induced  pneumoperitoneum  has  been  ingeniously  carried 
out  by  Constantine  Zano,  Maxwell  H.  Poppel  and  Charles 
F.  Blazsik.  It  is  a very  revealing  piece  of  work.  Benjamin 
Felson  and  Emanuel  J.  Levine  present  a new  diagnostic 
roentgen  sign  for  intramural  hematoma  of  the  duodenum. 
It  consists  of  the  demonstration  of  an  intramural  mass  with 
a coil  spring  mucosal  pattern. 

The  section  on  therapy  is  also  of  extreme  interest.  The 
Intolerance  Of  Primate  Brain  Stem  and  Hypothalamus  to 
Conventional  and  High  Energy  Radiations  by  Arthur  Ar- 
nold, Percival  Bailey  and  Roger  A.  Harvey  is  very  in- 
formative and  elicits  the  following  appropriate  comment 
from  the  editors:  “It  is  <|uite  evident  that  older  concepts 
of  tlte  extreme  radioresistance  of  nervous  tissue  must  be 
modified.” 

Simple  mastectomy  plus  radiotherapy  as  a treatment  for 
breast  cancer  is  discussed  in  several  articles  and  it  will 
continue  to  be  a few  years,  we  expect,  before  this  method 
of  treatment  will  be  finally  assessed. 

The  editors  are  to  be  congratulated  for  their  production  of 
this  most  useful  work  which  should  find  its  way  into  the 
library  of  all  interested  in  the  field  of  radiology. 


A HANDBOOK  OF  IIOSPI FAL  PSYCHIATRY:  A 

PRACTICAL  GUIDE  OF  THERAPY.  Louis  Linn,  m.d. 

New  York:  International  Universities  Press,  Inc.  1955. 

560  pp.  $10. 

Reviewed  by  John  Donnelly 

I he  author  has  brought  together  in  one  volume  a vast 
amount  of  psychiatric  material  which  often  has  to  be  sought 
in  different  books  and  journals.  He  has  deliberately  omitted 
descriptions  of  the  various  psychiatric  entities  and  concen- 
trated attention  on  aspects  of  the  management  of  psychia- 
atric  patients.  Each  topic  is  adequately  and  concisely  dis- 
cussed so  that  the  reader  obtains  a good  overall  perspective. 
I11  addition  to  the  discussion  of  individual  and  group  psycho- 
therapy and  the  various  forms  of  somatic  treatment,  he 
draws  attention  to  the  psychodynamic  aspects  of  occupa- 
tional, recreational,  and  vocational  therapy.  The  role  of  all 
members  of  the  personnel  in  the  hospital  is  covered,  includ- 
ing the  psychologist,  nurse,  social  worker,  attendant,  volun- 
teer, and  chaplin.  The  author  discusses  many  specialized 
aspects  varying  from  the  pregnant  patient  to  the  veteran, 
physically  ill  to  legal  aspects  of  psychiatry,  from  the  local 
situation  within  the  hospital  to  community  aspects.  There 
seems  to  be  at  least  a paragraph  devoted  to  every  subject 
and  altogether  this  represents  a very  comprehensive  pre- 
sentation of  hospital  psychiatry.  There  are  few  persons 
working  with  psychiatric  patients  in  the  hospital  setting, 
or  indeed  outside  the  hosiptal,  who  will  not  find  in  this 
volume  interest  and  new  information. 

The  author  is  to  be  commended  for  his  organization  of 
the  material,  the  clarity  of  his  discussion,  the  objectivity 
of  his  presentation,  and  the  width  of  his  approach. 

This  informative  handbook  is  strongly  recommended  not 
only  to  all  psychiatrists  but  also  to  all  professional  persons 
who  wish  to  have  at  hand  a volume  to  which  they  can 
turn  for  information  and  practical  assistance. 
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PEDIATRIC  ANESTHESIA 


I.  Introduction 

One  of  the  most  outstanding  advances  in  world 
medicine  during  this  century,  has  been  the  accept- 
ance and  rapid  development  of  the  held  of  anes- 
ithesiology.1’2-3’4  It  has  made  possible  surgery  not 
attempted  nor  contemplated,  with  the  lowest  mor- 
bidity and  mortality  in  civilian  patients  and  military 
casualties.  During  the  past  two  decades,  the  con- 
tinued progress  of  anesthesiology  has  resulted  in 
specializing  within  a specialty.  Thus  we  see  anes- 
thesiologists confining  their  practice  to  obstetrics, 5,0 
to  thoracic  surgery, 7,8  to  cardiovascular  proce- 
dures,9’10 and  most  importantly  to  pediatric 
patients.11’12’13  The  abounding  literature  in  any  of 
(these  subspecialties  defies  an  adequate  survey  short 
of  a compendium.  However,  in  this  presentation  an 
| attempt  will  be  made  to  summarize  briefly  onlv  the 
more  significant  studies  and  experiences  that  have 
established  pediatric  anesthesia  of  today. 

To  appreciate  fully  the  perplexities  of  pediatric 
anesthesia  it  is  imperative  that  the  anesthesiologist 
be  well  trained,  clinically  matured  and  be  thorough- 
ly familiar  with  the  following  fundamental  axioms 
of  anesthesia.  They  are  well  established  by  numer- 
ous laboratory  and  clinical  studies. 

1.  Anesthesia  causes  disturbances  in  normal  physi- 
ology. 

2.  There  is  no  ideal  anesthetic  agent  or  technique 
I for  all  patients. 

3.  All  agents  and  techniques  have  their  advantages, 
3 disadvantages,  limitations,  contra-indications  and 

complications. 

4.  The  physiological  status  of  the  patient  at  the 
time  of  operation  must  always  be  considered. 

5.  I he  requirements  of  the  surgeons  must  be  met. 

6.  For  optimum  results,  therefore,  the  selection  of 
the  anesthetic  agent  and  technique  must  be  indi- 
vidualized. 


Stevens  J.  Martin,  m.d.,  Hartford 


The  Author.  Chief,  Department  of  Anesthesiology, 
St.  Francis  Hospital,  Hartford,  Connecticut 


SUMMARY 

Pediatric  anesthesia,  a specialty  within  a specialty, 
has  been  established  through  the  efforts  of  many 
laboratory  and  clinical  investigations.  Some  of  the 
pertinent  literature,  the  fundamental  principles  and 
recommended  clinical  practices  are  presented  in  the 
light  of  modern  anesthetic  management.  Particular 
emphasis  has  been  given  to  problems  of  preoperative 
medication,  the  commonly  employed  anesthetic  agents 
and  techniques,  complications  during  anesthesia  and 
problems  of  postanesthetic  care. 


1 he  anesthesiologist  among  other  considerations 
is  primarily  concerned  with  controlled,  reversible 
depression  of  the  central  nervous  system.  On  the 
basis  of  drug  action,  the  central  system  may  be 
anesthetized  in  its  entirety,  in  part,  or  both.  Thus, 
anesthetic  techniques  may  be  classified  as  shown  in 
the  following  diagram.  The  first  four  methods  of 
general  anesthesia  are  currently  employed  for  pedi- 

Classification  of  Anesthesia 
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atric  surgery.  While  regional  anesthesia  has  been 
employed  in  pediatric  cases,  it  is  not  popular  nor 
recommended.14’15 

II.  Basic  Considerations  of  the  Infant  and  Child 

Without  question,  the  most  rational  approach  to 
the  problem  of  pediatric  anesthesia  is  with  the 
thorough  know  ledge  of  the  anatomic  and  physio- 
logic variations  of  the  infant  and  child  as  compared 
to  the  adult.  The  central  nervous  system  is  precari- 
ously sensitive  to  oxygen  want  and  asphyxia  in 
infancy.  Oxygen  consumption  in  the  infant  is  ap- 
proximately twice  that  of  the  adult  (7  cc./Kgm. 
body  weight/min.  as  compared  to  3.9  cc./Kgm. 
body  weight/min.).  I here  is  no  organized  pattern 
of  pain  perception  and  response  in  the  first  few 
months  of  infancy.  However,  it  develops  after  some 
10  weeks  of  life,  and  is  unstable  until  about  the 
ninth  month.  Infants  also  show  frequent  unpredict- 
able effects  of  hypnotic,  analgesic  and  analeptic 
agents.  Finally,  and  of  recent  significance,  is  the 
unappreciated  psychic  trauma  that  often  follows 
terrifying  operating  room  experiences  in  child- 
hood.14’10 

The  respiratory  system  similarly  varies  anatomi- 
cally and  physiologically  from  infancy  to  that  of 
the  adult.  While  the  tidal  volume  is  small  (10-30 
cc.)  in  the  infant,  the  respiratory  rate  is  rapid 
(40/min.),  accounting  for  a minute  volume  of 
aproximately  800-1000  cc.  Fortunately  the  pulmo- 
nary alveolar  absorption  area  is  proportionately 
greater  in  the  infant  as  compared  to  the  child  and 
adult.  The  smaller  glottid  opening  and  diameter  of 
the  trachea  are  more  conducive  to  obstruction  from 
mucus,  blood,  and  foreign  bodies.  Further,  the 
respiratory  center  in  the  infant  is  undeveloped,  un- 
stable, and  rather  sensitive  to  variations  in  02  and 
C02  in  the  bloodstream,  as  well  as  to  somatic  and 
visceral  stimuli  occurring  normally  during  surgery. 
Accordingly,  variations  in  the  rate,  tidal  air,  rhythm 
and  minute  volume  of  respiration  are  common  and 
conducive  to  serious  disturbances  in  gaseous  ex- 
change. Such  disturbances  are  augmented  by  the  ill 
effects  of  increased  dead  space  and/or  increased 
resistance  to  respiration  resulting  from  improper 
anesthetic  equipment  or  management. 

The  cardiovascular  system  from  infancy  on  simi- 
larly shows  variations  of  considerable  interest  to 
the  surgeon  and  anesthesiologist.  I he  blood  volume 
(100  cc./Kgm.  at  1 hr.  after  birth),  blood  velocity, 
cardiac  output,  pulse  rate,  circulation  time  decrease 


as  age  progresses,  while  the  blood  pressure  in- 
creases. 1 he  normal  cardiovascular  mechanisms  arc 
poorly  developed  in  infancy,  but  mature  rapidly 
becoming  more  predictable  in  their  response  to 
anesthetic  and  reflex  surgical  stimulation  in  late 
infancy. 

Metabolic  requirements  arc  more  precise  the 
younger  the  child,  making  pre-  and  postanesthctic 
care  of  extreme  importance.  Infants  arc  alarmingly 
susceptible  to  toxins,  hyperpyrexia  and  water  and 
electrolyte  loss  by  any  route  (diaphoresis,  vomit- 
ing, diarrhea,  hemorrhage).  In  short,  the  vital  sys- 
tems of  the  infant  and  child  and  their  homeostasis 
are  subject  to  more  anatomic  and  physiologic  varia- 
tions and  imbalance  than  those  of  the  adult.  Thus 
they  possess  a narrower  margin  of  safety  and  do  not 
tolerate  anesthesia  or  surgery  as  well  as  adults. 

III.  Anesthetic  Management 

In  modern  practice,  anesthetic  management  con- 
sists of  three  phases:  ( 1 ) preoperative  evaluation, 
(2)  anesthetic  administration,  and  (3)  postanesthetic 
care.  The  preoperative  evaluation  of  the  infant  or 
child,  as  in  the  case  of  the  adult,  begins  in  the  after- 
noon before  elective  surgery.  This  is  particularly 
important  in  pediatric  cases,  not  only  because  of  the 
poor  tolerance  to  anesthetic  and  surgical  proce- 
dures, but  also  because  of  the  child’s  frequent  fearful 
reaction  to  strange  surroundings,  hospital  personnel 
and  routines.  As  recommended  by  others, 14’10  a kind 
sympathetic  approach  during  the  preoperative  visit, 
along  with  explanatory  remarks,  will  minimize,  if 
not  eliminate,  such  apprehension.  Most  often  the 
child  becomes  very  complacent  and  cooperative 
when  he  sees  the  same  physician-anesthetist  in  the 
operating  room. 

a.  preoperative  evaluation 

During  the  preoperative  visit  the  anesthesiologist 
accomplishes  many  other  things  aside  from  estab- 
lishing a friendly  and  understanding  relationship 
with  his  patient.  The  physical  status  is  ascertained 
from  (1)  the  history  of  the  case:  chief  complaint  of 
illness,  previous  illnesses,  birth  injuries,  convulsive 
episodes,  and  similar  data;  (2)  the  physical  exam- 
ination: the  actual  versus  the  physical  age,  normal 
versus  actual  weight,  the  presence  of  congenital  de- 
fects and  the  existence  of  dehydration,  jaundice, 
edema,  or  other  complications;  and  (3)  all  labora- 
tory data  and  x-rav  studies.  Any  physiologic  devia- 
tions or  deficits  which  are  amenable  to  correction, 
such  as  cyanosis,  low  hemoglobin  or  hematocrit, 
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water  or  electrolyte  imbalance,  hyperpyrexia,  gas- 
tric distention,  etc.,  are  taken  care  of  on  the  pre- 
operative day. 

Second,  and  of  equal  significance  during  the  pre- 
operative visit,  is  the  determination  of  the  optimum 
preanesthetic  medication,  including  occasionally  a 
hypnotic  to  insure  a restful  sleep.  A survey  of  the 
literature  reveals  numerous  preferences.  Campbell 
has  favored  phenobarbital,  paregoric,  morphine  or 
codeine  in  proper  dosage.1718  Bourne19  employed 
rectal  avertin  fluid  or  intravenous  evipal.  Schotz,20 
Weinstein  and  Light,21  Burrap,  Gain  and  Watts22 
and  Mark,  Fox  and  Burstein23  state  there  are  many 
advantages  of  rectal  thiopental  over  avertin  fluid. 
Poe  and  Karp24  have  preferred  rectal  secobarbital 
and  recently  Bryce-Smith  and  Hingson23  recom- 
mended the  intravenous  and  intramuscular  use  of 
sodium  seconal  as  premedication  for  children.  Bur- 
stein26 has  found  the  follow  ing  combination  useful: 
Thiopental  sodium  rectally,  along  with  procaine 
amide  and  banthine  intramuscularly.  Cullen27  em- 
phasizes that  the  rationale  of  premedication  should 
be  based  on  weight  and  physical  condition,  rather 
than  on  age.  In  a comprehensive  and  scholarly  study 
by  Leigh  and  Belton,11  the  recommended  premedi- 
cation is  as  follow  s:  secobarbital  the  evening  before 
surgery,  morphine  and  scopolamine  hydrobromide 
one  hour  before  general  anesthesia,  and  morphine- 
scopolamine  and  secobarbital  or  pentobarbital  one 
and  one  half  hours  before  regional  anesthesia.  Their 
elaborate  table  of  dosages  begins  from  birth  and 
extends  to  1 5 years  of  age. 

Based  on  the  experiences  at  St.  Francis  Hospital 
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during  the  past  nine  years,  the  preanesthetic  medica- 
tion which  was  found  most  satisfactory,  providing 
a depression  just  short  of  sleep,  was  that  dependent 
upon  the  patient’s  physical  status  (age,  weight  and 
degree  of  mental  excitability),  the  anesthetic  man- 
agement to  be  employed,  and  the  surgery  to  be 
performed.  Recently  Noctec  (chloral  hydrate)  has 
been  used  with  gratifying  results.  Table  I illustrates 
the  drugs  and  recommended  dosage. 

Because  of  the  many  variables  to  be  considered, 
proper  preanesthetic  medication  must  be  individual- 
ized and  not  routine-ized.  It  is  admittedly  more  a 
matter  of  experience  and  clinical  judgment  than  of 
empiricism.  Opiates  are  prescribed  subcutaneously 
only  when  there  is  actual  preanesthetic  pain  and 
never  in  infants  less  than  six  months  of  age.  Hyp- 
notics, such  as  thiopental,  pentobarbital,  secobarbital 
or  chloral  hydrate  are  favored  in  the  absence  of 
pain,  and  are  administered  orally  or  rectally.  Atro- 
pine or  scopolamine  is  added  to  the  opiate  or  hyp- 
notic agent  to  decrease  secretions  in  the  respiratory 
tract,  to  counteract  adverse  parasympathomietic 
reflexes  and  to  a less  extent,  respiratory  depression. 
Scopolamine  is  not  given  to  children  under  two 
years  of  age.  A slightly  greater  dosage  of  opiate  or 
hypnotic  is  employed  if  the  child  is  unusually  appre- 
hensive or  irritable,  or  if  regional  rather  than  gen- 
eral anesthesia  is  employed.  On  the  other  hand,  the 
dosage  of  the  opiate,  hypnotic  and  parasympatho- 
lytic agents  is  decreased  25  to  50  per  cent  for  admin- 
istration to  malnourished,  chronically  ill  or  mental- 
ly depressed  children.  As  an  example,  a child  two 
years  of  age,  w eighing  28  pounds,  in  no  acute  pain, 


Table  I 

Dosage  for  Preanesthetic  Medication  in  Children* 
(Modification  of  Leigh  and  Belton) 


AGE 

WEIGHT 
IN  LB. 

OPIATE 

NEMBUTAL 

GRAINS 

HYPNOTIC 

SECOBARB-  NOCTEC  CHL. 
ITAL  MG.  HYDRATE  GR. 

PARASYMPATHOLYTIC 

DEMEROL 

GRAIN 

MORPHINE 

SCOPOLAMINE 

ATROPINE 

MG. 

MG. 

GR. 

MG. 

r 

GRAIN 

MG. 

0-6  months 

6-16 

1/450 

0.1 

6-12  months 

l6-2  I 

,/*44 

0.4 

7 

i 

l6 

V1-1 

1/45° 

0.1 

1-2  years 

21-28 

1/96 

0.6 

10 

% 

24 

1-2 

1 /600 

0.1 

1/400 

0.16 

2-3  years 

28-3. 

1/48 

1.0 

13 

Vi 

32 

2~3 

1/45° 

O.I4 

1/35° 

0.19 

3-6  years 

31-45 

1/36 

1.4 

20 

% 

48 

3-6 

1/45° 

O.I4 

1/300 

0.22 

6-9  years 

45-60 

1/24 

1.8 

37 

% 

48 

6-9 

1/300 

0.22 

1/250 

0.28 

9-12  years 

60-85 

1/24 

27 

50 

1 

60 

9-12 

1/250 

0.29 

1/200 

0.33 

12-14  years 

85-105 

1/12 

5-4 

7 5 

1/2 

90 

12-14 

1/200 

0.33 

1/150 

0.5 

* The  doses  as  expressed  in  grains  and  milligrams  are  only  approximate  equivalents 
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scheduled  for  an  umbilical  herniorrhaphy  would 
receive  nembutal  gr.  % for  sleep  on  the  evening 
before  operation  and  chloral  hydrate  gr.  ii  orally 
and  atropine  sulphate  gr.  1/400  subcutaneously,  one 
hour  before  operation.  If  pain  w ere  present,  demerol 
10  mgm.  would  be  given  instead  of  the  chloral 
hydrate.  Nembutal  gr.  % may  be  used  instead  of  the 
chloral  hydrate. 

1 he  third  and  last  step  during  preanesthetic 
rounds  is  the  selection  of  the  anesthetic  agent  and 
technique.  As  stated  previously,  it  is  axiomatic  and 
imperative  that  for  optimum  results  such  selection 
be  individualized.  Due  consideration  must  admitted- 
ly be  given  to  the  findings  of  the  preanesthetic 
visit  as  to  the  physical  status  of  the  child,  the  site, 
nature  and  duration  of  the  contemplated  surgery 
and  preferences  of  the  surgeon  and  anesthesiologist, 
barring  contra-indications.  Regional  anesthesia  in 
the  experiences  of  most  anesthesiologists  is  consid- 
ered undesirable  if  not  harmful  to  infants  and  chil- 
dren. Of  the  many  methods  for  general  anesthesia, 
our  order  of  preference  is  inhalation,  intravenous, 
or  their  combination.  No  attempt  will  be  made  to 
discuss  hypothermia  induced  bv  refrigeration 
and/or  pharmacologic  agents  in  this  short  treatise. 

I?.  ANESTHETIC  TECHNIQUES  AND  AGENTS 

It  is  admittedly  most  important  to  have  a well 
trained,  matured  anesthesiologist  for  the  optimum 
conduct  of  pediatric  anesthesia.  While  due  consider- 
ation must  be  given  to  the  selection  of  the  proper 
agent  and  of  the  technique,  many  feel  justifiably 
that  the  latter  is  extremely  vital.  Thus,  Stephen  and 
Slater12  emphasize  strongly  that  all  techniques 
should  provide,  “(1)  reduction  of  dead  space,  (2) 
decrease  in  resistance  to  respiration,  (3)  elimination 
of  carbon  dioxide,  and  (4)  as  light  a plane  of  anes- 
thesia as  is  compatible  with  the  requirements  of  the 
surgeon.”  To  that,  one  is  compelled  to  add  that 
techniques  should  also  prevent  (5)  the  onset  of 
hyperpyrexia  and  (6)  undue  water  and  electrolyte 
loss. 

/.  Anesthetic  Techniques 

1 he  methods  employed  for  inhalation  anesthesia 
found  most  successful  and  popular  at  St.  Francis 
Hospital  during  the  past  nine  years  are  (1)  open 
drop,  with  the  use  of  a small  tea-strainer  or  Yan- 
kauer  mask;  (2)  insufflation  with  a nasal  or  pharyn- 
geal airway,  or  with  a nasal  or  oral  endotracheal 
rube  in  place.  The  latter  two  are  often  modified  by 
the  use  of  the  Ayres  technique,28  by  the  Digby 


Leigh  or  Stephen-Slater  nonrebreathing  valves,20  or 
by  the  recently  introduced  valve  of  Fink;30  (3) 
closed  system  rebreathing  technique,  more  recently 
modified  by  Adriani.31  (Figure  1.) 

Simple,  short  procedures  with  no  interference  of 
respiration  or  circulation  and  requiring  slight  to 
moderate  muscular  relaxation,  such  as  incision  and 
drainage,  closed  reduction,  circumcision,  superficial 
thoracic  and  abdominal  procedures,  can  readily  be 
done  with  the  open-drop  techniques.  For  an  opera- 


Figure  I 

Adriani  closed  system  rebreathing  apparatus  for 
infants  and  children 

five  procedure  beyond  20  minutes,  the  insufflation 
methods  are  preferred  with  or  without  an  endo- 
tracheal tube.  Thus,  simple  insufflation  with  a 
pharyngeal  airw  ay  in  place  is  satisfactory  for  in- 
guinal and  umbilical  herniorrhaphy,  cyctoscopv, 
correction  of  club  foot,  etc.  However,  insufflation 
with  Ayres  technique  or  Stephen-Slater  valve  with 
an  endotracheal  tube  in  place  has  been  found  very 
desirable  in  procedures  such  as  tonsillectomies, 
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cerebellar  or  other  cranial  explorations,  pyloro- 
plasty, nephrectomy,  lumbar  laminectomy,  etc.  For 
all  intrathoracic  procedures,  the  closed  system  of 
Adriani  is  recommended. 

2.  Anesthetic  Agents 

The  anesthetic  agents,  like  the  techniques,  arc 
selected  individually  for  each  case.  Due  respect  must 
he  given  to  the  requirements  for  operation,  as  well 
as  to  the  advantages,  disadvantages,  limitations,  and 
contra-indications  of  the  agent.  In  all  open  drop  and 
insufflation  techniques  the  patient’s  face  is  lightly 
covered  with  a film  of  mineral  or  olive  oil  for  pro- 
tection against  irritating  fluids  or  vapors.  The  eyes 
arc  covered  with  a few  layers  of  gauze,  moistened 
with  water.  The  following  agents  arc  generally 
employed. 


Inhalation  Agents  for  Pediatric  Cases 


TECHNIQUES 

ANESTHETIC  AGENTS 

Open  drop 

Vinethene 

Ether 

Vinethene-ether  sequence 

Insufflation 

Nitrous  oxide-oxygen-ether  sequence 
Nitrous  oxide  and  oxygen 
Trichlorethylene 

Trichlorethylene  and  nitrous  oxide  oxygen 
Cyclopropane  and  air  or  oxygen 
Cyclopropane,  ether  sequence 
Ethylene  alone  or  in  ether  sequence 

Closed  System 

Nitrous  oxide-oxygen-ether 
Cyclopropane-ether-oxygcn 
Cyclopropane,  oxygen 

1 lie  most  common  inhalation  agents  used  are 

ether  and  cyclopropane.  Ethylene  is  rarely  employ- 

ed. Ethyl  chloride  and  chloroform  are  not  adminis- 

tered, inasmuch  as  their  disadvantages  and  contra- 

indications now  far  outweigh  their  clinical  use- 

i fulness. 

I he  many  advantages  and  increasing  popularity 

of  intravenous  anesthesia,  particularly  with  the  safe 

and  proper  use  of  sodium  pentothal,  has  interested 

many  investigators  to  employ  this  method  in  pedi- 

atric cases.1 * * * * * * * * * * * * * 15 * *’18 *’25  The  use  of  sodium  pentothal  in  a 

1-1.25  Per  cent  concentration  with  or  without 

nitrous  oxide  mixture  (50:50)  was  found  to  be  par- 

ticularly useful  in  pediatric  urology.15  Subsequently 

this  technique  was  employed  with  equal  gratifying 

results  for  all  types  of  procedures  except  intra- 

thoracic surgery.  The  use  of  endotracheal  tubes 

coated  with  nupercaine  ointment  greatly  enhances 

the  usefulness  of  this  method.  More  recently  Was- 


muth  reported  the  use  of  thiopental  anesthesia  (0.5- 
1.0  per  cent)  in  infants  and  children  in  over  300 
cases  with  no  fatalities  and  with  excellent  results.32 

7.  Endotracheal  Intubation 

No  commentary  on  inhalation  anesthesia  in  pedi- 
atric cases  is  complete  without  some  reference  to 
endotracheal  tubes.  T heir  use  is  rapidly  becoming 
popular  with  some  clinics  utilizing  endotracheal 
tubes  in  80  per  cent  of  their  pediatric  cases.33  In 
many  instances  the  use  of  the  endotracheal  tube  is 
imperative  for  the  safe  conduct  of  anesthesia.  Aside 
from  the  fact  that  there  is  a free  and  patent  airway 
and  a reduction  of  dead  space,  endotracheal  tubes 
provide  a better  control  of  respiration,  reduce  the 
amount  of  anesthetic  agent  used  and  remove  the 
anesthesiologist  from  the  immediate  field  of  opera- 
tion. Especial  attention  must  be  given  to  the  com- 
mon disadvantages  of  endotracheal  techniques. 
Leigh  and  Belton11  emphasize  the  following:  (1) 
accidental  dislodging  or  chipping  of  teeth,  (2) 
trauma  to  the  lips  or  gums  with  subsequent  hemor- 
rhage or,  (3)  trauma  or  irritation  to  the  larynx  with 
subsequent  edema  or  laryngitis.  Care  must  be  taken 
to  avoid  (4)  mechanical  difficulties  such  as:  ob- 
structed tubes,  kinked  tubes,  separation  of  the  angle 
pieces,  improper  length  of  tube,  foreign  body  in 
the  tube  and  last,  and  perhaps  most  importantly, 
improper  diameter  of  the  tube.  It  is  strongly 
recommended  that  the  endotracheal  tube  that  is 
selected  should  fit  snugly,  not  tightly,  and  be  in- 
serted through  the  glottid  opening  with  ease.  Any 
one  of  the  laryngoscopes  available  on  the  market 
today  (Flagg,  Macintosh,  Foregger,  etc.)  may  be 
used  (Figure  2).  Our  experience  favors  the  Foregger 
model.  All  endotracheal  tubes  should  be  lubricated 
in  the  distal  half  with  nupercaine  ointment  ( 1 per 
cent).  No  endotracheal  cuffs  are  recommended  for 
infants  or  children.  If  the  fit  is  not  sufficiently  tight, 
a tube  with  a greater  diameter  is  used;  the  hypo- 
pharynx  is  not  packed  with  gauze  moistened  with 
saline.  While  all  makes  of  tubes  have  been  tried, 
preference  is  given  to  the  new  Magill,  Davol,  and 
Foregger  products.  As  a guide,  the  following  table 
is  used  to  determine  the  proper  size  of  the  endo- 
tracheal tube  (Table  II). 

For  proper  cleansing  and  sterilization,  all  endo- 
tracheal tubes  are  washed  with  pllisoHex.  They 
are  then  stored  in  sterilized  circular  containers.34 
The  endotracheal  rube  connectors  of  the  curved  or 
straight  type  suggested  by  Rovensteine  or  by 
Magill  have  been  found  to  be  equally  useful. 
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Figure  z 

Modern  pediatric  laryngoscopes 


4.  Com  plications  During  Anesthesia 

As  mentioned  previously,  it  is  a well  known  axiom 
that  there  is  no  ideal  anesthetic  agent  or  technique 
and  all  have  their  advantages,  disadvantages,  limita- 
tions, contra-indications  and  potential  complica- 
tions. Further,  the  infant  and  child  have  known 
anatomic  and  physiologic  variations.  They  tolerate 
anesthesia  and  operation  poorly  and  with  a narrower 


Table  II 

Measurements  of  Endotracheal  Tubes 


AGE 

MAG  ILL 
SIZE 

FRENCH 

SIZE 

OUTSIDE 
DIAM.  IN  MM. 

LENGTH  OF 
TUBE  IN  CM. 

o — i yr. 

OO 

l6 

5‘/3 

I I 

0 

18 

6 

1 1.5 

i — 5 yrs. 

I 

20 

6V, 

12.5 

2 

22 

7 % 

■3-5 

3 

23 

8 

l6 

4 

24 

8 V, 

17 

6 — 12  yrs. 

5 

2 7 

9 

18 

6 

28 

9'/3 

18 

7 

3° 

IO 

20 

8 

31 

i o V, 

20 

9 

33 

I I 

22 

margin  of  safety  as  compared  to  the  adult.  Because 
of  these  two  fundamental  facts,  complications  dur- 
ing pediatric  anesthesia  are  hound  to  occur  and 
their  prevention  and  prompt  treatment  are  of  vital 
importance.  The  following  briefly  summarizes  some 
of  the  more  significant  complications  that  may  occur 
during  general  anesthesia.  No  attempt  will  be  made- 
in  this  short  presentation  to  discuss  the  etiology, 
pathogenesis,  prophylaxis,  or  therapeusis  of  these 
complications.  However,  suffice  it  to  say  that 
because  infants  and  children  tolerate  insufficiency  of 
oxygen  very  poorly,  all  complications  that  result  in 
hypoxia  should  be  treated  promptly  with  oxygen 
through  a patent  airway  by  assisted  or  controlled 
respiration. 

C.  POSTANESTHETIC  CARE 

Postanesthetic  care  constitutes  the  third  phase  of 
the  modern  concept  of  anesthetic  management.  Its 
timely  and  proper  application  initiated  at  the  end  of 
operation  results  in  a significant  decrease  in  anes- 
thetic morbidity  and  mortality.  While  it  is  import- 
ant in  every  case,  its  use  in  pediatric  anesthesia 
produces  dramatic  results.  The  following  briefly 
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Possible  Complications  During  Maintenance  of  General  Anesthesia  in  Infants  and 

Children 


CNS 

Tremors 

Convulsions 


c-v  SYSTEM 
Hypertension 
I lypotension 
Periph.  Vase.  Collapse 
Cardiac  Decompensation 
Cardiac  Arrhythmias 
Thromboses-Emboli 


RESPIRATORY  SYSTEM 


Breath  Holding 

Polypnoea 

Dyspnoea 

Hypopnoea 

Apnoea 

Cough 

Hiccough 

Cyanosis 

Atlectasis 

Pneumothorax 


Hypocarbia 
Hypercarbia 
Hypoxia 
Asphyxia 
Obstructions 
Nasal  Tracheal 

Pharyngeal  Bronchiolar 
Laryngeal  Alveolar 

Cheyne  Stokes  Resp. 

Biot’s  Resp. 


G.  I.  SYSTEM 

Excessive  Salivation 
Retelling 

Emesis  (with  aspiration) 
Gastric  Distention 
Intestinal  Distention 


SKIN 

Pallor 

Rash 

Diaphoresis 
Hyperpyrexia 
Subcut.  inj.  of  Pent. 


MISCELLANEOUS 
Teeth — loosened  or  broken 
Abrasions — lips,  gums,  tongue 
Dislocated  jaw 
Eye — mechanical  or 

chemical  irritation 
Epistaxis 

Pressure  trauma  to  wrist, 
elbows,  etc. 

Fractures — wrist,  arm,  legs 


describes  some  of  the  principles  and  procedures  that 
should  be  carried  out. 

1.  Emergence  from  anesthesia— The  end  of  opera- 
tion should  be  anticipated  bv  the  alert  anesthesiolo- 
gist and  attempts  to  lighten  the  depth  of  anesthesia. 
By  the  time  dressings  are  applied  the  infant  or  child 
should  not  only  have  a patent  airway,  full  respira- 

j tory  excursions,  but  also  have  active  swallowing 
and  cough  reflexes.  In  some  instances  patients  are 
awake  enough  to  cry  and  move  about.  I he  cardio- 
vascular system  should  be  evaluated  to  determine 
the  need  for  fluids  or  pressor  agents.  The  need  for 
oxygen  should  also  be  determined.  No  anesthesiolo- 
gist should  leave  his  case  or  transport  the  patient  to 
his  ward  unless  these  fundamental  evaluations  are 
i carried  out. 

2.  Postanesthesia  observation  room. 

a.  A well  trained  staff  should  he  available  to  con- 
I tinue  the  postanesthetic  care  and  carry  out  recom- 
\ mended  procedures.  Thus,  periodic  recordings  of 

blood  pressure,  pulse  and  respiratory  rates,  body 
temperature  and  general  appearance  of  the  child 
should  be  made. 

b.  A suction  apparatus  should  be  available  for 
immediate  use. 

c.  Oxygen  for  mask,  catheter  or  tent  use,  with 
means  for  humidification  when  desired,  should  also 
be  on  hand. 


d.  Accessory  apparatus,  such  as  a laryngoscope, 
endotracheal  tube,  bronchoscope,  tracheotomy  set, 
cut-down  tray,  Levine  tubes,  etc.,  are  often  life 
saving  and  should  be  ready  for  use. 

e.  Fluids— Various  fluids  (physiologic  saline,  iso- 
tonic glucose,  Hartman  solution,  plasma  expander, 
whole  blood)  for  intravenous  use,  if  not  actually 
prescribed,  should  at  least  be  on  hand.  As  a rule, 
most  children  for  a major  operation  will  have  had 
a plastic  cannula  (16-20  gauge)  already  in  a vein. 
Generally,  up  to  1 year  of  age,  10  cc.  per  pound  of 
body  weight  of  fluid  may  be  given;  from  2-5  years, 
20  cc./lb./b.w.  and  from  6-12  years,  25-30  cc.35’36 
Fluids  should  never  be  administered  rapidly  and 
actual  blood  loss  should  be  replaced  during  or  very 
shortly  after  operation.  Unless  there  is  considerable 
diaphoresis  saline  should  be  used  sparingly  especially 
in  infants.  Their  kidneys  are  not  well  developed  to 
take  care  of  excess  fluids  and  electrolytes. 

f.  Means  should  be  available,  by  air  conditioning 
or  other  methods,  to  prevent  undue  hyperpyrexia. 
This  is  particularly  important  in  infancy. 

g.  Medications  for  cardiovascular  support,  (vas- 
oxyl,  neosynephrine,  digitalis  preparations)  should 
be  available  for  immediate  use.  To  prevent  or  con- 
trol convulsions,  calcium  gluconate  or  sodium  pen- 
tothal  solutions  are  of  great  help. 

A list  of  36  references  is  available  on  request. 
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PREGNANCY  TESTS 


THE  CLINICAL  VALUE  OL  CURRENT  PREGNANCY  TESTS 

Edward  1 1.  I Ion,  m.d.,  New  Haven 


T n recent  years  many  species  of  animals  have  been 
proposed  for  the  qualitative  detection  of  chori- 
onic gonadotrophin.  To  the  practicing  physician 
who  is  accustomed  to  using  the  long  established 
A-Z  mouse  or  Friedman  tests  and  able  to  clinically 
evaluate  them,  the  introduction  of  “rapid”  tests  such 
as  the  rat  hyperemia  test  and  scores  of  batrachian 
tests  has  made  clinical  correlation  more  difficult. 
Unless  the  physician  recognizes  the  limitations  of 
methodology  and  associated  test  animal  used  by  the 
laboratory,  his  interpretation  of  the  results  may 
differ  considerably  from  the  clinical  status  of  the 
patient. 

High  reported  accuracy  is  not  necessarily  an  indi- 
cation of  clinical  value  since  this  is  frequently 
achieved  by  confining  the  test  to  the  period  of  peak 
chorionic  gonadotrophin  excretion  and  disregarding 
results  obtained  in  very  early  or  late  pregnancy 
when  titers  are  lower.1-2’4  The  accuracy  of  any  series 
is  also  reduced  with  increase  in  the  proportion  of 
disturbances  of  pregnancy  since  chorionic  gonado- 
trophin titers  are  low  in  these  conditions. 

The  season  may  also  influence  reported  accuracy. 
Most  batrachians  are  quite  insensitive  in  the  sum- 
mer;3-5,7,8,9,io  and  at  this  time  a higher  percentage  of 
false  negative  results  will  be  obtained. 

The  following  study  is  an  attempt  to  illustrate 
the  factors  of  importance  in  the  clinical  evaluation 
of  pregnancy  testing.  The  included  data  have  been 
chosen  for  illustrative  value  only,  and  have  been 
taken  from  the  records  of  routine  pregnancy  tests 
anti  experimental  work  done  in  our  laboratory  over 
the  past  three  years. 

The  Detection  of  Chorionic  Gonadotrophin  as  a 
Test  for  Pregnancy 

Chorionic  gonadotrophin  (C.G.)  is  a hormone 
produced  by  the  placenta  and  is  therefore  found 
only  in  pregnancy  and  with  certain  rare  tumors. 
The  effect  of  this  hormone  on  the  gonads  of  test 
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SUMMARY 

1.  The  principles  of  the  hormonal  diagnosis  of  preg- 
nancy are  discussed. 

2.  Physicians  should  be  aware  of  the  limitations  of 
the  particular  animal  used  hy  their  laboratory  for 
pregnancy  testing  if  maximal  clinical  value  is  to  be 
obtained. 

3.  Pregnancy  testing  should  not  be  limited  to  the 
qualitative  diagnosis  of  pregnancy.  Quantitative  esti- 
mation of  chorionic  gonadotrophin  may  provide  in- 
formation of  diagnostic  and  prognostic  value. 


animals  provides  the  basis  for  the  biological  diag- 
nosis of  pregnancy.  Its  physiological  effects  on  preg- 
nancy test  animals  may  be  partially  duplicated  bv 
the  pituitary  gonadotrophins  so  that  in  conditions 
such  as  the  menopause  and  primary  ovarian  failure, 
where  there  are  high  levels  of  pituitary  gonado- 
trophin, false  positive  results  may  be  obtained. 
However,  the  number  of  patients  having  high  F.S.H. 
levels  encountered  in  routine  pregnancy  testing  is 
small. 

The  serum  and  urinary  curves  of  chorionic 
gonadotrophin  are  of  similar  configuration  and  vary 
w ith  the  duration  of  gestation.  Figure  i is  a typical 
urinary  C.G.  curve  with  dotted  lines  indicating  the 
probable  maximum  and  minimum  limits.  These 
curves  are  based  on  119  determinations  in  our  lab- 
oratory and  on  the  experience  of  other  workers.12,13 
The  low  levels  found  in  very  early  pregnancy  and 
in  the  latter  half  of  gestation  are  the  cause  of  the 
false  negative  reactions  when  the  relatively  insensi- 
tive batrachians  are  used  as  test  animals.  The  urinary 
chorionic  gonadotrophin  level  may  be  as  low  as 
2000  I.U.  per  24  hours  in  late  normal  pregnancy14 
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Table  I 

Comparison  of  Current  Pregnancy  Test  Animals 


ANIMAL 

REACTION 

ADVANTAGES 

DISADVANTAGES 

APPROXIMATE 

SENSITIVITY 

A louse 

Corpus  luteum 

Accurate 

96  hours 
Toxicity 
Cost 

1.5  to  6 I.U. 

Rabbit 

Corpus  luteum 

Accurate 

48  hours 
Toxicity 
Cost 

10  to  15  I.U. 

Rat 

Hyperemia 

Rapid — 4 hours 
Sensitive 

Variable  accuracy 
Difficult  to  read 
Toxicity 
Cost 

0.5  to  1.5  I.U. 

X.  laevis 

Ovulation 

Accurate 
No  toxicity 
Reusable 
Uasy  husbandry 

36  hours 
Cost 

Insensititve 

75  to  100  I.U. 

R.  pipiens 

Spermiation 

Rapid — 4 hours 
Availability 
Inexpensive 
Reusable 

? Accuracy 

Toxicity 

Insensititve 

22  to  80  I.U. 

B.  americanus 

Spermiation 

Accurate 
Rapid — 4 hours 
Inexpensive 
Reusable 

Husbandry- 

Unavailability 

Toxicity 

Insensititve 

12  to  45  I.U. 

B.  marinus 
(60-90  Gms.) 

Spermiation 

Accurate 
Rapid — 5 hours 
Availability 
Inexpensive 
Reusable 

Insensitive 

35  to  50  I.U. 

and  in  the  disturbances  of  pregnancy  detectable 
levels  as  low  as  750  I.L.  of  urinary  C.G.  are  not 
uncommon.1115 

For  the  qualitative  diagnosis  of  pregnancy  a test 
animal  should  meet  the  following  criteria: 

1.  Specificity. 

2.  Adequate  sensitivity. 

3.  Clear  end  point. 

4.  Rapid  reaction. 

5.  Economy. 

6 Simple  husbandry. 

Comparison  ok  Test  Animals  kor  the  Diagnosis 
of  Pregnancy 

Table  1 lists  the  more  w idely  used  pregnancy  test 
animals  and  compares  their  relative  merits.  They 
v ill  be  further  discussed  in  the  light  of  the  fore- 
going criteria  for  a satisfactory  pregnancy  test 
animal. 

SPECIFICITY 

Specificity  is  the  most  important  requirement  of 


any  pregnancy  test  animal;  without  it  false  positive 
reactions  will  result. 

Of  the  above  listed  animals,  false  positive  reactions 
may  occasionally  occur  in  the  mouse  and  rabbit 
w hen  T.S.H.  levels  are  high.  I his  low  percentage 
(usually  less  than  1 per  cent)  does  not  materially 
detract  from  their  value.  In  addition,  false  positive 
reactions  may  also  occur  in  the  rabbit  if  the  female 
has  not  been  carefully  isolated  from  the  males. 

Although  hyperemia  of  the  rat  ovaries  not  due  to 
injection  of  chorionic  gonadotrophin  has  been  re- 
ported, false  positive  reactions  in  rats  are  not  com- 
mon.16'17'18'19-20'21'22 

1 he  listed  batrachians  are  not  sensitive  enough  to 
F.S.H.  to  give  false  positive  reactions  with  the 
volume  of  urine  ordinarily  used;  however,  the  male 
Rana  pipiens  may  give  a high  percentage  of  false 
positive  reactions  in  the  spring  w hen  they  are  breed- 
ing. This  does  not  appear  to  be  related  to  any  par- 
ticular urinary  substance  and  in  our  experience 
followed  the  injection  of  distilled  water.  Table  II 
contains  the  analysis  of  71  male  Rctna  pipiens  tests 
done  on  patients  who  subsequently  proved  to  be 
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not  pregnant  at  the  time  of  the  test.  These  con- 
secutive results  were  taken  from  records  of  routine 
pregnancy  tests  done  in  this  laboratory.  While  the 
number  of  cases  is  small,  it  is  fairly  obvious  that  false 
positive  reactions  in  the  spring  months  can  be  quite 
a source  of  error.  If  a “positive”  report  is  given  only 
\\  hen  both  animals  are  positive  the  error  is  much 
less.  Figure  2 illustrates  this  point.  At  least  two 
animals  should  be  used  at  all  times.  In  the  spring 
the  use  of  three  animals  is  justified  to  compensate 
for  the  higher  percentage  of  false  positive  reactions 
at  this  time.  The  idea  that  a “false  positive”  reaction 
is  always  “weak”  is  erroneous.  In  our  experience 
many  sperm  may  be  present  even  though  the  liana 
pipiens  reaction  is  a “false  positive.” 


Table  II 

Rana  Pipiens  Test  in  Non-Pregnant  Patients 


NO. 

OF  TESTS 

NO.  OF 
ANIMALS 
USED* 

NO.  OF 

SINGLE  FALSE 
POSITIVE 
REACTIONS 

NO.  OF 
PAIRS 
OF  FALSE 
POSITIVE 
REACTIONS 

1952  November 

'9 

3° 

O 

O 

December 

I I 

18 

1 

0 

1953  January 

IO 

1 6 

() 

O 

February 

*5 

44 

IO 

2 

March 

16 

40 

■4 

4 

7> 

148 

25 

6 

*At  least  two 

animals  were  used 

for  all  tests. 

The  dis- 

crepancy  in  number  of  animals  used  is  because  only  animals 
which  received  injections  of  the  original  urine  sample  are 
included.  Those  used  with  concentration  techniques  have 
been  discarded  since  it  may  be  argued  that  an  extraneous 
factor  was  thereby  introduced. 

ADEQUATE  SENSITIVITY 

To  detect  the  lower  levels  of  chorionic  gonado- 
trophin in  very  early  and  late  normal  pregancy 
(Figure  i),  a moderately  sensitive  test  animal  is 
needed.  In  the  disturbances  of  pregnancy  when 
C.G.  titers  are  usually  lower  than  normal,  it  is  neces- 
sary to  use  a more  sensitive  animal  to  avoid  false 
negative  reactions.  A satisfactory  test  animal  should 
be  sensitive  enough  to  detect  an  excretion  of  2000 
I.U.  of  C.G.  per  24  hours  if  it  is  to  correctly  diag- 
nose all  cases  of  normal  pregnancy  regardless  of 
duration  of  gestation.  In  the  disturbances  of  preg- 
nancy it  must  be  able  to  detect  about  750  I.U.  of 
C.G.  per  24  hours. 

The  approximate  animal  sensitivities  listed  in 
Table  I apply  largely  to  animals  tested  in  this  labora- 
tory and  are  only  intended  to  indicate  the  expected 


range.  The  variation  in  seasonal  sensitivity  of  Bnfo 
americanus , Bufo  marimis,  and  Rana  pipiens  was 
determined  by  the  monthly  injection  of  75  to  120 
animals  with  graded  doses  of  standard  chorionic 
gonadotrophin.  Figure  3 shows  the  results  obtained 
with  Rana  pipiens. 

I he  amount  of  urine  usually  injected  into  the 
mouse,  rabbit,  and  rat  contains  enough  chorionic 
gonadotrophin  to  give  a positive  reaction  except  in 
the  very  occasional  instance  when  there  is  a com- 
bination of  a very  low  titer  and  an  insensitive  animal. 
With  the  relatively  insensitive  batrachians  the  situa- 
tion is  quite  different  and  low  concentrations  of 
C.G.  may  be  missed,  since  the  animals  are  not  large- 
enough  to  tolerate  a compensating  increase  in  vol- 
ume of  urine  injected.  This  basic  difficulty  is  re- 
flected in  numerous  clinical  reports  of  false  negative 
reactions  in  early  or  late  pregnancies  and  in  the 
disturbances  of  pregnancy.2-9-16-23-24’25  The  actual 
percentage  of  false  negative  reactions  is  dependent 
on  the  proportion  of  low  C.G.  titers  encountered  in 
any  given  series  and  is  also  influenced  by  the  num- 
ber of  tests  performed  in  the  summer  months  when 
these  animals  are  the  least  sensitive.  Unless  some  i 
method  is  used  to  increase  the  concentration  of 
chorionic  gonadotrophin  present  in  a given  volume 
of  urine,  false  negative  results  may  be  as  high  as  50  ■ 
per  cent.25 

From  our  study  of  102  cases  of  second  and  third 
trimester  pregnancies,  98  were  positive  on  direct 
injection  of  five  mis.  of  urine  using  B.  americanus  as 
a test  animal.  Without  a concentration  technique  the 
false  negative  percentage  would  be  about  four  per 
cent.  Of  122  pregnancies  which  terminated  in  abor- 
tion, one  third  of  the  tests  would  have  given  a false  1 
negative  result  if  a concentration  technnique  had 
not  been  used.11 

If  a sensitivity  equal  to  that  of  the  A-Z  or  Fried- 
man tests  is  to  be  achieved  with  batrachians,  a con- 
centration technique  is  necessary.  The  amount  of 
urine  needed  to  give  this  required  test  sensitivity 
varies  directly  with  the  sensitivity  of  the  test  animal: 
i.c.,  when  the  animal  is  insensitive  larger  volumes 
of  urine  must  be  used.  It  is  more  accurate  to  use 
“hour-aliquots”  of  urine  rather  than  arbitrary  vol- 
ume designations  since  the  24  hour  urinary  volume 
may  vary  widely. 

Our  experience  with  over  2,000  routine  pregnancy 
tests  using  the  male  toad  B.  americanus  and  B.  mari-  I 
mis  and  the  male  frog  R.  pipiens  indicate  that  less  I 
than  one  per  cent  of  false  negative  results  arc  j 
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obtained  in  normal  pregnancy  of  any  duration  if 
adequate  aliquots  of  urine  are  concentrated.  In  the 
summer  a three  hour  aliquot  is  necessary  to  give  the 
same  test  sensitivity  as  the  A-Z  or  Friedman  tests. 

Hobson  states  that  with  the  female  Xenopus 
laevis  test  he  is  able  to  detect  as  low  as  3000  l.U.  of 
C.G.  per  liter  of  urine.14  Since  the  C.G.  levels  in 
late  pregnancy  and  the  disturbances  of  pregnancy 
are  frequently  lower  than  3000  l.U.  of  C.G.  per 
liter  of  urine,  the  possibility  of  false  negative  re- 
actions is  always  present.  To  make  this  rest  more 
useful  for  the  diagnosis  of  the  disturbances  of  preg- 
nancy it  would  seem  desirable  to  increase  its  sen- 
sitivity7 by  concentrating  larger  urine  aliquots. 

On  the  right  hand  margin  of  Figure  1 the  levels 
of  chorionic  gonadotrophin  capable  of  detection  by 
individual  test  animals  are  shown.  I hese  levels  are 


Figure  2 

The  seasonal  incidence  of  false  positive  reactions  in 
male  liana  Pipiens 


3 3 

based  on  the  excretion  of  1000  mis.  of  urine  per 
24  hours  and  injection  of  the  amount  of  urine 
usually  used  with  the  respective  test  animal.  From 
this  graph  it  is  evident  that  the  male  bactrachian 
tests  may  give  a high  percentage  of  false  negative 
reactions  when  gonadotrophin  titers  are  low. 

CLEAR  END  POINT 

There  is  no  difficulty  in  distinguishing  the  sperm 
and  ova  of  the  batrachian  or  the  corpus  luteum  of 
the  mouse  and  rabbit.  Hoy  ever,  the  differentiation 
of  slight  degrees  of  ovarian  hyperemia  in  the  four 


Figure  3 

Seasonal  variation  in  sensitivity  of  male  liana 
Pipiens  to  chorionic  gonadotrophin 


hour  rat  test  may  be  a problem,16’17,18’20  and  its 
accuracy  depends  largely  on  the  ability  of  the  indi- 
vidual technician  examining  the  ovaries. 

RAPID  REACTION 

The  chief  disadvantage  of  the  A-Z  and  Friedman 
tests  is  the  time  necessary  to  read  them.  The  batra- 
chians,  with  the  exception  of  Xenopus  laevis , are 
very  rapid  and  may  be  read  in  four  to  five  hours. 
The  Xenopus  laevis  test  can  be  considered  a “rapid” 
test  insofar  that  a positive  reaction  may  be  present 
in  two  or  three  hours;  how  ever,  Hobson  has  pointed 
out  that  this  rest  is  not  conclusively  negative  until 
36  hours  have  elapsed.14 

ECONOMY  AND  HUSBANDRY 

Apart  from  Xenopus  laevis  the  initial  cost  of  toads 
and  frogs  is  only  a fraction  of  other  test  animals. 
All  batrachians  are  reusuable  and  their  husbandry 
in  general  is  simple  and  inexpensive. 
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^Thrtotmttf  Abortion  12 

WEEKS  Of  GESTATION 


Figure  4 

Chorionic  gonadotrophin  estimations  and  A-Z  tests 
in  a patient  with  “complete  abortion”  erroneously 
diagnosed  as  “threatened  abortion” 


Quantitative  Estimations  of  C.G.  Titers  for 
Prognosis  in  the  Disturbances  of  Pregnancy 
Many  of  the  disturbances  of  pregnancy  are 
associated  with  low  chorionic  gonadotrophin  titers 


XIOOO 


Figure  5 

Chorionic  gonadotrophin  titers  in  hydatidiform 
mole  showing  normal  level  at  time  of  passage  of 
mole 


and  quantitative  estimations  of  chorionic  gonado- 
trophin may  he  of  value  for  prognosis  and  a guide 
to  therapy.11’15-20-27 

Of  122  patients  who  finally  aborted,  83  had  C.G. 
titers  less  than  3000  I.U.  of  C.G.  per  24  hours.11  The 
following  case  history  taken  from  our  series  illus- 
trates the  value  of  these  estimations. 

The  patient  was  a 30  year  old  gravida  7,  para  3,  abortus 
3 who  was  admitted  to  the  hospital  September  19,  1953.  She 
gave  her  LMP  as  August  1,  1953  and  had  had  moderate 
vaginal  bleeding  three  days  and  mild  lower  abdominal 
cramping  for  12  hours.  On  examination  the  cervix  was  closed 
and  the  uterus  consistent  in  size  with  the  duration  of  her 
pregnancy.  Quantitative  estimations  of  chorionic  gonado- 
trophins and  A-Z  tests  were  as  follows: 

September  19:  C.G.  “about  4000  l.U.”  per  24  hours  “in- 
compatible with  continuing  pregnancy.” 

September  21:  C.G.  “less  than  3000  I.U.”  per  24  hours; 
A-Z  positive. 

October  1 1 : A-Z  and  toad  tests  negative. 

1 his  patient  had  moderate  vaginal  bleeding  for  three  days 
which  subsided  in  the  hospital.  Clinically  the  patient  was 
thought  to  have  a “threatened  abortion”  which  was  appar- 
ently confirmed  by  the  positive  A-Z  test  read  on  September 
25,  1953,  and  she  was  discharged  with  this  diagnosis  six 
days  after  admission.  Flowever,  the  low  C.G.  titer  obtained 
on  the  19th  of  September  and  confirmed  on  the  21st  of 
September  indicated  that  this  diagnosis  was  incorrect,  and 
the  pregnancy  was  nonviablc  even  though  the  A-Z  test 
remained  positive.  Subsequent  A-Z  and  toad  tests  together 
with  clinical  examination  supported  a final  diagnosis  of 
“complete”  rather  than  “threatened  abortion.”  Figure  4 
depicts  the  time  relations  in  this  case. 

For  many  years  it  has  been  known  that  chorionic 
gonadotrophin  titers  may  be  elevated  beyond  the 
peak  excretion  of  normal  gestation  with  hydratidi- 
form  mole  and  chorionepithelioma.14’28  The  pres- 
ence of  an  absolutely  high  or  persistently  high  C.G. 
titer  is  diagnostic  of  one  of  these  conditions.  The 
failure  of  the  titer  to  fall  as  it  does  in  normal  preg- 
nancy is  also  of  significance.  Figure  5 shows  the 
levels  reached  in  a case  of  hydatidiform  mole. 

Not  all  cases  of  mole  or  chorionepithelioma  are 
associated  with  abnormally  high  titers.14’28  Some  are 
in  the  normal  range  and  occasionally  are  so  low  that 
they  cannot  be  detected  by  the  most  sensitive  tests 
currently  available.  In  our  experience  these  low 
titers  are  almost  always  associated  with  molar  de- 
generation and  it  is  probable  that  if  seen  in  the  early 
stages  of  development  the  titers  would  be  high. 

Quantitative  estimation  of  C.G.  is  also  of  value 
in  the  differentiation  of  normal  pregnancy  when  a 
mole  is  suspected.  Repeated  C.G.  estimations  at 
intervals  of  seven  to  ten  days  will  reveal  the  typical 

Connecticut  State  Medical  Journal 


HON 


435 


curve  of  normal  pregnancy.  This  information  is 
available  at  least  two  months  before  the  fetal  skele- 
ton can  be  seen.  Repeated  titers  on  a pregnant 
patient  who  was  suspected  of  having  a mole  are 
shown  in  Figure  6. 

Discussion 

TEST  ANIMALS 

For  the  qualitative  diagnosis  of  pregnancy  of  any 
duration  and  the  detection  of  low  levels  associated 
with  the  disturbances  of  pregnancy  the  A-Z  mouse 
and  Friedman  tests  have  proved  satisfactory  over 


XI 000 


Figure  6 

Chorionic  gonadotrophin  estimations  in  suspected 
hydatidaform  mole 

many  years.  This  is  due  to  their  high  degree  of 
sensitivity  to  chorionic  gonadotrophin.  While  this 
is  an  advantage  for  diagnosis,  it  may  be  misleading 
for  prognosis  since  a positive  test  may  still  be 
obtained  when  the  patient  has  already  aborted.11 
The  time  necessary  for  reading  the  test  and  the  cost 
of  animals  are  added  disadvantages. 

The  rat  hyperemia  test  is  also  very  sensitive  and 
is  adequate  for  qualitative  diagnosis,  providing  the 
technician  is  able  to  determine  slight  degeees  of 
hyperemia.  For  quantitative  work  the  animal  cost 
is  relatively  high. 

The  female  Xenopus  laevis  test  is  accurate  for 
the  diagnosis  of  normal  pregnancy  but  its  sensitivity 


is  such  that  it  would  probably  fail  to  detect  the  low 
titers  associated  with  disturbances  of  pregnancy. 

1 his  test  is  “rapid”  only  in  the  sense  that  a positive 
reaction  may  occur  within  a short  interval. 

Unless  some  modifications  of  the  original  tech- 
nique of  the  male  Ream  pipiens  test  are  made,  gross 
inaccuracies  will  occur.2-23'24-25  It  is  indeed  unfortu- 
nate that  many  physicians  do  not  recognize  the 
limitations  of  this  widely  used  test.  Accuracy  figures 
approaching  those  of  the  A -Z  mouse  and  Friedman 
tests  can  only  be  achieved  by  concentrating  an 
appropriate  time  aliquot  of  urine  whenever  a nega- 
tive test  is  obtained.  I his  will  rule  out  false  negative 
results  in  pregnancy  conditions  with  low  C.G.  titers. 
To  minimize  false  positive  reactions,  a positive 
result  should  only  be  reported  when  at  least  two 
animals  are  positive  and  in  the  spring  preferably 
when  three  animals  are  positive. 

Our  experience  with  male  B.  americanus  and  B. 
marimis  suggests  that  these  animals  retain  the  advan- 
tages of  the  male  R.  pipiens  and  at  the  same  time  are 
subject  to  far  less  nonspecific  false  positive  reactions 
and  less  seasonal  variation  in  sensitivity.  The  speed 
of  their  reactions  and  low  cost  have  made  them 
also  valuable  for  estimations  of  chorionic  gonado- 
trophin. 

SPECIMENS 

In  all  phases  of  pregnancy  testing  it  is  advan- 
tageous to  have  a 1 2 hour  timed  specimen  rather 
than  a random  or  first  morning  specimen.  This  is 
particularly  true  in  the  so-called  “quantitative”  tests 
where  dilutions  of  a given  sample  are  used,  since  the 
volume  of  urine  excreted  over  a given  period  of 
time  may  vary  200  to  300  per  cent. 

There  has  been  a recent  trend  towards  the  use  of 
serum  for  pregnancy  testing.  With  the  more  sensi- 
tive animals  diluted  serum  gives  accurate  results 
but  with  frogs  and  toads  a high  percentage  of  false 
negative  results  w ill  be  obtained.  Any  patient  who 
has  a negative  batrachian  test  with  serum  should 
have  the  test  repeated  w ith  a concentrate  of  urine. 
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EXCRETORY  UROGRAPHY  WITH  HYPAQUE  SODIUM 

Experience  with  300  cases 

Ernest  Kraft,  m.d.  and  Gregory  S.  Slater,  m.d.,  Newington 


T T ypaoue  Sodium*  has  recently  been  introduced 
as  a new  iodine  contrast  medium  for  intrave- 
nous pyelography.  Pharmacology  and  toxicology  of 
this  drug  have  been  discussed  in  recent  articles.1'11 
We  have  used  Hypaque  in  300  cases  and  w ish  to 
I report  briefly  our  personal  experiences. 

preparation  and  administration 

T he  preparation  is  the  same  as  for  other  excretory 
urography.  Castor  oil  is  given  the  day  before  exam- 
ination as  well  as  an  optional  cleansing  enema.  In 
addition,  the  patient  is  mildly  dehydrated  by  with- 
holding fluids  for  a 12  hour  period  prior  to  the 
injection.  As  a precautionary  measure  history  of 
allergic  manifestations  has  been  checked  and  iodine 
sensitivity  has  been  tested  routinely.  Following  this 
the  drug  is  administered  intravenously  slow  ly,  allow- 
ing one  to  three  minutes  for  the  full  injection.  The 
full  dose  of  30  cc.  has  been  found  satisfactory  even 
in  patients  weighing  as  much  as  255  pounds.  In  the 
first  200  cases  blood  pressure,  respiration,  pulse  rate 
and  temperature  have  been  checked  routinely,  im- 
mediately before  and  again  15  and  30  minutes  after 
the  injection,  hut  no  appreciable  fluctuation  was 
noted. 

RESULTS 

A.  Side  Effects 

Reactions  to  the  drug  appear  to  be  almost  non- 
existing. In  this  series  of  300  cases  there  was  com- 
plete absence  of  pain  during  and  after  the  injection. 
Venospasm  or  thrombosis  did  not  occur.  There 
were  only  four  reactions  consisting  of  a transitory 
nausea  and  choking  sensation  in  three  and  mild 
vomiting  in  the  fourth  case  (1.33  per  cent).  These 

*Hypaque  Sodium  is  a 50  per  cent  solution  of  sodium 
3,5-diacetamido-z,4,6-triiodobenzoate,  containing  59.8  per 
cent  iodine,  marketed  by  Winthrop-Stearns,  Inc. 
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SUMMARY 

A report  is  given  on  the  basis  of  300  cases  in  which 
a new  contrast  medium — Hypaque  Sodium — has  been 
used  for  excretory  urography. 

This  medium  has  been  found  to  produce  almost  no 
reactions  and  to  appear  faster  and  persist  longer  in 
the  upper  urinary  tract  than  other  drugs.  The  contrast 
filling  has  been  very  satisfactory  and  compares  favor- 
ably with  that  produced  by  70  per  cent  solutions  of 
other  drugs. 


reactions  occurred  toward  the  end  and  did  not 
interfere  with  the  completion  of  the  injection.  Three 
additional  patients  with  a previous  history  of  serious 
reactions  following  the  administration  of  other 
urographic  drugs  had  merely  a choking  sensation 
at  the  beginning  of  the  injection.  This  reaction  sub- 
sided very  quickly  although  the  injection  was  con- 
tinued. I aste  of  the  drug  was  absent  in  99  per  cent 
of  the  cases.  Inadvertent  extravasation  of  Hypaque 
in  two  cases  caused  only  mild  pain.  In  a few  patients 
Hypaque  injections  were  repeated  up  to  four  times 
without  causing  side  effects. 

B.  Speed  of  Visualization 

The  one  minute  filmf  demonstrated  opacification 
of  the  kidneys  (nephrogram).  This  is  of  value  for 
good  demarcation  of  renal  contour  and  helpful  for 
showing  cysts  and  abnormal  masses.  The  two 
minute  film  revealed  beginning  kidney  excretion, 
and  in  some  cases  excellent  filling  of  the  calyces  and 

fOne  minute  refers  to  a 60  second  period  elapsing  after 
the  completion  of  the  injection,  the  rate  of  injection  being 
standardized  at  one  minute. 
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Figure  i 

Contrast  considered  excellent,  filling  also  noted  in 
renal  papillae 


renal  pelves.  The  three  minute  film  yielded  optimal 
filling  in  58  per  cent  of  all  cases  (Figure  1).  Five- 
and  ten  minute  films,  as  used  customarily  with  other 
rapidly  excreted  drugs,  failed  to  add  any  material 
information  to  that  received  from  either  the  three 
minute  film  or  from  delayed  films.  The  advantage 
of  delayed  films  over  a ten  minute  films  is  a simul- 
taneous filling  of  ureters  and  bladder.  It  is,  there- 
fore, suggested  that  a 15  or  20  minute  film  be  taken 
following  the  three  minute  film.  On  the  basis  of  our 
studies  the  following  routine  has  been  adopted: 

1.  Preliminary  film. 

2.  Three  minute  film  and  special  views  according 
to  need  following  wet  film  reading. 

3.  Fifteen  minute  film. 

In  cases  with  a block,  optimal  filling  was  dclavcd 
up  to  24  hours;  but  even  without  a block  optimal 
filling  occurred  occasionally  as  late  as  one  hour  after 
the  injection,  especially  in  nephrectomy  cases  with 
compensatory  hypertrophy  of  the  remaining  kidney. 


Figure  2 

Kinks  and  strictures  of  ureters  as  well  seen  as  on 
retrograde  pyelograms  (15  minute  film) 


Figure  3 a 

15  minute  film  with  another  drug  in  March  1954, 
the  best  view  out  of  several  series,  but  still  unsatis- 
factory; therefore,  retrograde  study  was  necessary 


Figure  3B 

Same  case  as  in  Figure  3a  without  improvement  of  kid- 
ney function.  15  minute  film  with  Hypaque  in  March 
1955.  Results  as  satisfactory  as  with  retrograde  studies  in 
former  years;  therefore,  retrograde  pyelogram  unneces- 
sary at  this  time 
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Figure  4 

Comparison  of  excretory  and  retrograde  urograms  in  same  case.  a.  Hypaquc  I VP  15  minute  film  shows 
excellent  filling  and  contrast,  b.  Retrograde  study  reveals  no  additional  information 


DISCUSSION 

The  primary  advantage  of  Hypaque  seems  to  he 
its  low  toxicity  and  almost  complete  absence  of 
side  effects.  It  is  superior  in  that  it  not  only  appears 
faster,  hut  remains  longer  in  the  upper  urinary  tract 
than  other  media.  The  delay  of  fading  of  contrast 
filling  allows  sufficient  time  to  take  all  necessary 
views  in  one  examination  and  almost  eliminates  the 
need  for  repeat  studies. 

Contrast  visualization  was  excellent  to  good  in  93 
per  cent,  and  the  ureters  were  especially  well  seen 
in  most  of  the  cases  (Figure  2).  In  the  remaining  7 
percent  of  cases  with  poor  renal  function  Hypaque 


gave  no  better  results  than  the  older  drugs.  It  is 
noteworthy  that  in  41  cases,  in  which  other  media 
had  been  previously  used,  Hypaque  sodium  pro- 
duced a distinctly  superior  contrast  (Figures  3a  and 
3b).  Roman8  has  compared  50  cases  of  30  per  cent 
Hypaque  urograms  with  50  cases  of  50  per  cent 
Urokon  urograms,  finding  the  former  superior  as  to 
contrast  filling  and  tolerability.  In  six  comparative 
cases  our  results  were  equally  as  good  as  with  70  per 
cent  solutions  of  other  drugs  given  previously. 
Therefore,  the  need  for  re-examinations  as  well  as 
for  retrograde  pyelograms  has  been  greatly  reduced 
(Figure  4). 
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MIGRAINE  AND  TENSION  HEADACHES 

Arnold  P.  Friedman,  m.d.,  New  York , N.  Y . 


INTRODUCTION 

One  of  the  commonest  of  all  symptoms  in  medical 
practice  is  headache.  About  nine  out  of  ten  head- 
aches are  due  to  stimulation  of  the  pain  sensitive 
structures  in  and  around  the  blood  vessels,  or  are 
associated  with  sustained  contracture  of  the  skeletal 
musculature  of  the  face,  scalp  and  neck.  Headaches 
seldom  arise  from  involvement  of  remote  parts  of 
the  body  but  are  related  to  disorders  in  tissues  ad- 
jacent to  or  within  the  cranium. 

The  most  frequent  chronic  headaches  arc  migraine 
(vascular  headache)  and  those  occurring  in  relation 
to  constant  or  periodic  emotional  conflict,  tension 
headache  (muscular  contraction).  Of  course  head- 
aches are  associated  with  a variety  of  clinical  con- 
ditions, among  which  are  intracranial  tumors,  infec- 
tions, head  trauma,  febrile  illness,  hypertension, 
cerebral  anorexia,  diseases  of  the  eye,  nose,  ear  and 
teeth.  However,  in  a majority  of  the  patients  studied 
no  organic  cause  for  head  pain  is  found.  In  our  dis- 
cussion we  w ill  limit  ourselves  to  the  problem  of 
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SUMMARY 

To  understand  the  mechanism,  diagnosis  and  treat- 
ment of  migraine  and  tension  headache,  the  clinician 
must  consider  both  the  physiologic  and  psychologic 
aspects  of  the  problem.  The  mechanism  of  pain  in 
migraine  is  associated  with  dilatation  of  cranial 
arteries,  while  in  tension  headache  it  is  due  to  sus- 
tained contraction  of  the  skeletal  muscles  of  the  head 
and  neck. 

Symptomatic  treatment  of  migraine  and  tension 
headache  is  essentially  one  of  pharmacotherapy.  The 
best  prophylactic  results  in  migraine  and  tension  head- 
ache are  obtained  by  psychotherapy. 
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migraine  and  tension  (muscular  contraction)  head- 
aches. 

I.  MIGRAINE 

Migraine  is  said  to  affect  about  io  per  cent  of  the 
population  and  may  occur  from  early  childhood  to 
late  in  life.  About  two  out  of  three  patients  with 
migraine  are  women.  Hereditary  and  familial  char- 
( acter  of  migraine  is  very  evident  and  occurs  in  about 
65  per  cent  of  the  cases.1 

Mechanism 

I he  attack  consists  of  three  distinct  vascular 
stages:2’3  the  prodromal  or  aura  stage  is  associated 
with  vasoconstriction  of  the  intracranial  arteries  and 
clinical  phenomena,  such  as,  scotomata,  hemianopsia, 
paresthesia  and  depression.  The  second  phase  is 
associated  with  vasodilatation,  at  which  time  the 
cranial  vessels  have  altered  sensitivity  and  increased 
amplitude  of  pulsation.  It  is  hypothecated  that  the 
sensitivity  of  the  blood  vessels  is  due  to  local  vascu- 
lar changes  which  result  in  the  accumulation  of 
fluid  and  a pain-threshold  lowering  substance  in  the 
tissues.4  The  pain  at  this  stage  is  usually  throbbing 
and  is  aggravated  by  anything  which  raises  the 
venous  pressure,  such  as  stooping,  straining,  etc. 
Associated  symptoms  are  common  and  include  ano- 
rexia, nausea,  vomiting,  diarrhea,  hyperhydrosis  and 
other  signs  of  autonomic  nervous  system  instability. 
In  the  third  phase  there  is  edema  of  the  affected 
vessels,  which  also  become  hard,  tender  and  swollen. 
The  head  pain  at  this  stage  is  a steady  ache.  During 
or  following  these  stages  there  may  be  contraction 
of  the  neck  muscles  (and  muscular  contraction  pain 
may  develop).  I his  spasm  of  the  muscles  is  a re- 
action to  the  initial  pain  and  may  outlast  it. 

Considerable  attention  has  been  given  to  the  psy- 
chological factors  in  the  migraine  attack.  Early 
reports  in  the  literature  emphasized  that  migraine 
patients  were  psychologically  stable  between  attacks 
and  that  the  emotional  storm  occurred  only  after 
vascular  changes  had  occurred.  In  recent  years 
studies  have  indicated  that  many  patients  with 
migraine  are  meticulous,  neat  in  appearance,  rigid 
in  their  thinking  and  excessively  aggressive  toward 
their  environment.  It  is  often  noted  that  in  their 
earlier  life  they  had  considerable  insecurity  with 
resulting  tensions  which  are  manifested  in  inflexi- 
bility, overconscientiousness,  meticulousness,  per- 
fectionism and  resentment.5  However,  our  studies 
have  indicated  that  there  is  little  evidence  of  soeci- 
fleity  of  the  precipitating  psychodynamic  factors.0 
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Not  all  patients  with  migraine  are  compulsive,  per- 
fectionistic  or  rigid.  Repressed  hostility  is  an  ex- 
tremely common  factor  among  many  persons  who 
do  not  have  migraine.  Nevertheless,  psychological 
factors  play  an  important  part  in  the  dynamic 
mechanism  of  a migraine  attack  and  an  understand- 
ing of  these  underlying  psychologic  mechanisms  is 
important  in  the  management  of  the  problem. 

Cause 

I he  exact  cause  or  causes  of  migraine  is  unknow  n. 
Although  many  theories  have  been  advanced  as  to 
the  etiological  mechanisms  in  migraine,  three  factors 
seem  significant.  They  are:  (1)  the  hereditary  fac- 
toi,  (2)  the  personality  pattern  of  the  patient,  and 
( 3)  the  limited  physiologic  adaptive  capacity  of  the 
individual,  particularly  in  relation  to  his  autonomic 
nervous  system.  Consideration  must  also  be  given 
to  the  endocrine  factor,  especially  in  women,  in 
whom  attacks  frequently  precede  the  onset  of  men- 
sti  nation.  A few  individuals  have  headaches  which 
seem  to  be  related  to  offending  allergens. 

Diagnosis 

Diagnosis  of  migraine  is  usually  made  from  the 
history.  However,  a detailed  physical  and  neuro- 
logic examination  is  necessary  for  each  patient.  In  an 
occasional  case,  special  studies  of  the  eye,  nose, 
throat  and  for  offending  allergens  are  indicated. 
Routine  laboratory  studies,  such  as  blood  count, 
urinalysis,  although  in  most  cases  unrevealing, 
should  be  a part  of  the  workup.  Roentgenograms  of 
the  skull  and  cervical  spine,  electroencephalogram, 
visual  fields  studies,  may  be  necessary  to  exclude 
organic  causes  of  headaches.  The  use  of  provoca- 
ti\  c tests,  such  as  nitroglycerine  and  histamine,  in 
our  experience  is  not  of  much  value  as  a diagnostic 
aid. 

Diagnostic  manifestations  of  migraine  include: 

1.  Periodicity  and  recurrence  of  the  attacks. 

2.  Heredity  and  familial  incidence. 

3.  Aura  or  prodroma. 

4.  Unilateral  nature  of  the  headache. 

5.  I hrobbing  character. 

6.  Associated  symptoms  with  the  attack,  especial- 
ly gastrointestinal. 

7.  Relief  with  ergotamine. 

Migraine  must  be  differentiated  from  all  other 
types  of  recurrent  headaches.  Among  these  are 
vascular  malformations,  aneurisms,  other  expanding 
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intracranial  lesions,  temporal  arteritis,  glaucoma, 
hypertension  and  functional  headaches. 

TREATMENT 

Symptomatic 

The  best  results  in  the  symptomatic  treatment  of 
migraine  have  been  with  the  ergot  group.7,8  Clinical 
evidence  of  its  efficaciousness  has  been  supported  by 
experimental  observations  in  the  laboratory.  One 
very  characteristic  effect  of  the  ergot  alkaloid  is  a 
direct  stimulation  of  the  smooth  muscles  in  many 
organs.  In  most  cases  this  occurs  with  doses  smaller 
than  necessary  to  produce  adrenergic  blocking. 

The  benefit  that  follows  the  administration  of 
ergotamine  for  an  attack  of  migraine  is  probably 
the  result  of  constriction  and  decrease  in  amplitude 
of  pulsation  of  the  affected  vessels  due  to  the  direct 
action  of  this  drug  on  the  smooth  muscles  of  the 
vessels.  This  is  particularly  noticeable  in  the  circula- 
tion of  the  external  carotid. 

The  most  effective  treatment  of  the  acute  attacks 
of  migraine  headache  is  a combination  of  ergotamine 
tartrate  and  caffeine  (Cafergot),  administered  orally 
or  by  rectum.  Nausea  and  vomiting  can  be  relieved 
by  the  antispasmodic  and/or  sedative  with  this 
preparation.  Rectal  use  has  proved  empirically  to  be 
most  efficacious,  especially  when  oral  medication 
cannot  be  retained.9  It  is  possible  that  rectal  medi- 
cation has  the  advantage  of  being  absorbed  more 
directly  into  the  systemic  circulation  without  having 
to  penetrate  the  gastric  and  hepatic  barriers.  Hence, 
it  is  postulated  that  its  action  is  faster  with  fewer 
side  effects  than  by  oral  administration.  T his  re- 
quires further  investigation. 

For  each  attack  the  average  initial  oral  dose  (each 
tablet  contains  ergotamine  tartrate  i mg.  and  caf- 
feine too  mg.)  is  two  tablets,  followed  by  one 
tablet  at  half-hour  intervals  until  the  necessary 
effect  is  produced,  or  to  a total  of  six  tablets.  How- 
ever, the  minimum  effective  dose  must  be  deter- 
mined individually  for  each  patient.  Thus,  in  some 
cases  the  initial  dose  may  be  one  tablet,  whereas  in 
others  four  may  be  necessary  at  the  first  sign  of  a 
headache.  Furthermore,  the  severity  of  attacks  varies 
from  time  to  time  in  each  patient  and  also  from 
patient  to  patient  and  hence  some  adjustment  of 
dosage  may  be  required.  The  average  rectal  dose  is 
one  suppository  (ergotamine  tartrate  2 mg.  and 
caffeine  100  mg.)  every  half  hour,  a total  of  three 
suppositories  being  used  if  necessary.  The  maximum 
dose  (ten  tablets  or  five  suppositories)  should  not 


be  given  more  than  once  weekly.  Although  some 
authors  state  that  parenteral  administration  of 
ergotamine  tartrate  is  the  most  effective  treatment 
for  the  migraine  attack,  we  have  seldom  found  it 
necessary  to  use  this  route  of  administration  since 
the  headaches  have  been  controlled  by  oral  or  rectal 
administration.  Not  more  than  0.5  mg.  subcutane- 
ously or  0.25  mg.  intravenously  should  be  adminis- 
tered in  a single  week. 

More  recently,  many  forms  of  ergot  derivatives 
have  been  made  available  as  proprietary  prepara- 
tions incorporating  the  use  of  antispasmodics,  seda- 
tives, etc.  Two  of  the  more  promising  of  these 
preparations  are: 

( 1 ) Rectal  suppository  containing  pentobarbital 
sodium  60  mg.,  bellafoline  0.23  mg.,  caffeine  ioo 
mg.,  and  ergotamine  tartrate  2 mg.  (Cafergot-PB 
Suppository).  I hese  suppositories  are  particularly 
effective  when  anxiety,  abdominal  pain  and  vomit- 
ing are  associated  with  the  attacks  of  migraine.  An 
initial  trial  with  one-half  of  a suppository  is  recom- 
mended. If  this  is  not  effective,  the  dosage  may  be 
increased  to  2 suppositories  for  any  given  attack. 
Following  the  use  of  this  combination  the  patient  is 
frequently  sedated  and  cannot  fully  carry  on  his 
everyday  functions. 

(2)  Uncoated  oral  tablets,  containing  ergotamine 
tartrate  1.0  mg.,  caffeine  100  mg.,  belladonna 
alkaloids,  levo-rotatory  o.  1 mg.,  and  acetophenc- 
tidin  130  mg.  (Migraine).  These  tablets  are  usually 
administered  in  doses  of  1 to  2 tablets  with  a maxi- 
mum daily  amount  of  4 tablets. 

The  importance  of  administering  the  medication 
early  in  the  course  of  an  attack,  as  well  as  in  ade- 
quate doses,  cannot  be  overestimated.  Many  thera- 
peutic failures  are  the  result  of  too  low  a dosage  or 
administration  too  late.  The  optimal  time  of  admin- 
istration is  in  the  prodromal  period  or,  at  least, 
immediately  after  the  onset  of  the  headache. 

Prophylactic 

It  is  well  known  that  psychotherapy  may  be  of 
great  value  in  reducing  the  frequency  and  intensity 
of  migraine  attacks,  and  may  even  result  in  their 
disappearance  for  a considerable  time. 

Adequate  relaxation,  improvement  in  sleep  and 
correction  of  any  physiological  abnormalities  will 
be  of  help  in  reducing  the  frequency  of  the  attacks. 
In  a fewr  cases,  there  may  be  evidence  that  the 
precipitating  mechanism  is  allergic,  endocrine  or 
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“metabolic,”  but  these  factors  are  too  rare  to  have 
significant  application  to  therapy. 

Reported  studies  in  patients  with  migraine  and 
other  types  of  vascular  headache  indicated  that  in 
some  patients  there  are  changes  in  the  fluid  and 
electrolyte  balance  in  association  with  headache. 
These  are  characterized  by  low  rates  of  excretion 
of  water,  sodium,  potassium  and  creatinine  prior  to 
headache  and  higher  rates  of  excretion  during  the 
phase  of  subsidence  of  headache.  In  the  premigraine 
phase  and  early  stages  of  an  attack  the  sodium  and 
potassium  rise  to  a high  level,  while  at  the  same 
time  there  is  a pronounced  increase  of  blood  vol- 
ume. It  is  assumed  that  fluid  and  electrolyte  imbal- 
ance is  evidence  of  bodily  changes  accompanying 
vascular  headache  and  not  a causal  factor.  In  our 
experience  with  these  patients  the  use  of  diuretics 
has  only  been  of  occasional  value. 

A small  number  of  migraine  sufferers  respond  well 
to  Mesantoin  and  Dilantin  prophylactically.  This 
limited  group  consists  of  patients  who  have  an  aura 
of  aphasia,  paresthesias  or  hemiplegia  prior  to  the 
headache  and  an  abnormal  encephalogram.  In  cer- 
tain other  patients  who  have  a family  history  of 
migraine  and  epilepsy  and  on  encephalogram  show 
an  abnormal  brain  wave  with  spiked  patterns,  the 
use  of  certain  anticonvulsive  drugs  is  of  value  in 
reducing  the  frequency,  severity  and  duration  of 
the  headache. 

II.  TENSION  HEADACHES  (MUSCULAR  CONTRACTION 

headache) 

The  headache  associated  with  emotional  tension 
is  one  of  the  commonest  types  of  headache  seen  in 
medical  practice.  Such  headaches  occur  in  relation 
to  constant  or  periodic  emotional  conflicts  of  which 
the  patients  are  usually  partially  aware. 

Mechanism 

The  mechanism  by  which  cranial  structures  give 
rise  to  headache  in  patients  with  psychic  stress  may 
be  sustained  contraction  of  the  skeletal  muscles  of 
the  head  and  neck,  ischemia  of  the  muscles  and 
changes  in  the  calibre  of  cranial  blood  vessels.10,11 
However,  in  some  patients  a symptom  represents  a 
specific  unconscious  symbolic  meaning  and  conver- 
sion mechanisms  may  be  operating.  I bis  type  of 
headache  cannot  be  distinguished  from  other  types 
of  tension  headache  on  the  basis  of  its  clinical 
description. 


Cause 

Although  the  actual  cause  of  tension  headache  is 
unknown,  there  is  relatively  good  evidence  that 
such  headaches  are  related  to  psychologic  disturb- 
ances. Frequently  in  our  patients  the  fundamental 
psychic  factors  were  largely  unconscious,  although 
most  patients  were  aware  of  their  anxiety.  Headache 
may  also  be  produced  by  environmental  demands 
of  an  economic,  social  or  physical  nature,  beyond 
the  capacity  of  the  patient’s  personality.  T he  most 
frequently  observed  conflicts  in  cases  of  tension 
headaches  were  those  concerned  with  hostile  and 
aggressive  impulses  of  an  intense  and  destructive 
nature. 

Diagnosis 

As  in  migraine,  the  diagnosis  of  tension  headache 
is  usually  made  from  the  history.  Although  a com- 
plete physical  and  neurological  examination  is 
important,  special  attention  should  be  directed  to 
the  scalp  and  to  the  muscles  of  the  head  and  neck. 
It  is  well  to  remember  that  all  headaches  due  to 
sustained  muscle  contraction  in  the  neck  and  scalp 
are  not  psychogenic  in  origin. 

Diagnostic  manifestations  of  tension  headache 
include: 

1.  No  prodroma. 

2.  Bilateral  nature  of  the  headache. 

3.  Variability  in  location  (commonly  occipital 
and  frontal). 

4.  Variability  in  character  (burning— pressing— 
throbbing). 

5.  Variability  in  frequency  and  duration  (more 
constant  than  migraine). 

Tension  headache  must  be  differentiated  from 
migraine  and  headaches  associated  w ith  intracranial 
lesions,  cervical  disk,  osteoarthritis  and  spinal  cord 
tumor. 

Treatment 

Treatment  of  patients  with  tension  headache  is 
directed  toward  relief  of  the  emotional  tension 
causing  the  headache.  This  is  best  accomplished  by 
psychotherapy,  for  this  is  the  only  method  in  which 
the  patient’s  emotional  conflicts  can  be  resolved. 
1 he  use  of  drugs,  such  as  reserpine,  Thorazine, 
Belergal,  Equinyal,  Amytal,  etc.,  are  only  of  tem- 
porary value.  Relief  of  the  symptoms  of  an  acute 
attack  of  tension  headache  is  best  secured  by 
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pharmacotherapy,  l ine  most  effective  symptomatic 
medication  is  a combination  of  analgesic  and  seda- 
tive drugs.  The  purpose  of  this  therapy  is  to  relieve 
tension  and  raise  the  pain  threshold.  In  some  cases 
Empirin  Compound  will  suffice.  The  use  of  mor- 
phine or  synthetic  drugs  like  Demerol  is  to  he 
avoided  because  of  their  addiction  potentialities. 
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SPEECH  PROBLEMS  IN  CHILDREN  WITH  CLEFT  PALATE 

Betty  Jane  McWilliams,  ph.d.,  Pittsburgh,  Pa. 


T p. arming  to  talk  is  probably  the  most  complex  task 
that  the  human  infant  ever  undertakes.  I he 
literature  is  filled  with  frequent  references  to  the 
importance  of  adequate  structure  and  function,  in- 
telligence, hearing,  and  emotional  development  as 
primary  abilities  necessary  for  the  growth  of  lan- 
guage concepts  and  their  motor  expression  in  the 
form  of  speech. 

If  we  look  at  the  first  three  basic  requirements  for 
good  speech— hearing,  intelligence,  and  adequate 
anatomical  structure  combined  with  motor  skill— 
and  then  go  to  the  literature  in  cleft  palate,  we  make 
some  interesting  discoveries.  As  might  be  expected, 
major  emphasis  is  given  to  anatomical  deficit.  1 here 
is  some  attention  paid  to  hearing,  the  general  con- 
clusion being  that  loss  of  hearing  is  a little  more 
frequent  in  these  children  and  should  be  carefully 
followed.  Perhaps  a little  less  attention  is  paid  to 
intelligence,  but  it  is  recognized  as  a problem  in 
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SUMMARY 

We  have  long  been  concerned  with  the  anatomical 
defects  of  children  born  with  cleft  palate.  We  have 
attempted  to  attribute  their  subsequent  speech  prob- 
lems to  structural  deficiencies.  However,  experience 
with  these  patients  in  speech  clinics  has  presented 
many  speech  problems  that  appear  to  be  directly 
related  to  the  palate  only  in  so  far  as  the  palate  has 
been  responsible  for  the  development  of  emotional 
difficulties  in  parents  and  children  alike.  The  thesis  of 
this  paper  is,  simply,  that  children  with  cleft  palate 
may  well  develop  adequate  speech  patterns  if  we  are 
diligent  in  our  attention  to  the  emotional  needs  of 
parents  faced  with  this  problem. 


Presented  at  Conference  on  Modern  Concepts  of  the  Care  of  the  Child  With  Cleft  Palate,  New  Haven,  Connecticut 
September  2S,  /j 155 


Connecticut  State  Medical  journal 


MC  WILLIAMS 


445 


view  of  the  tendency  of  handicaps  to  occur  in  com- 
bination with  other  handicaps.  Impaired  intelligence 
does  seem  to  occur  somewhat  more  frequently  in  a 
cleft-palate  population  than  it  does  in  a so-called 
normal  population. 

■ the  emotional  element  in  cleft  palate 

As  we  review  the  literature  in  cleft  palate,  we 
find,  however,  that  there  is  frequently  reference  to 
still  another  part  of  the  child’s  development.  It  is 
referred  to  variously  as  personality,  self  concept, 
emotional  well-being.  Backus,  Harkins,  and  Baker— 
to  name  but  a few— have  all  commented  upon  the 
importance  of  the  clinical  recognition  of  the  impact 
of  a cleft  palate  first  of  all  upon  parents  and  then 
upon  child.  This  suggests  that  many  writers  have 
[felt  that  an  upset  in  emotional  development  might 
very  possibly  be  associated  with  cleft  palate. 

Let  us  look  at  the  literature  concerned  with 
speech  and  language  development  in  children  gen- 
erally, not  necessarily  in  children  with  cleft  palate. 

I lere  we  find  that  hearing,  intelligence,  anatomy, 
motor  skill  are  certainly  stressed;  but  there  b the 
fourth  ingredient  to  normal  development  that  is 
receiving  more  and  more  attention.  This  fourth 
ingredient  is,  as  has  been  mentioned,  emotional  w ell- 
being. 

We  may  begin  by  looking  at  the  work  of  Mowrer. 
He  has  reported  an  intriguing  finding  regarding  the 
speech  development  of  talking  birds  and  has  sug- 
gested that  the  human  infant  may  not  be  unlike  the 
parakeet  in  some  important  respects.  It  would  ap- 
pear that  “birds  learn  to  talk  when  and  only  when 
the  human  teacher  becomes  a 'love  object’  to  them.” 
In  children  this  seems  to  be  borne  out  when  we 
recognize  that  the  institutionalized  child  who  has 
relatively  little  of  the  mothering— and,  we  might 
add,  fathering— typical  of  the  infant  in  his  own 
home  is  much  slower  than  average  in  all  aspects  of 
language  development.  The  only  child,  on  the 
other  hand,  is  likely  to  be  somewhat  accelerated  in 
language  development  according  to  Davis. 

McC  iarthy  has  commented  profoundly,  I think,  on 
the  importance  also  of  the  quality  of  the  mother- 
child  relationship.  She  has  suggested  that  the  very 
way  in  w hich  she  approaches  motherhood,  her  own 
feelings  of  adequacy  for  the  task,  her  personal 
happiness  with  her  child  are  the  kinds  of  things  that 
will  help  determine  rate  and  proficiency  of  language 
development. 


Even  in  connection  with  a major  disorder  such 
as  cerebral  palsy,  we  see  that  these  same  factors  are 
important.  Hood  and  others  writing  on  this  subject 
showed  that  cerebral-palsied  children  seem  to  devel- 
op better  speech  when  they  have  mothers  who  arc 
stable  and  somewhat  conservative  in  their  views. 
In  short,  cerebral-palsied  children  do  better  speech- 
wise  when  they  have  mothers  who  are  realistic  about 
the  handicap,  can  accept  the  child  as  he  is,  and  can 
refrain  from  pushing  and  pulling  to  make  him  a 
normal  child,  w hich  he  can  never  become.  On  the 
other  hand,  Shere  reported  a study  involving  sets 
of  twins,  one  of  whom  had  cerebral  palsy  and 
one  of  whom  did  not.  In  this  study,  parents  tended 
to  accept  the  noncerebral-palsied  more  easily  and 
more  completely  than  they  did  the  cerebral-palsied 
twin. 

If  it  is  true  that  acceptance  makes  for  better 
speech  development  in  the  cerebral-palsied  child 
but  that  parents  are  likely  to  be  somew  hat  rejecting 
of  these  children,  we  see  immediately  that  there  are 
insurmountable  barriers  placed  in  the  way  from  the 
very  beginning  of  the  child’s  life. 

Many  w riters  have  commented  on  the  dire  results 
of  mothers  who  are  overprotective  and  smother 
their  children  rather  than  mother  them.  Perhaps 
even  more  devastating  to  the  child  is  the  parent  who 
is  basically  rejecting  and  does  little  more  than  pro- 
vide for  physical  needs.  When  this  is  carried  to  an 
extreme,  these  are  the  youngsters  who  may  with- 
draw from  reality  to  the  extent  that  there  is  no  basic- 
desire  to  communicate  with  the  rest  of  the  world 
and  so  no  verbal  behavior  develops  at  all. 

FACTORS  CONTRIBUTING  TO  SPEECH  DISTURBANCES 

At  this  time  we  are  able  to  conclude  that  dis- 
turbed family  relationships,  inability  of  parents  to 
accept  their  children  without  qualification,  lack  of 
security,  fear,  and  unhappiness  all  seem  to  con- 
tribute to  speech  disturbances  in  children.  These 
disorders  may  run  the  gamut  from  the  eleven  year 
old  who  still  talks  about  wabbits,  sucks  her  thumb, 
is  frustrating  to  her  orthodontist,  and  the  bane  of 
parents’  existence  to  the  little  child  w hose  autistic- 
development  has  rendered  him  unable  to  function 
in  a world  of  other  people. 

In  our  clinical  activities  at  Pittsburgh  it  has  ap- 
peared to  us  that  the  time  has  come  for  those  of  us 
who  are  interested  in  cleft  palate  to  begin  to  look 
at  all  the  facts  connected  w ith  speech  development 
in  the  child  with  this  problem.  We  have  long  been 
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aware  of  the  fact  that  we  cannot  always  explain 
the  total  speech  disability  on  the  basis  of  the  ana- 
tomical condition.  Now  let  us  look  to  the  child 
himself  and  to  his  parents  rather  than  to  the  palate 
for  an  explanation. 

The  child  who  comes  into  the  world  with  a cleft 
palate  is  not  insured  against  the  same  responses  to 
parental  malhandling  that  are  demonstrated  by 
children  who  do  not  have  cleft  palate.  However, 
there  are  certain  conditions  peculiar  to  this  child 
with  a cleft  that  we  believe  may  make  him  con- 
siderable more  likely  to  encounter  difficulty  in  his 
emotional  development  than  is  the  child  who  does 
not  have  a handicap  of  this  type.  First,  parents  do 
experience  disappointment,  fear,  feelings  of  guilt, 
worry  about  financial  matters,  sometimes  shame 
w hen  first  they  realize  that  their  child  has  a cleft 
palate.  They  seem  not  to  recover  from  these  feel- 
ings in  an  instant  even  though  they  may  try  to 
conceal  them  or  to  forget  them.  A short  time  later 
they  may  he  terrified  when  the  baby  chokes  on  his 
first  feeding  after  he  is  home  from  the  hospital. 
They  may  have  much  anxiety  surrounding  inform- 
ing others  of  the  nature  of  their  child’s  problem. 
They  may  he  confused  when  professional  people  do 
not  agree  about  the  best  way  to  handle  their  child. 
They  themselves  may  have  unresolved  anxiety  re- 
garding surgery  and  hospitals.  It  is  this  parent  whom 
w e are  asking  to  relax  with  a little  baby  and  respond 
to  him  as  if  there  were  no  special  differences. 
Superimposed  upon  this  situation  we  have  a child 
who  is  organically  predisposed  to  a speech  disorder 
w hich,  we  feel,  is  likely  to  reach  gigantic  propor- 
tions if  we  are  not  able  to  recognize  emotion  as  a 
primary  factor  in  this  child’s  speech  growth. 

EXAMPLES  OF  K. MOTIONAL  INFLUENCES 

Let  me  give  you  a few  examples  taken  directly 
from  a group  of  children  with  cleft  palate.  Janie 
was  an  attractive  child  with  a cleft  of  the  soft 
palate.  She  was  dressed  always  as  if  she  had  stepped 
out  of  a story  book.  She  was  shy.  Her  speech  was 
extremely  defective— or  so  her  mother  told  us.  Janie 
didn’t  talk  in  strange  places.  Neither  did  Janie 
know  that  she  had  a cleft  palate.  The  secret  had 
been  guarded  so  closely  that  even  her  brothers  and 
sisters  did  not  know.  A part  of  Janie  had  been 
rejected.  She  was  not  able  to  accept  the  speech  that 
she  was  capable  of  producing  and  certainly  was 
unwilling  to  use  it.  Shyness,  reluctance  to  talk,  with- 
drawal can  hardly  be  attributed  to  the  palate  unless 


we  are  willing  to  say  that  they  are  the  results  of 
reactions  to  rite  palate. 

Jimmie  was  another  child  essentially  similar  to 
Janie.  Jimmie,  however,  was  very  willing  to  talk.  I 
His  speech  was  unintelligible,  not  because  lie  had 
t he  distorted  speech  typical  of  the  cleft-palate  child, 
but  because  he  used  no  consonants  of  any  descrip- 
tion. Jimmie  was  hostile  to  the  clinic  and  openly  1 
aggressive  toward  the  clinician.  I Ic  kicked  and  hit. 

1 le  refused  to  have  his  hearing  tested  because  the  I 
ear  phones  would  hurt.  He  hated  everybody.  1 le  | 
had  no  curiosity  about  his  palate  according  to  the  J 
mother.  1 le  had  no  desire  at  all  to  do  anything  about  , 
his  speech.  This  eight  year  old  had  several  things  in 
his  favor.  His  structure  for  speech  was  fairly  good. 
While  he  needed  some  orthodontic  work,  on  the  1 
whole  his  condition  suggested  that  he  ought  to  be  1 
able  to  get  very  acceptable  speech.  1 le  also  had  an 
intelligence  quotient  of  146. 

Jimmie’s  mother  was  immature,  unhappy  in  her  j 
marriage,  confused  about  herself  in  many  ways.  I 
His  father  was  rather  passive,  ineffectual,  but  basic-  I 
ally  accepting  of  the  little  boy. 

In  the  presence  of  all  these  handicaps  it  was  I 
decided  that  the  only  recommendation  feasible  for 
this  youngster  w'as  speech  therapy.  This  Jimmie 
was  not  ready  to  accept.  His  therapy  sessions  be- 
came times  for  Jimmie  to  release  some  of  his  own 
pent-up  feelings.  In  a matter  of  weeks,  he  was  1 
literally  bellowing  questions  about  himself,  his 
palate,  cleft  palate  in  general.  He  was  obviously 
confused  about  his  own  physical  condition,  but  he 
had  never  felt  free  to  ask  questions  of  a mother 
who  had  decided  upon  a course  of  quiet  denial. 

It  took  many  months  before  Jimmie  could  begin 
to  approach  direct  work  on  speech  itself.  Many  , 
times  he  violently  told  the  clinician  that  he  knew 
nothing  could  be  done.  Gradually  this  little  boy 
worked  around  to  the  place  where  he  was  able  to 
look  at  his  speech  w ithout  bursting  into  a temper 
tantrum.  He  would  try  a few'  things  at  one  session 
and  then  perhaps  do  nothing  else  for  several  weeks. 
However,  one  day  he  said,  “Do  you  remember  how- 
mad  I used  to  get  at  you?”  He  laughed  at  this  point 
and  seemed  to  feel  secure  enough  to  discuss  the  way 
he  used  to  feel.  This  marked  the  beginning  of  new 
behavior  in  the  clinic.  With  scarcely  any  attention 
to  speech  itself,  this  child,  in  one  session,  produced 
all  but  one  of  the  consonant  sounds  and  was  able  to 
put  them  into  words  quite  acceptably.  It  is  true 
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that  his  conversational  speech  still  had  a long  dis- 
tance to  come;  but  he  was  moving  at  last  in  the  right 
direction. 

This  case— and  others  like  it— suggests  to  us  that 
we  may  too  often  look  at  a palate,  listen  to  a child 
talk,  and  assume  that  a causal  relationship  exists.  It 
is  becoming  more  and  more  apparent  that  we  need 
to  look  beyond  the  palate  in  an  effort  to  sec  the 
child  who  is  attached. 

PROGRAM  OF  SPEECH  DEVELOPMENT 

If  we  could  plan  ideally  for  the  speech  develop- 
ment of  the  child  with  a cleft  palate,  I think  we 
would  begin  to  work  on  his  speech  the  day  he  is 
born.  We  would  begin,  of  course,  with  the  parents. 
We  might  conceivably  begin  before  they  have  their 
i first  important  look  at  their  child.  We  would  no 
longer  use  the  catch-as-catch-can  type  of  guidance 
which  is  likely  to  occur  today.  We  would  begin 
immediately  to  use  the  services  of  medical  social 
workers  whose  job  it  would  be  to  care  a little 
about  how  parents  feel,  to  help  them  understand 
what  a cleft  palate  is,  how  these  children  can  be 
handled  at  feeding  time,  why  surgery  is  being 
delayed,  what  can  be  done  about  expenses.  With 
i guidance  of  this  kind,  parents  could  be  helped  to 
face  their  problem  realistically  and  could  be  directed 
in  helping  their  child  understand  bit  by  bit  so  that 
he  never  has  the  traumatic  experience  suffered  by 
Janie  and  Jimmie  and  countless  other  children  like 
them. 

Since  this  ideal  situation  is  not  always  feasible, 
and  we  hope  it  soon  will  be,  we  have  tried  another 
plan  which  we  think  has  been  most  successful.  We 
I have  begun  speech  therapy  with  cleft-palate  chil- 
dren as  early  as  one  year.  Needless  to  say,  this  has 
not  been  a formalized  type  of  program.  But  we  have 
j sat  down  with  mothers  and  let  them  talk  to  us  and 
! to  other  mothers  with  similar  problems.  We  have 
i been  interested.  We  have  given  them  a place  to 
J discuss  the  things  that  bother  them.  At  the  same 
time  we  have  begun  what  we  call  a “home  program” 
in  which  mothers  arc  given  instructions  for  helping 
' their  children  develop  as  adequate  speech  as  is  pos- 
sible. They  have  been  told  to  do  such  simple  things 
as  talk  to  their  children,  read  to  them,  stress  ever  so 
slightly  all  consonant  sounds,  show  pleasure  at  the 
speech  attempts  made  by  the  children.  Eventually, 


they  have  been  directed  in  playing  certain  games 
structured  to  stress  particular  sounds.  I his  program 
has  been  carried  out  in  such  a way  that  parents  have 
been  given  something  to  do  while  awaiting  surgery. 
They  have  felt  that  they  themselves  were  doing 
something  that  was  going  to  help  speech.  They  have 
come  gradually  to  understand  and  to  accept  in  some 
measure  at  least  the  nature  of  their  child’s  problem. 

This  kind  of  approach  has  paid  dividends.  One 
little  boy  started  to  first  grade  with  speech  actually  a 
little  superior  to  the  average  first  grader.  The  teach- 
er automatically  sent  him  to  the  speech  therapist 
because  his  record  indicated  that  he  had  a cleft 
palate.  His  delighted  mother  reported  that  the 
speech  therapist  would  not  have  her  child  in  the 
program.  There  were  too  many  others  who  really 
needed  her  time.  Needless  to  say,  this  is  a report  of 
an  ideal  outcome  of  this  type  of  program;  but  our 
experience  suggests  that  the  child  whose  parents 
can  have  guidance  and  direction  very  early— before 
speech  develops— is  likely  to  acquire  the  best  speech 
of  which  he  is  physically  capable.  If,  on  the  other 
hand,  his  parents  are  permitted  to  drift  along  sinking 
deeper  and  deeper  into  their  own  problems,  speech 
seems  likely  to  fall  far  short  of  what  is  physically 
possible. 
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T HE  JOB  AHEAD  IN  PUBLIC  HEALTH 


'VT'oik  theme,  “Lighthouses  in  a Changing  World,” 
reminds  us  that  nothing  is  static— particularly 
v ith  respect  to  human  health.  We  start  looking 
beyond  public  health  as  it  is  practiced  today,  into 
the  problems  of  tomorrow.  We  ponder  how  the 
continuously  changing  health  needs  of  the  people 
can  best  be  met.  Vaguely  at  first,  and  then  more 
clearly,  we  see  that  the  patterns  of  the  past  may  not 
be  adequate  in  the  future.  We  realize  the  necessity 
of  striking  out  boldly  to  find  better  and  surer  ways 
of  increasing  the  health  and  vigor  and  thus  improv- 
ing the  social  and  economic  status  of  the  people  of 
this  nation. 

As  we  make  our  way  in  new  ventures  in  public 
health,  we  shall  require  additional  lighthouses  to 
mark  the  freshly  opened  channels,  leading  to  now 
unknown  areas  of  achievement  in  human  well-being. 

While  we  are  just  thinking  about  the  job  ahead, 
there  is  no  need  to  be  completely  practical.  1 his  is 
the  opportunity  to  consider  all  the  possibilities:  to 
explore  and  reflect  upon  the  effect  of  public 
opinion— as  molded  by  mores,  customs,  prejudices, 
and  convictions— upon  a proposed  program;  to  won- 
der what  would  happen  if  we  followed  a completely 
new  and  untried  course  of  action.  This  is  the  time 
to  consider  what  the  attitude  of  the  professional 
groups  is  likely  to  be;  to  consider  the  adequacy  of 
facilities  for  the  jobs  we  propose  to  undertake. 
Thinking  also  involves  meditation  upon  past  suc- 
cesses and  failures  and  speculation  upon  their  mean- 
ing for  the  future.  It  is  possible  to  dream  about  the 
level  of  health  that  could  be  achieved  if  unlimited 
resources  were  brought  to  bear  on  health  problems 
and  full  acceptance  and  use  by  the  people  could  be 
assured  of  whatever  were  available  in  the  wav  of 
health  services. 

Hut  speculation  and  dreaming  soon  give  wav  to 
purposeful  thinking.  Exploratory  thinking  becomes 
more  disciplined  and  realistic.  We  begin  to  consider 
how  far  our  dreams  can  be  realized,  whether  it 

Presented  in  a general  session  at  the  New  England  Health  I 


TH  INKING  ABOUT  IT 

W.  Palmer  Dearing,  Washington,  I ).  C. 


The  Author.  Deputy  Surgeon  General , Public 
Health  Service 


SUMMARY 

Living,  as  we  do,  in  this  age  of  rapid  change,  we 
believe  that  the  public  health  profession  must  be  pre- 
pared to  recognize  changing  demands  and  to  adapt  to 
them  promptly  and  realistically.  Through  intensified 
research,  we  are  taking  a vital  first  step. 

Full  and  successful  application  of  the  findings  will 
require: 

A shift  of  emphasis  in  the  services  provided. 
Establishment  of  new,  and  often  more  complex, 
relationships, 

A wider  variety  of  well  trained  personnel, 

A revamping  of  facilities  to  serve  different  purposes, 
More  active  participation  by  the  people  in  solving 
their  own  health  problems. 

Reorientation  of  public  health  thinking  to  the  real- 
ities of  this  latter  half  of  the  twentieth  century  is  the 
job  of  all  of  us  working  together. 


would  be  feasible  to  institute  the  program  we  have 
been  dreaming  about,  whether  the  public  and  the 
professional  groups  would  accept  it.  Then  the 
process  of  selection  sets  in.  We  begin  thinking  in 
terms  of  priorities.  We  weigh  the  need  and  the 
potential  results  against  the  cost,  the  resources  avail- 
able or  attainable,  the  chances  of  success,  the  general 
acceptability  of  the  idea— as  expressed  bv  the  level 
of  professional  interest  and  public  enlightment. 
and  by  competing  demands  for  other  services. 

We  ask  ourselves  such  questions  as:  Can  the  job 
be  done?  Do  we  have  the  people,  the  knowledge,  the 
facilities,  and  other  necessary  resources  to  do  it? 
Will  the  people  be  willing  to  do  the  things  required 
of  them?  Will  it  bring  results— results  that  arc  tan- 
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gible,  that  can  he  measured?  By  our  results  shall  \ve 
be  judged! 

This  is  elementary,  of  course,  but  many  health 
workers  seem  to  forget  that  the  public  does  not 
really  care  about  how  we  are  organized,  or  how  we 
administer  our  services,  or  about  such  concepts  as 
“coordination”  and  “integration.”  The  people  do 
care,  and  can  see,  what  happens  when  there  is 
polluted  air  over  their  cities,  or  when  their  children 
are  victims  of  rheumatic  fever.  We  cannot  over- 
stress the  need  for  thinking  about  results,  about 
concrete  accomplishments,  about  specifics  in  all 
public  health  thinking  and  planning. 

This  is  the  point  of  decision-making,  when  we 
discard  or  defer  some  of  our  thoughts  and  decide 
to  pursue  others. 

THINKING  ABOUT  WHAT  NEEDS  TO  BE  DONE  IN  THE 
JOB  AHEAD 

You  ask  me  what,  from  the  national  viewpoint, 
we  are  thinking  about  the  job  ahead  in  the  changing 
world  of  public  health.  1 shall  try  to  share  with  you 
some  of  our  thoughts  regarding  health  improve- 
ments. 

Broadly  speaking,  the  public  health  objectives  of 
today  are  what  they  have  always  been: 

1.  To  apply,  as  w idely  as  possible,  knowledge  now 
available  concerning  the  prevention  and  control  of 
disease. 

2.  To  continue  to  seek  new  knowledge. 

However,  the  specific  goals  have  changed,  partly 

because  of  our  increasing  knowledge,  partly  because 
of  a changing  world. 

There  is  still  a maintenance  job,  of  course,  w ith 
respect  to  old  and  familiar  health  problems.  We 
can  never  take  for  granted  that  diseases  which  have 
been  virtually  eradicated,  and  agelong  environmen- 
tal health  problems  which  for  many  areas  have  been 
solved,  will  remain  under  control  and  can  be  for- 
gotten. For  example,  as  we  think  about  the  infectious 
diseases  of  dwindling  incidence,  such  as  malaria, 
murine  typhus,  smallpox,  and  diphtheria,  we  know 
that  steps  must  be  taken  to  deal  w ith  their  possible 
introduction  into  areas  now  free  of  them  or  their 
flareups  where  they  have  been  reduced  to  low  levels. 

Also  when  we  think  of  infectious  diseases,  we 
must  consider  those  diseases  of  growing  incidence 
or  those  not  even  recognized  as  public  health  prob- 
lems in  the  past.  The  viral  diseases,  hepatitis,  the 
encephalitides,  come  to  mind  immediately.  Certainly 


our  control  measures  against  these  diseases  are 
scanty  and  ill  defined.  They  are  constant  reminders 
that  the  battle  against  infectious  diseases  is  never 
entirely  won. 

Some  of  the  earliest  problems  of  environmental 
sanitation  are  still  with  us,  too.  I hey  may  appear 
in  a new  setting,  but  unsafe  water  supplies  and  in- 
adequate sewage  disposal  facilities  continue  to 
threaten  us.  Those  of  you  who  have  been  associated 
in  any  way  with  current  suburbanization  will  recog- 
nize what  I mean.  The  problem  here  has  been  one 
of  rapid  expansion  without  adequate  health  con- 
trols. Sanitary  facilities  are  being  taxed  far  beyond 
their  normal  capacities.  In  the  mushrooming  areas 
beyond  the  city  limits  and  public  water  mains  and 
sewers,  it  is  not  uncommon  to  find  one  man’s  septic- 
tank  overflowing  into  his  neighbor’s  yard— and 
sometimes  even  his  well.  Neither  public  health 
workers  nor  the  general  public  can  afford  to  lower 
their  guards  against  these  fundamental  public  health 
dangers. 

No  channel  of  public  health  endeavor  is  ever  per- 
manently abandoned.  Some  are  plied  less  vigorously 
as  we  explore  new  ones.  But  they  can  never  be  closed 
entirely. 

Our  thinking  moves  on  from  gains  which  must  be 
held  with  respect  to  the  old  familiar  health  problems 
to  advances  still  to  be  made. 

.More  attention  must  be  given  to  the  epidemiology 
of  enteric  disease  outbreaks.  Epidemic  diarrhea  of 
the  newborn  and  epidemic  resort  diarrhea,  in  par- 
ticular, are  still  causing  great  public  concern.  We 
have  already  mentioned  infectious  hepatitis,  which 
continues  to  grow  as  an  unsolved  problem.  We  need 
to  know  more  about  the  exact  part  which  water- 
supply,  excreta  and  refuse  disposal,  insect  vectors, 
housing,  crow  ding,  and  other  environmental  factors 
play  in  these  outbreaks.  We  must  know  more  pre- 
cisely too  the  causes  of  disease  outbreaks  attributable 
to  food  handling  and  food  processing. 

Better  and  cheaper  methods  are  needed  also  to 
speed  the  day  w hen  tuberculosis  will  be  eradicated. 
Use  of  isoniazid  is  an  important  advance  in  therapy, 
both  from  the  standpoint  of  reduction  of  mortality 
and  of  reducing  the  length  of  treatment  needed 
for  patients  with  tuberculosis.  Even  more  exciting- 
arc  the  results  of  recent  experimental  work  con- 
ducted by  the  U.  S.  Public  Health  Service,  which 
indicates  that  isoniazid  has  potentialities  for  the 
prevention  of  tuberculosis  as  well.  Our  studies1 
show  that: 
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1.  A small  daily  dose  of  isoniazid,  given  in  the 
drinking  water,  is  apparently  sufficient  to  complete- 
ly protect  guinea  pigs  from  a large  injection  of 
virulent  tubercle  bacilli. 

2.  This  dose  given  for  only  io  weeks  after  the 
injection  is  sufficient  to  prevent  the  appearance  of 
disease  after  the  drug  was  discontinued. 

3.  Resistance  to  a later  virulent  infection,  at  least 
equal  to  that  produced  by  BCG  vaccination,  devel- 
ops in  guinea  pigs  during  the  course  of  an  isoniazid- 
treatcd  injection  of  tuberculosis  bacilli. 

If  the  hopeful  findings  of  these  laboratory  tests 
are  confirmed  in  human  beings,  great  strides  can 
be  made  toward  complete  tuberculosis  control. 

The  techniques  applied  in  preparation  of  the  Salk 
vaccine  for  the  prevention  of  paralytic  poliomyelitis 
open  the  way  for  a new  attack  on  other  viral  diseases 
including  the  common  cold.  How  far  and  how  fast 
can  we  increase  our  research  and  investigations  of 
preventive  measures  in  this  field?  How  soon  will 
we  have  the  knowledge  which  will  permit  us  to 
develop  effective  control  methods  suitable  for  com- 
munity application?  These  are  the  questions  we  ask, 
as  we  think  of  the  job  ahead. 

Then  our  thoughts  turn  to  the  virtually  uncharted 
seas  of  public  health  activity.  We  know  that  we 
must  find  ways  to  reduce  the  appalling  occurrence 
of  accidents,  which  today  cost  us  more  man-years 
of  productive  human  life  than  any  other  cause  of 
death  and  disability.  Comparing  various  causes  of 
death  in  years  of  working  life  lost  between  ages  20 
and  65,  Dickinson  and  Welker2  found  that  accidents 
ranked  first.  They  reported  that  12.6  per  cent  of 
expected  years  of  working  life  were  lost  by  death 
from  accidents,  as  compared  with  12.1  per  cent  by 
death  from  heart  disease— the  second  highest  cause. 

For  a number  of  years  now  industrial  engineers 
have  been  working  to  increase  the  safety  of  indus- 
trial equipment.  Such  improvements,  coupled  with 
intensive  educational  programs  among  employees, 
have  resulted  in  appreciable  reduction  of  industrial 
accidents. 

Highway  accidents  are  another  story.  The  mor- 
tality rate  from  motor  vehicle  accidents  is  steadily 
rising.  Engineers  arc  studying  continuously  the 
effect  of  curve  grading,  the  width  and  contour  of 
roads  and  shoulders,  and  the  design  of  intersections 
upon  the  occurrence  of  highway  accidents.  Traffic 
officials  have  tightened  enforcement  of  regulations 
governing  speed,  observance  of  signals,  etc.,  and 


have  conducted  extensive  educational  campaigns 
for  safer  driving.  Many  high  schools  now  include 
driver  training  courses  as  a part  of  their  regular 
curriculum.  Belatedly,  attention  is  being  given  to 
incorporating  certain  safety  features  in  the  design 
of  automobiles.  But  study  of  the  part  the  human 
machine  plays  in  the  occurrence  6f  highway  acci- 
dents has  been  woefully  neglected. 

1 he  health  professions  should  be  working  to- 
gether to  learn  more  of  the  physical  and  mental 
causes  of  accident.  Scientific  studies  are  needed  of 
the  effect  upon  drivers  and  the  quality  of  their 
driving  of  such  factors  as  fatigue,  vision  difficulties, 
distractions,  drinking,  time  pressures,  group  ap- 
proval of  daring  driving  feats,  and  a host  of  other 
physical,  psychological,  and  sociological  conditions. 

But  the  special  challenges  today  are  the  chronic 
diseases  and  mental  illnesses.  The  need  for  more 
knowledge  regarding  prevention  and  treatment  of 
these  conditions  becomes  increasingly  important 
as  the  number  of  older  persons  in  the  total  popula- 
tion continues  to  rise.  Discovery  of  more  efficient 
methods  of  detecting  long-term  illnesses  in  their 
early  stages,  improving  wavs  of  arresting  the 
progress  of  disease,  and  learning  how  adjustments 
to  emotional  tension  and  stress  can  be  made  are  keys 
to  fuller  and  more  productive  living  in  the  older 
years. 

In  many  ways,  applying  what  we  already  know 
concerning  these  diseases  seems  to  present  more 
difficult  problems  than  control  of  the  communicable 
diseases  ever  did,  because  the  situations  involved  are 
so  much  more  complex. 

There  are  also  a whole  set  of  new  public  health 
problems  which  stem  from  recent  industrial  and 
technical  development.  Never  losing  sight  of  our 
traditional  responsibilities  in  environmental  health— 
which  I have  already  emphasized— we  must  decide 
how  to  deal  with  new  threats  to  health.  Air  and 
water  pollution— resulting  from  expanding  use  of 
new  chemicals,  and  from  rapidly  growing  uses  of 
atomic  energy— are  hazards  not  only  to  the  worker 
in  industry  but  also  to  the  community-at-large. 

Finally,  we  arc  increasingly  aware  that  our  goals 
for  the  preservation  of  human  life  and  the  protec- 
tion and  improvement  of  health  no  longer  stop  with 
our  national  boundaries. 

You  will  agree,  I think,  that  consideration  of  the 
job  ahead  in  public  health  leads  us  into  many  and 
varied  channels.  It  is  impossible  to  follow  them  all 
with  equal  speed  or  directness,  either  this  year  or 
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next.  However,  no  up-to-date  health  department 
can  afford  to  be  unaware  of  their  importance  in  the 
kaleidoscope  of  modern  life,  nor  can  it  blind  itself 
to  responsibility  for  at  least  some  exploratory  voy- 
ages into  each. 

But  thinking  of  what  needs  to  be  done  in  the  job 
ahead  is  only  one  side  of  the  coin.  We  must  also 
consider  how  best  to  do  it.  And  that  brings  me  to 
the  second  part  of  this  discussion. 

THINKING  ABOUT  HOW  BEST  TO  IX)  THE  JOB  AHEAD 

For  the  job  ahead,  public  health  efforts  may  need 
to  he  redirected.  Health  officials  must  be  sensitive 
to  the  social,  economic,  even  political,  climate  in 
thinking  about,  planning,  and  carrying  out  their 
programs.  This  demands  flexibility  and  suppleness. 
It  is  entirely  possible  that  different  types  of  per- 
sonnel, facilities,  and  relationships  than  those  to 
which  we  are  accustomed  are  required  for  putting 
the  new  fruits  of  medical  research  to  work. 

Unquestionably  preventive  and  curative  services 
should  be  brought  more  closely  together.  The 
closest  possible  relationships  between  public  health 
workers  and  those  engaged  in  the  treatment  process 
are  of  paramount  importance.  By  this  I do  not  mean 
just  mutual  respect  and  jurisdictional  agreement 
between  the  private  physician  and  health  officer 
regarding  who  does  what.  I mean  a working  to- 
gether of  many  groups:  medical  staffs,  hospital  and 
home  care  groups,  rehabilitation,  educational, 
recreational,  and  welfare  agencies. 

Appreciation  of  all  the  problems  in  care  of  the 
long-term  patient  should  be  taught  in  medical  and 
other  graduate  schools.  The  thorough  understanding 
and  direct  participation  of  the  physician  in  the  full 
course  of  treatment  is  essential.  When  he  sees  a 
patient  with  heart  disease,  he  must  recognize  not 
only  the  individual’s  medical  needs,  but  his  need  for 
home  nursing  care— and  for  dietary  help.  He  must 
consider  the  effect  of  the  patient’s  heart  disease  on 
his  entire  life  and  even  his  family,  the  need  for 
satisfactory  adjustment  to  avoid  invalidism,  vet  at 
the  same  time  to  work  at  a pace  compatible  with  his 
capacity;  the  drain  on  his  financial  resources  by 
enforced  idleness;  and  his  possible  need  for  financial 
assistance.  The  patient  can  receive  the  services  he 
needs  only  if  there  is  full  cooperation  among  the 
health  department,  the  welfare  department,  the  vol- 
untary agencies  of  the  community,  the  private 
physician  and  other  professional  personnel. 

Such  intermeshed  cooperation  will  be  possible 


only  when  several  conditions  are  met.  The  physi- 
cian must  not  only  apply  the  latest  techniques  avail- 
able-such as  procedures  for  discovering  illness  in 
its  early  stages— but  he  must  also  understand  his 
relation  to  the  public  health  team,  and  ways  in 
which  the  public  health  team  can  assist  him  in  the 
care  and  rehabilitation  of  his  patients.  He  must 
know  and  use  all  facilities  and  professional  resources 
available  in  the  community  for  any  aspect  of  disease 
detection,  diagnosis,  treatment,  and  rehabilitation. 
Full  use  should  be  made  of  the  most  economical 
ways  of  caring  for  the  chronically  ill,  so  that  short- 
stay  hospital  treatment,  when  needed,  may  be 
supplemented  and  extended  through  home  care  or 
care  in  nursing  or  convalescent  homes.  For  the  aged 
we  must  see  that  opportunities  are  provided  for  a 
satisfactory  productive  life,  rather  than  a vegeta- 
tive institutional  existence. 

F inally,  the  adult  population  must  recognize  and 
accept  their  own  responsibility  for  acquiring  and 
maintaining  optimum  health.  Much  more  positive 
long-term  action  on  the  part  of  the  patient  is  re- 
quired for  chronic  disease  control  than  for  com- 
municable disease  control.  Also  it  is  harder  to  get 
an  adult  to  change  his  way  of  doing  things  for  his 
own  good  than  for  his  child’s  good.  We  are  dealing 
with  a group  with  well  fixed  patterns  of  personal 
behavior.  Reshaping  of  habits  for  the  most  healthful 
existence  requires  an  understanding  of  human  be- 
havior and  how  it  can  be  directed  toward  a desired 
end.  We  need  research  in  human  motivations  to  give 
us  clearer  guidance  than  we  now  have  in  helping 
people  to  keep  well.  Such  knowledge  is  necessary  if 
we  are  to  persuade  them  to  follow  health  instruc- 
tions and  to  take  full  advantage  of  available  health 
resources. 

In  order  to  do  the  job  ahead  in  the  best  possible 
way,  we  believe  that  the  entire  concept  and  struc- 
ture for  the  delivery  of  community  health  services 
should  be  carefully  re-examined.  A plateau  seems 
to  have  been  reached  in  the  development  of  organ- 
ized local  health  departments.  Today,  for  the  entire 
Nation,  only  three  per  cent  more  of  the  total  popu- 
lation is  served  by  full-time  local  health  units  than 
was  served  in  1950.  Why  is  the  traditional  public 
health  “package”  not  “selling”  as  it  once  was? 

In  New  England  there  has  been  practically  no 
change.  The  difficulty  of  organizing  health  services 
along  conventional  county  lines  in  this  area  where 
towns  and  cities  are  the  basic  units  of  government 
has  long  been  recognized.  Yet  it  is  enouraging  to 
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note  that  the  search  still  goes  on  here  for  the  most 
practical  organizational  unit  for  delivery  of  com- 
munity health  services.  A bill  aimed  at  the  improve- 
ment of  local  public  health  services  on  a State- 
Regional  basis  w as  passed  by  the  last  legislature  of 
Rhode  Island.  Citizens  groups  in  New  1 lampshire 
have  recently  been  w orking  toward  the  same  goal. 

We  believe  that  for  the  country  as  a w hole  this 
subject  should  have  intensive  study.  We  think  the 
time  has  come  to  experiment  with  new  techniques. 
Are  the  public  health  services  we  have  to  offer  what 
the  people  see  as  their  needs?  Are  our  programs 
being  presented  to  the  people  in  a meaningful  way? 

1 low,  and  how  effectively,  are  local  public  health 
services  rendered  in  the  absence  of  a local  health 
department? 

In  order  to  find  the  answers  to  these  questions, 
public  health  people  must  use  the  techniques  of 
social  science.  Before  w e propose  individual  or  com- 
munity action,  we  should  be  very  certain  that 
expected  benefits  will  result.  This  mean  continuous 
reevaluation  of  what  we  think  we  know.  Explora- 
tions of  how  best  to  carry  on  the  newer  health 
services  must  be  made  in  areas  where  the  people  arc, 
not  at  desks  in  Washington  nor  in  the  State  capitols. 
Community  research  must  produce  answers  to  these 
fundamental  questions. 

As  some  of  you  know,  a study  to  develop  methods 
of  measurement  suitable  to  evaluate  the  results  of 
regional  organization  is  being  developed  under  the 
auspices  of  the  United  Community  Services  of 
Metropolitan  Boston.  There  a plan  for  regional 
coordination  of  health  services  rendered  by  hos- 
pitals, health  departments  and  related  health  and 
welfare  agencies  is  taking  shape.  Its  objectives 
include  improvement  in  quality  and  economy  of 
health  services,  development  of  services  which  lend 
themselves  to  joint  use  by  several  hospitals  and  other 
facilities  in  the  community,  and  educating  the 
public  to  make  effective  use  of  services  and  seek 
adequate  care  in  the  early  stages  of  illness.  Specific 
investigations,  before  and  after  regionalization,  w ill 
include  caseload  studies  to  determine  use  of  health 
services;  quality  of  medical  care  in  hospitals;  and 
coordination  of  services.  The  U.  S.  Public  I lealth 
Service  is  assisting  in  this  study  through  a research 
grant. 

Another  example  of  community  research  is  the 
study  on  which  the  Public  1 lealth  Service  and  the 
New  York  City  Health  Department  are  now  co- 
operating to  learn  how  the  services  of  industrial 
health  units  and  of  union  health  centers  can  be 


integrated  with  those  of  the  health  department.  We 
are  looking  forward  to  some  very  practical  guid- 
ance as  a result  of  these  studies. 

Public  health  programs  must  be  related  more 
closely  to  identified  needs.  1 oo  many  public  health 
activities  are  now  started  on  a hit-or-miss  basis,  in 
response  to  expediency  or  some  isolated  circum- 
stance. I might  cite  a single  example:  a small  legacy 
is  left  a town  for  construction  of  a hospital,  so 
additional  funds  are  raised  for  this  purpose,  and  the 
hospital  is  built.  An  objective  appraisal  of  the  com- 
munity and  sound  over-all  planning  might  have 
revealed  a much  greater  ne:d  for  a far  less  expensive 
nursing  home,  or  for  an  extension  to  the  public 
sewerage  system,  or  any  one  of  a number  of  differ- 
ent purposes. 

Translation  of  even  a portion  of  our  thoughts  into 
pi  nning  and  action  w ill  require  reorientation  of 
many  public  health  programs.  This  cannot  be  done 
properly  w ithout  enough  of  the  right  kind  of 
people.  I he  shortage  of  trained  professional  public 
health  workers  is  one  of  our  most  serious  problems 
today.  Between  1950  and  1954  there  was  a six  per 
cent  increase  in  the  population  of  the  country. 
During  these  same  years  the  number  of  public  health 
personnel  grew  less  than  three  per  cent.  I am  glad 
to  s:y  that,  for  the  most  part,  the  records  of  the 
New  England  States  have  been  considerably  better 
than  the  national  average  in  this  respect.  But  you 
will  agree,  I am  sure,  that  even  here  there  are  many 
communities  which  still  lack  an  adequate  staff  of 
health  workers. 

Throughout  the  country  there  are  fewer  physi- 
cians in  public  health  work  today  than  there  were 
five  years  ago.  Why  have  wTe  gone  backward  in 
recruitment  of  physicians?  What  are  the  road- 
blocks to  their  choice  of  public  health  as  a career? 
For  sanitary  engineers,  investigation  of  recruitment 
practices  revealed  that  recruiting  was  attempted 
principally  at  a time  w hen  decisions  were  not  being 
made.  Information  supplied  the  prospects  was  not 
the  information  they  desired.  It  is  eminently  appro- 
priate that  recruitment  practices  for  physicians  also 
be  investigated.  Until  we  know  the  barriers,  efforts 
are  likely  to  be  unproductive.  Recruitment  failures 
are  like  a continuing  disease.  The  ill  must  be  accu- 
rately diagnosed  before  effective  treatment  can 
begin. 

In  addition,  professional  public  health  workers  of 
today  must  be  more  than  craftsmen,  skilled  only  in 
the  performance  of  a series  of  techniques.  T hey  must 
be  creative  problem  solvers,  masters  of  a body  of 
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knowledge  which  will  permit  them  to  make  better 
use  of  all  available  resources  in  arriving  at  decisions. 
They  must  be  adept  in  human  relations. 

As  we  explore  new  areas  of  public  health,  more- 
over, we  must  redefine  the  kinds  of  personnel  we 
need.  That  definition  must  be  in  terms  of  the  skills 
required  to  perform  the  tasks  to  be  done.  In  think- 
ing of  how  best  to  do  the  job  ahead,  we  are  not 
bound  to  use  the  same  kinds  of  competence  or  the 
same  kinds  of  personnel  that  have  been  used  to 
carry  out  past  programs.  It  is  entirely  possible  that 
the  basic  public  health  staff  of  the  future  will  be 
quite  different  from  that  to  which  he  have  become 
accustomed. 

There  is  certainly  a growing  place  for  additional 
types  of  workers,  such  as  sanitary  technicians  and 
nurses  aides,  to  relieve  more  highly  trained  person- 
nel  of  many  routine  duties.  Too  often  such  tasks 
consume  much  of  the  time  of  professional  public 
health  workers,  already  in  seriously  short  supply. 

Because  of  the  key  importance  of  the  trained 
worker  in  providing  more  and  better  health  services, 
more  training  opportunities  must  be  provided  to 
develop  the  needed  workers.  I refer  not  only  to 
(those  being  newly  recruited  into  public  health  but 
also  to  those  presently  employed,  whose  level  of 
training  is  not  adequate. 

According  to  our  best  data,  only  about  40  per 
cent  of  the  personnel  who  need  a year  of  advanced 
I public  health  study  have  had  it.  Of  grave  concern 
is  the  fact  that  we  are  making  no  headway  in  re- 
ducing the  backlog  of  inadequately  trained  public 
health  workers  who  are  presently  employed. 
Actually  there  has  been  retrenchment  in  training 
activities  in  recent  years,  both  Nationwide,  and 
among  the  States  represented  here. 

In  1954  only  39  persons  from  the  six  New  Eng- 
land States  received  accredited  training  of  four 
months  or  more.  Thirty  of  these  w ere  trained  by  a 
single  State.  One  State  provided  no  training,  and 
two  States  trained  only  one  employee  each.  At  this 
rate  even  current  and  emergency  needs  are  not  being 
satisfied.  Obviously  no  progress  is  being  made  to- 
ward long-range  building  for  the  future.  We  cannot 
afford  to  continue  such  shortsighted  operations. 

This  problem,  that  seems  to  be  ever  with  us,  can- 
not be  solved  either  by  government,  or  by  the 
institutions  which  provide  public  health  training 
working  alone.  It  requires  intensified  joint  effort. 

1 he  Conference  of  State  Governors,  in  discussing 
the  problem  of  mental  health  at  their  Chicago  meet- 
ing a few  weeks  ago,  recognized  the  importance 
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of  “an  adequate  number  of  adequately  trained  per- 
sonnel” to  the  solution  of  that  whole  problem.  They 
further  agreed  that  the  woeful  undersupply  of  psy- 
chiatrists cannot  be  overcome  by  the  practice  of 
competitive  bidding  for  the  few  presently  available. 
I his  statement  of  position  holds  hope  for  more 
emphasis  on  the  training  of  mental  health  specialists. 

Finally,  the  job  ahead  cannot  be  done  in  the  best 
possible  way  without  regard  to  sound  and  equitable 
financing  of  health  services.  How'  do  we  arrive  at  a 
just  share  for  health  purposes  in  relation  to  other 
community  services,  such  as  education,  recreation, 
and  the  like?  How  can  costs  be  allotted  equitably 
among  the  several  sources  of  funds? 

As  many  of  you  know,  the  Commission  on  Inter- 
governmental Relations  recommended  that  the  pres- 
ent pattern  of  Federal  and  State  aid  for  local  services 
be  continued.  This  is  a pattern  with  which  we  are 
all  familiar.  In  a dynamic  societv,  however,  the 
financing  of  health  services,  including  such  questions 
as  tax  base,  proportion  of  support,  and  population 
coverage,  should  be  under  continual  re-examination. 

I he  ultimate  answer,  I think,  rests  with  the 
American  people.  Financial  support  of  any  tax  sup- 
ported enterprise  is  dependent  upon  public  interest. 
1 he  people  are  willing  to  pay  for  what  they  want 
most. 

W hen  they  are  convinced  that  the  benefits  rhev 
derive  from  the  health  services  offered  are  worth 
the  cost,  they  w ill  insist  upon  their  purchase.  Again, 
I call  your  attention  to  a significant  comment  made 
by  one  of  the  governors  at  their  recent  conference. 
He  expressed  the  opinion  that  the  public  has  not 
been  “sold"  on  needs  for  mental  health  services  to 
the  degree  it  has  been  sold  on  the  need  for  high- 
ways. Can  w e as  public  health  workers  deny  that  lie 
is  right? 

I hat  comment  is  challenging  enough  to  keep  us 
all  steadily  thinking  about  the  job  ahead,  for  it 
applies  not  only  to  mental  health  but  to  other  areas 
of  public  health  as  well.  It  is  sufficiently  disturbing 
to  remind  us  that  we  have  onlv  begun  to  fight  the 
battle  for  better  personal  and  community  health. 
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AN  EVALUATION  OF  THE  DOCTOR-PATIENT  RELATIONSHIP 

Leonard  Gold,  m.d.,  Stamford 


“So,  then  you  gain  the  patient’s  confidence  and 
you  have  established  a good  doctor-patient  rela- 
tionship.” Thus  goes  the  thinking  or  the  expressed 
thought  of  the  doctor  w hen  he  is  confronted  with 
establishing  a relationship  with  his  patient.  One  must 
ask  “what  goes  into  obtaining  the  patient’s  confi- 
dence?” It  is  the  result  of  a development  in  the 
relationship.  It  then  becomes  necessary  to  have  an 
appreciation  of  what  the  doctor-patient  relationship 
consists.  Many  have  practiced  the  “art"  of  dealing 
with  the  patient  as  a person  correctly  and,  therefore, 
successfully.  With  ever  increasing  knowledge,  it  is 
incumbent  on  us  to  observe  more  accurately  w hat 
this  “art”  is  made  up  of  and  to  develop  it  in  the 
direction  of  a more  rational,  conscious  and  scientific 
practice  in  handling  the  doctor-patient  relationship. 

What  need  closer  examination  are  the  roles  the 
doctor  and  patient  play,  the  limitations  each  have  in 
playing  their  roles,  and  the  conception  of  this  rela- 
tionship as  an  active  changing  process.  What  is  to 
be  appreciated  is  that  what  goes  on  between  the 
two  people  consists  not  only  of  (i)  the  attitude  the 
patient  comes  with,  (2)  the  attitude  the  doctor 
comes  with,  but  just  as  importantly  of  (3)  the 
patient’s  effect  on  the  doctor,  (4)  the  resultant 
change  in  attitude  in  the  doctor,  (5)  the  resultant 
effect  this  change  in  the  doctor  has  on  the  patient, 
and  the  way  these  last  three  change  the  relationship. 

The  relationship  between  the  doctor  and  his 
patient  is  a street  with  two  way  traffic.  It  is  not  a 
one  way  street  in  which  the  doctor  affects  his 
patients  as  if  molding  a piece  of  clay.  It  is  rather  a 
mutually  influencing  situation.  1 he  doctor’s  warm 
greeting  may  affect  the  patient  bv  making  him 
responsive  and  more  at  ease.  At  the  same  time  the 
patient’s  approach,  whether  cold  and  suspicious  or 
warm  and  ready  to  rely  on  the  doctor,  influences 
the  latter.  He  in  turn  may  react  with  a changed 
approach,  becoming  less  warm  because  of  his 
patient’s  suspiciousness.  1 he  suspicious  patient  will 
quickly  grasp  the  changes  since  he  is  on  the  lookout 
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SUMMARY 

In  this  paper  emphasis  is  placed  on  the  necessity  of 
collecting  the  facts  of  what  transpires  on  an  interper- 
sonal level  between  the  doctor  and  his  patient.  By 
collecting  the  facts,  the  doctor  will  be  in  a b.tter 
position  to  reach  a scientific  approach  to  the  “art”  of 
dealing  with  the  patient  as  a person.  One  of  the  facts 
seems  to  be  the  necessity  for  an  atmosphere  of  mutual 
responsibility  and  mutual  effort  in  order  to  have  a 
therapeutically  effective  doctor-patient  relationship. 
Doctors  in  general  can  inquire  how  often  the  lack  of 
such  an  atmosphere  plays  a role  in  unsatisfactory 
therapy,  be  it  one  of  injections,  pills,  or  surgery,  etc. 
It  was  further  emphasized  that  we  must  consider  the 
doctor- patient  relationship,  not  only  in  terms  of  the 
attitudes  each  brings  to  the  interview,  but  how  the 
attitude  of  the  patient  affects  the  doctor’s  feelings; 
how  the  latter’s  feeling  affect  his  own  first  attitude; 
how  it  is  these  second  attitudes  the  doctor  uses  to 
deal  with  the  patient.  It  is  the  second  attitudes  that 
make  him  seek  a new  goal  which  is  the  creation  of  an 
atmosphere  of  mutuality.  Having  collected  such  facts 
they  need  to  be  exchanged  with  other  collectors. 
Through  the  multitude  of  such  exchanges  will  arise 
a new  scientific  and  less  "arty”  knowledge  of  the 
therapeutically  important  doctor-patient  relationship. 
Finally,  such  accumulation  and  exchange  of  facts  need 
not  and  should  not  be  left  only  in  the  lap  of  th° 
psychiatrist.  It  needs  to  be  in  the  laps  of  the  gener  I 
physician,  of  all  physicians. 


for  them.  This  w ill  intensify  the  patient’s  original 
approach.  Now  a relationship  has  developed  since 
there  is  a tw  o way  traffic.  This  is  the  mutual  influ- 
ence of  each  on  the  other,  a mutual  interaction. 
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This  relationship  can  be  therapeutic,  dependent 
on  the  direction  it  takes.  The  direction  can  be 
determined  to  a large  extent  by  what  the  doctor’s 
direction  is.  His  direction  has  two  aspects  to  it,  a 
primary  and  secondary.  Primarily,  he  may  be  diag- 
nosing and  treating  largely  somatic  problems,  or 
: psychosomatic  ones,  or  problems  in  terms  of  anxiety 
i and  other  feelings.  The  primary  forms  and  methods 
of  treatment  arc  in  different  categories,  e.g.,  those 
of  the  general  practitioner,  the  gastroenterologist, 
the  psychiatrist,  but  the  secondary  aspects  of  the 
doctor’s  direction  continue  to  be  those  of  the  inter- 
action between  him  and  his  patient. 

EVALUATION  OF  LIMITATIONS 

The  correct  evaluation  and  handling  of  the  rela- 
tionship depends  on  a correct  evaluation  of  the 
patient’s  approach  and  on  the  limitations  of  his 
: ability  to  establish  a good  relationship.  We  have 
heard  much  about  the  patient  needing  to  depend  on 
the  doctor  and  how  a dependency  relationship  is  a 
beneficial  one.  However,  there  are  all  kinds  of  de- 
pendencies. The  patient  may  be  relying  to  the  extent 
that  he  expects  to  carry  out  orders  and  feel  no  need 
to  assume  any  responsibilities  beyond  that.  Or  he 
may  be  the  one  who  will  rely  and  at  the  same  time 
recognize  the  need  to  assume  responsibility  bevond 
the  mere  carrying  out  of  orders.  Or  the  patient  may 
be  fearful  of  relying  in  general,  being  skeptical  and 
i suspicious. 

Let  us  take  some  examples  of  experiences  with 
I various  types  of  people  undergoing  medical  therapy. 

I Some  of  these  are  experiences  in  which  residents  in 
medicine  found  it  difficult  to  deal  with  a patient’s 
approach  and,  therefore,  considered  the  problem 
f only  a psychiatric  one,  or  that  “nothing  more  can 
be  done  for  the  patient.” 

There  is  the  type  of  patient  approach  which  ap- 
pears as  an  “easy  patient”  who  is  going  to  cooperate 
because  he  is  “so  dependent.”  Hut  with  him  it  be- 
J comes  apparent,  he  is  clingingly  dependent  without 
assuming  responsibilities.  Although  he  should  be  a 
i “good  patient”  because  he  is  eager  to  take  advice, 
the  relationship  becomes  complicated. 

A 43  year  old  man  was  diagnosed  as  having 
l|!  anginal  attacks  and  was  prescribed  medication. 
Some  restrictions,  not  too  inhibiting,  were  put  on 
his  physical  activities.  When  he  had  an  attack  of 
pain  he  would  soon  call  the  doctor  to  check  on 
whether  he  took  the  medicine  correctly.  At  other 
times,  when  some  gaseous  distension  appeared  even 
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though  this  was  explained  to  him,  he  could  not  think 
for  himself.  He  kept  repeatedly  calling  about  what 
to  do  for  this  second  symptom.  When  he  could  not 
fall  asleep  at  night,  he  could  not  judge  for  himself 
about  the  use  of  a prescribed  hypnotic.  He  kept 
questioning  his  wife  who  in  exasperation  kept  after 
the  doctor  “to  do  something.”  Here  was  a man  who 
“followed  orders”  but  assumed  no  responsibility. 
Treatment  in  its  primary  aspect  w as  complicated  by 
the  unsatisfactory  secondary  aspect.  There  had  not 
developed  an  atmosphere  of  mutual  responsibility. 
The  clingingly  dependent  approach  can  prevent 
such  an  atmosphere.  This  is  the  patient’s  limitation. 
This  in  turn  affects  the  doctor’s  original  approach 
of  just  concentrating  on  the  primary  aspects,  the 
cardiac  pathology.  This  can  result  in  irritability 
with  the  patient  since  the  situation  does  not  permit 
full  concentration  on  the  primary  therapeutic 
w ork.  This  irritability  can  affect  the  doctor’s  work 
and  the  patient.  The  latter,  seeing  the  irritability, 
becomes  more  uncertain  and  more  clinging.  This  is 
no  longer  a “nice  dependent  person.”  The  doctor 
here  had  to  recognize  the  demands  made  upon  him 
by  the  clinging  person  and  that  his  reactions  to  this 
person  will  affect  the  direction  of  therapy. 

In  another  instance,  a man  of  40  had  symptoms 
of  postprandial  pains,  cramps,  and  at  times  diarrhea. 
The  examination  revealed  evidence  of  gastric  hyper- 
acidity and  spastic  portions  of  the  intestines.  He 
was  prescribed  antacids  and  antispasmodics.  These 
relieved  him  of  symptoms.  The  next  time  the  symp- 
toms returned  he  ran  back  to  the  doctor  saying  that 
the  medicine  did  not  work.  He  showed  much  agita- 
tion and  anxiety  about  the  incurability  of  his  con- 
dition. Because  of  these  latter  symptoms  lie  was 
considered  a psychiatric  problem  and  referred  to 
the  psychiatrist.  1 his  patient  did  have  psychogenic 
elements  in  his  illness  but  he  had  evidence  of  somatic 
pathology  needing  treatment.  After  the  interview  it 
became  apparent  that  medication  had  to  be  con- 
tinued and  that  his  lack  of  assuming  any  respon- 
sibility in  the  treatment  hindered  the  effectiveness 
of  therapy.  This  person  was  looking  for  a quick, 
magic  cure.  When  the  medicine  did  not  produce 
such  results,  he  became  anxious,  futile  and  panicky. 
Out  of  panicky  futility  he  developed  an  impulsive 
desire  to  have  something  done  quickly.  Since  noth- 
ing could  be  done  immediately,  he  remained  with 
his  unsatisfied  impulse  which  revealed  itself  as  agita- 
tion (compulsive  moving  and  searching  for  a quick 
solution). 
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With  this  man,  his  approach  of  “find  a magic  cure 
for  me”  prevented  him  from  assuming  responsibil- 
ity in  therapy.  He  depeneded  on  the  doctor.  He 
seemed  responsible,  since  he  took  the  medicine  as 
prescribed,  yet  he  expected  something  to  happen  to 
him  without  sharing  in  the  effort.  In  this  case  the 
effort  had  to  be  to  continue  taking  medicines.  1 he 
effort  also  had  to  be  to  continue  with  his  life  in 
spite  of  some  limitations.  To  handle  the  situation, 
the  doctor  had  to  concentrate  on  the  secondary 
aspects  of  his  goal.  He  had  to  attempt  to  develop 
the  relationship  into  one  mutual  responsibility.  As 
part  of  the  therapy  with  antacids  and  antispas- 
modics,  it  was  necessary  to  make  the  patient  aware 
of  what  responsibility  the  doctor  was  assuming  and 
what  attitudes  and  exactingness  of  the  patient’s  pre- 
vented the  latter  from  assuming  the  responsibility 
of  having  an  illness.  Since  he  could  not  accept 
having  an  illness,  he  did  not  accept  its  responsibil- 
ities and  limitations.  When  he  was  invited  to  do  so 
and  he  went  along,  the  medications  became  more 
effective.  Before  the  doctor-patient  relationship  wras 
raised  to  a higher  level,  the  patient’s  anxious  and 
panicky  reaction  actually  helped  in  increasing  the 
hyperacidity  and  intestinal  pathologic  functioning. 
What  was  needed  was  not  only  apparent  coopera- 
tion: “I’ll  swallow  the  medicine,”  but  also  an  atmos- 
phere of  mutual  responsibility.  What  was  blocking 
this  was  the  kind  of  dependence  the  patient  had  on 
the  doctor-dependence  for  a magic  cure.  What  was 
further  blocking  was  the  doctor’s  unawareness  of 
the  effect  this  approach  of  the  patient’s  had  on  him. 
The  greater  demands  upon  him  can  make  the  doc- 
tor more  stern,  more  authoritative,  or  send  him  off 
as  in  this  case  to  a psychiatrist.  What  was  needed 
was  to  overcome  the  block  to  effective  treatment 
by  developing  the  doctor-patient  relationship  in  the 
direction  noted  above. 

A third  type  of  sick  person  with  his  skepticism 
and  suspiciousness  will  tend  to  influence  the  doctor 
to  be  more  on  guard  and  cautious.  His  cautiousness 
may  be  interpreted  by  the  skeptic  as  lack  of  knowl- 
edge enforcing  his  original  skepticism.  1 his  adds 
further  to  the  strain  on  the  doctor.  Here  he  needs 
to  be  aware  that  he  is  straining  under  the  impossibil- 
ity of  the  patient’s  demands  produced  by  the  latter’s 
skepticism  and  his  own  attempt  to  convince  the 
patient. 

A man  of  35  had  the  same  G-l  tract  findings  with 
similar  prescriptions  as  the  previous  case.  His  ap- 
proach was  a pseudosophisticated  one.  “What’s  the 


use  of  taking  the  medicines  since  all  these  com- 
plaints are  psychosomatic.”  In  this  way  he  showed 
his  futility  2nd  his  skepticism  about  the  doctor’s 
ability  to  treat  him.  He  justified  his  futility  and 
therefore  his  skepticism  by  calling  his  illness 
“psychosomatic.”  This  made  him  not  agreeable  to 
taking  the  medcines.  The  patient’s  behavior  affected 
the  doctor.  The  latter  felt  unable  to  overcome  the 
patient’s  skepticism.  Yet,  in  this  instance  the  doctor 
must  recognize  that  there  are  limitations  to  what 
he  can  do  and  in  recognizing  reduce  the  strain  upon 
himself.  The  patient’s  skeptical  approach  is  char- 
acteristic of  that  person.  He  relates  this  wav  to 
everyone.  It  is  a limitation  in  the  patient’s  ability  to 
develop  an  atmosphere  of  mutual  responsibility. 
Since  this  atmosphere  is  difficult  to  develop,  satis- 
factory treatment  may  become  impossible. 

The  threat  to  the  development  of  this  atmosphere 
can  come  also  from  the  doctor’s  handling  of  the 
patient’s  approach.  If  lie  reacts  with  futility  to  the 
futility,  his  hands  are  tied  even  though  he  prescribes 
correctly.  If  he  responds  with  antagonism  because 
the  patient  threatens  adequate  therapy,  then  the 
patient’s  skepticism  becomes  ingrained.  Or  the  doc- 
tor may  be  aware  of  the  limitations  but  w ill  try  to 
develop  the  therapeutic  relationship.  With  the  skep- 
tical patient  it  was  necessary  to  go  into  details  of 
what  the  doctor  was  trying  to  accomplish,  how  the 
somatic  pathology  of  the  psychosomatic  illness 
could  be  treated.  The  doctor  had  to  indicate  that  he 
could  understand  the  patient’s  skepticism  and  that 
there  was  an  explanation  for  it.  However,  for  the 
present  skepticism  was  in  the  way  of  satisfactory 
treatment.  He  had  to  be  made  to  feel  the  doctor’s 
attempt  at  carrying  out  his  responsibility  and  the 
doctor  had  to  make  the  patient  feel  that  he  was 
invited  to  do  likewise.  An  attempt  had  to  be  made 
in  other  words  to  develop  the  relationship  in  the 
direction  of  sharing  efforts.  In  this  way  the  patient’s 
skepticism  can  be  temporarily  abated.  To  the  extent 
that  the  patient  can  share,  even  though  temporarily, 
his  mistrust  and  skepticism  can  be  undermined. 

Many  physicians  have  learned  about  the  thera- 
peutic value  of  the  doctor-patient  relationship. 
What  needs  to  be  emphasized  at  this  time  is  the 
kind  of  relationship  which  has  to  be  developed.  One 
in  which  there  is  mutuality  of  responsibility— call  it 
cooperativeness,  if  you  will— a sharing  kind  of  at- 
mosphere. The  sharing  may  be  some  additional 
knowledge  about  the  doctor’s  task,  a recognition  on 
the  patient’s  part  of  the  limitations  he  has  in  devcl- 
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oping  such  an  atmosphere;  likew  ise  a recognition  on 
the  doctor’s  part  of  his  limitations  in  this  direction. 
W hat  is  potentially  therapeutic  in  the  doctor-patient 
relationship  is  the  possibility  of  developing  an  at- 
mosphere of  mutuality.  This  is  not  to  he  found  in 
the  relationship  where  the  patient  clingingly  relics 
on  the  doctor  and  demands  all  answers  to  all  ques- 
tons,  or  where  he  expects  the  doctor  to  be  a 
magician,  or  where  the  skepticism  of  the  patient  or 
the  tense  self  driving  of  the  doctor  obviates  it.  To 
develop  this  particular  kind  of  therapeutic  atmos- 
phere must  be  the  doctor’s  goal,  even  when  he 
primary  aspect  of  his  goal  is  somatic  treatment  of  a 
physical  illness. 

PRESENT  GOALS  OF  THE  DOCTOR 

Thus  far  we  examined  the  patient’s  limitations  and 
the  effects  of  it  on  the  doctor’s  efforts  and  the  limita- 
I tions  in  the  doctor  and  its  effects  on  the  patient.  Let 
us  turn  to  an  evaluation  of  some  of  the  goals  the 
medical  practitioner  in  general  sets  himself  when 
confronting  a new  patient.  He  frequently  says  to 
himself,  “I  have  to  gain  this  patient’s  confidence.” 
1 his  is  an  awareness  he  has  of  doing  something 
about  the  doctor-patient  relationship.  Has  he  con- 
sidered, however,  that  in  asking  this  question,  he 
may  be  wondering  about  the  confidence  he  has  in 
his  own  reactions  to  the  patient  and  in  developing 
a therapeutic  relationship?  It  is  taken  for  granted 
that  many  patients  will  come  to  the  office  with  con- 
fidence in  the  doctor.  Thus,  it  is  not  necessary  to 
“gain  his  confidence.”  If  the  doctor  is  aware  that  it 
is  necessary,  it  is  because  the  patient’s  attitude  is 
such  that  it  threatens  the  doctor’s  ability  to  create 
a working  atmosphere.  The  patient  may  come  with 
1 the  several  varieties  of  approaches  exemplified 
* above.  The  doctor  feels  the  greater  and  also  impos- 
sible demands  placed  upon  him.  Out  of  these  re- 
j actions  he  will  try  to  brush  off  the  patient  or  try 
j “to  gain  his  confidence.”  He  attempts  the  latter 
| without  being  aware  that  he  is  trying  to  restore  an 
atmosphere  of  working  together.  To  make  this 
restoration  he  begins  by  becoming  aware  of  the 
patient’s  effect  on  him.  Then  he  corrects  whatever 
disturbance  it  has  caused  within  himself.  Then  he 
n eds  to  find  a way  to  have  the  patient  assume  some 
responsibility  for  tolerating  the  illness,  accepting  it 
as  a fact,  so  that  he  can  be  part  of  overcoming  it. 
If  this  can  be  achieved,  the  patient  develops  more 
confidence.  Confidence  breeds  on  the  soil  of  mutual 
awareness  of  the  roles  each  has  to  play,  and  on  the 
soil  of  mutual  responsibility  in  treatment.  The 


patient’s  responsibility  is  not  only  “to  do  as  the 
doctor  says,”  but  also  to  accept  illness  as  part  of 
human  life.  Confidence  comes  out  of  participation. 
Participation  on  the  patient’s  part  means  assumption 
and  sharing  of  responsibilities.  When  the  doctor’s 
ability  to  develop  the  soil  for  confidence  is  limited, 
then  his  ability  to  develop  the  doctor-patient  rela- 
tionship can  be  threatened  on  two  accounts:  one, 
because  of  the  patient’s  inordinate  demands  which 
he  cannot  meet,  two,  because  he  made  an  attempt 
to  change  the  atmosphere  and  couldn’t.  If  he  doesn’t 
recognize  his  own  feelings  of  uncertainty  and  his 
ow  n limitations  when  he  failed,  he  w ill  pile  tension 
on  tension  leading  to  the  doctor’s  characteristic  way 
of  dealing  with  tension;  be  irritable,  angry  at  his 
patient’s  problems,  send  him  away,  become  de- 
pressed. This  all  adds  up  to  further  rupture  in  the 
doctor-patient  relationship. 

Some  other  time  the  doctor  says  to  himself,  “I 
need  to  show  that  patient  that  1 am  a good  doctor  in 
order  to  create  confidence.”  Does  the  doctor  know 
whether  he  is  trying  to  create  confidence  this  way 
because  the  patient  really  has  to  be  shown  and  know 
his  ability,  or  because  he  has  already  been  influenced 
by  the  patient’s  approach,  but  is  not  aware  of  the 
influence?  The  latter  is  quite  likely  to  be  the  case. 
The  several  types  of  patient  aproaches  noted  before 
can  disturb  his  ability  to  work  with  the  patient.  He 
is  limited  in  meeting  the  extra  and  subtle  demands  of 
the  patient.  He  is  also  limited  in  correcting  the 
approach.  If  he  is  unaware  of  the  disturbances  in 
feeling  these  create  in  him,  he  will  walk  along  the 
tw  o way  street  not  quite  aware  of  the  interaction 
between  the  patient  and  himself.  When  these  dis- 
turbances make  the  doctor  have  the  goal  of  creating 
confidence  “by  showing  he  is  a good  doctor,”  he 
really  means:  He  was  threatened  by  the  patient’s 
attitude  to  treatment,  the  attitude  needs  improve- 
ment towards  more  mutual  effort  but  all  he  can  do 
is  “show  he  is  a good  doctor.”  What  has  to  be  devel- 
oped is  what  more  he  can  or  cannot  do  to  change 
the  doctor-patient  relationship  for  the  better. 

Then  again  the  frequent  aim  of  the  physician  is  to 
create  a rapport  with  his  patient.  By  this  he  means 
he  hopes  to  have  the  patient  in  tune  with  him.  He 
also  means  that  they  are  to  be  in  tune  with  each 
other,  that  there  is  an  understanding  together,  that 
each  is  aware  of  what  the  other  has  to  do  and  each 
is  ready  to  meet  what  the  other  has  to  do. 

For  example:  A woman  in  her  late  fifties  comes 
to  the  office  with  complaints  of  pains  in  her  joints, 
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back  of  her  neck,  insomnia  and  some  loss  of  weight. 
She  is  also  depressed  but  this  she  does  not  complain 
about.  The  depression  is  evident  or  suspected  bv  the 
doctor.  He  is  influenced  by  the  depressed  approach 
to  invite  the  patient  to  talk  about  her  feelings.  To 
this  the  patient  reacts  bv  assuming  a greater  respon- 
sibility of  paying  attention  to  her  feelings  of  de- 
pression, not  only  to  the  physical  feelings.  In 
assuming  the  responsibility,  she  brings  out  more 
information  which  is  helpful  to  evaluate  the  physical 
symptoms.  She  reveals  she  feels  defeated  with  a loss 
of  self  esteem  at  this  age,  since  she  has  to  reduce 
her  activities  and  give  up  a job  which  is  ejuite  stren- 
ous,  supervising  the  housekeeping  of  a large  hotel. 
She  feels  the  doctor  is  sympathetic  and  he  obtains 
her  cooperation. 

There  is  rapport. 

W hat  is  rapport  made  of?  The  doctor  recognizes 
the  feelings  along  with  the  complaints  and  recog- 
nizes that  she  is  trying  to  resolve  a problem  in  life. 
She  recognizes  his  interest  in  her  feelings  and  his 
need  to  know  more  about  it.  She  assumes  the  addi- 
tional responsibility  of  paying  attention  to  her  feel- 
ings and  communicating  them  to  him.  The  essence 


of  this  rapport  is  the  creation  of  an  atmosphere  of 
mutual  responsibilities  by  patient  and  doctor. 

The  several  different  goals  which  are  consciously 
pursued  by  the  doctor  in  his  dealings  with  his  patient 
reveal  on  examination  one  common  factor  of  which 
the  doctor  is  often  not  conscious.  It  is  that  his  goal 
is  the  achievement  of  an  atmosphere  of  mutuality 
between  the  patient  and  himself.  The  doctor  is  try- 
ing to  develop  a relationship  in  which  the  patient 
recognizes  the  need  for  assuming  some  kind  of 
responsibility  and  some  kind  of  effort  together  with 
him.  He  attempts  to  reach  this  goal  not  being  aware 
that  the  motive  for  this  attempt  comes  out  of  his 
disturbed  feelings,  not  being  aware  that  the  feelings 
were  engendered  by  the  attitudes  with  which  certain 
patients  came.  He  believes  he  is  only  trying  to  create 
confidence,  rapport,  etc.  He  believes  that  he  is  only 
trying  to  create  a good  relationship.  Often  this  hap- 
pens without  any  special  attempt  since  both  lie  and 
the  patient  assume  responsibilities.  Mutuality  is  there 
from  the  beginning.  When  this  is  lacking  lie  con- 
sciously tries  to  develop  confidence,  etc.  The  doctor 
needs  to  recognize  that  the  variety  of  his  conscious 
goals  have  to  do  with  the  patient’s  irresponsible, 
nonmutual  approach. 
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Public  Relations  in  Reverse? 

In  the  past  few  years  a great  deal  has  been  written 
and  spoken  about  the  various  aspects  of  medical 
practice  generally  included  in  the  term  “public  rela- 
tions.” The  words  addressed  to  physicians  have, 
with  few  exceptions,  pointed  out  many  wavs  in 
which  doctors  have  created  unfortunate  relation- 
ships with  their  patients,  and  have  usually  indicated 
that  the  fault  lay  largely  or  wholly  with  the  medical 
profession.  This  has  been  true  to  such  an  extent  that 
it  was  a delightful  shock  to  find  an  article  in  a 
recent  News  Letter  of  the  Illinois  State  Medical 
Society  entitled  “Obligations  of  Patients  to  Their 
Physicians.” 

This  article  lists  a few  of  the  rules  for  being  a 
good  patient.  Slightly  abbreviated  they  are:  i.  He 
follows  his  doctor’s  order;  2.  He  tells  his  physician 
all  the  important  facts  about  himself,  even  if  they 
are  unpleasant;  3.  He  reports  for  regular  examina- 
tions; 4.  He  keeps  his  appointments  or  telephones 
to  change  them;  5.  He  does  not  try  to  make  his  own 
diagnosis  or  prescribe  his  own  treatment;  6.  He  does 
not  expect  special  favors  in  the  way  of  appoint- 
ments; 7.  He  discusses  the  matter  of  fees  honestly 
and  openly,  expecting  an  honest  and  straightforward 
answer. 

Unfortunately,  as  the  writer  of  the  article  recog- 
nizes, that  mythical  creature  known  as  “the  average 
patient”  does  not  instinctively  realize  the  importance 
of  the  behavior  indicated  by  the  above  rules,  and 
often  must  be  taught.  And  who  is  the  teacher?  The 


doctor,  of  course.  So  now  the  poor  doctor  must 
mend  his  own  ways  and  simultaneously  teach  his 
patients  how  to  mend  theirs! 

Hut  even  if  this  sounds  a little  onesided,  it  really 
is  not.  For  the  best  physicians  instinctively  or  de- 
liberately create  the  right  kind  of  relationship  with 
almost  all  patients.  This  relationship  must  always 
include  the  realization  on  the  part  of  the  patient  that 
he  too  has  certain  obligations.  If  he  must  be  taught, 
by  all  means  let  the  teacher  be  the  physician,  for  the 
task  can  bring  rich  rewards  in  the  form  of  trustful, 
happy,  and  enduring  friendships. 

What  Doctors  Read 

There  are  many  factors  involved  in  editing  and 
publishing  a state  medical  journal.  Foremost  among 
them  is  to  find  out  what  kind  of  articles  physicians 
like  to  read.  State  medical  journals  have  a caurive 
audience,  that  is  to  say,  their  readers  do  not  have  to 
subscribe  to  the  journal  and  in  a sense,  they  take 
what  they  get.  I his  is  not  the  same  as  subscribing 
and  paying  money  directly  to  receive  a periodical. 
In  the  latter  case,  if  a subscriber  is  not  interested  in 
the  material  published  he  can  cancel  his  subscription 
or,  if  the  contents  of  the  journal  is  consistently 
attractive,  the  number  of  subscribers  will  increase. 
Of  course,  a reader  of  a medical  journal  may  write 
to  the  editors  to  say  that  he  likes  or  dislikes  the 
journal  contents  but  this  rarely  happens  and  only 
once  in  a while  is  there  knowledge  of  the  popularity 
of  a published  contribution.  Lately  we  haye  had 
convincing  proof  on  one. 
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A special  article,  “The  Basis  for  Service  Benefits, 
The  Full  Payment  Concept  of  Blue  Shield,”  by 
William  H.  Horton,  m.d.,  appears  in  the  November 
1955  issue  of  this  Journal!  and,  from  evidence  at 
hand,  it  appears  that  this  was  perhaps  the  most 
widely  read  article  our  Journal  ever  published. 
Requests  for  reprints  in  quantity  have  been  received 
from  more  than  twenty  States  and  the  Medical 
Service  Association  of  Pennsylvania,  with  the  per- 
mission of  the  author  and  the  Journal,  printed 

16.000  copies  which  were  sent  to  every  physician 
in  Pennsylvania.  This  wide  distribution,  in  addition 
to  original  publication  and  other  heavy  reprint 
requests,  leads  to  the  conclusion  that  more  than 

25.000  physicians  received  copies  and  as  a result  of 
this  distribution  in  Pennsylvania,  it  is  reported  that 
300  new  physicians  agreed  to  become  participating 
members  of  the  Blue  Shield  Plan.  Six  months  later, 
requests  for  copies  of  the  article  are  still  being 
received. 

The  Yale  Medical  Library  and  the 
Profession 

Those  worthies  of  the  Connecticut  State  Medical 
Society  who  in  1810  did  so  much  to  aid  in  the 
founding  of  the  Medical  Institution  of  Yale  College 
little  realized  that  one  of  the  great  beneficial  influ- 
ences of  their  action  would  be  found  in  the  library 
of  the  institution,  now  the  largest  medical  school 
library  in  the  United  States  and  probably  in  the 
world.  The  Yale  Medical  Library  came  into  a 
renascence  in  1940  when  the  great  historical  col- 
lections of  Harvey  Cushing,  Arnold  klebs  and  John 
F.  Fulton  were  brought  together  and  housed  in  a 
new  library  which  is  considered  to  be  one  of  the 
finest  of  medical  libraries.  Since  that  time  not  only 
have  these  collections  been  augmented  but  other 
treasures  have  come  to  the  library  as  collections, 
books,  and  memorabilia,  many  items  from  Connecti- 
cut doctors. 

Some  idea  of  the  extent  of  the  current  library 
operation  is  seen  by  the  addition  each  year  of  a total 
of  1,150  journals  by  title,  and  of  approximately 

4.000  new  books.  During  the  past  year  some  300  of 
these  journals  came  to  the  library  as  gifts  and  three 
fourths  of  the  new  books  became  possible  of  pur- 
chase through  friends  of  the  library  chiefly  through 
funds  of  the  Associates  of  the  Library. 

The  relation  of  the  Yale  Medical  Library  to  mem- 
bers of  the  Connecticut  State  Medical  Society  is 


one  of  intimacy  through  mutual  interests.  Any 
member  of  the  Society  may  use  the  materials  in  the 
library  and  any  member  may  become  a Library® 
Associate  by  the  contribution  of  ten  dollars  or  more 
each  year  to  the  library.  Members  of  the  Associates 
have  added  borrowing  privileges  and  receive 
library  publications  including  the  monthly  bulletin. 

I he  Associates  arc  represented  in  library  affairs 
by  their  own  board  of  trustees  through  which  the  ■ 
funds  are  allocated.  Of  the  twenty-four  members  of 
the  board,  fifteen  are  physicians,  thirteen  of  whom 
are  members  of  the  Connecticut  State  Medical 
Society,  and  two  of  other  State  societies. 

I he  interest  of  the  Yale  Medical  Library  in  the  VI 
practicing  doctor  is  seen  not  only  in  the  generosity  1 
of  time  made  available  to  him  by  Mr.  Kilgour  and 
his  staff  but  in  the  library’s  interest  in  other  medical 
libraries  and  institutions.  In  1955  the  great  majority 
of  the  volumes  sent  out  as  interlibrary  loan  went  to  | 
the  libraries  of  Connecticut  hospitals.  Also  within 
the  past  year  at  the  fiftieth  anniversary  of  St.  Vin- 
cents Hospital  of  Bridgeport  a good  part  of  the  loan 
exhibit  came  from  the  Yale  Medical  Library. 

Over  a century  ago,  one  of  Connecticut’s  great,  1 
Dr.  Jonathan  Knight  in  speaking  of  the  combined 
efforts  of  the  State  Medical  Society  and  Yale  Col-  D 
lege,  said,  “The  result  of  this  arrangement  has  been 
eminently  happy;  all  unpleasant  feeling  was  at  once 
and  forever  allayed;  the  members  of  the  Society 
became  interested  in  the  school;  we  have  at  all  times 
had  the  benefit  of  their  counsel  and  support  . . . 

each  has  regarded  the  other  as  a fellow  laborer  in  the 
endeavor  to  promote  and  advance  the  interest  of 
medical  science.”  Today  the  Yale  Medical  Library 
can  be  said  to  be  carrying  on  well  this  traditional 
spirit  of  cooperation. 

The  Magical  Cure 

The  belief  in  sorcery  and  witchcraft  is  not  dead, 
even  in  the  most  civilized  community.  An  occa- 
sional crime  of  violence  startles  us  in  the  press  when 
we  read  accounts  of  savage  superstition  and  macabre 
practice  of  the  black  art.  The  headlong  rush  of  our 
civilization  into  the  remaining  primitive  areas  of 
our  shrinking  world  brings  us  sharply  up  against 
customs  and  traditions  based  on  strange  and  unusual 
magical  beliefs.  We  accept  reluctantly  that  a fellow 
human  being  can  be  “cursed  to  death”  and  express 
amusement  tinged  with  a faint  horror  at  the  witch 
doctor’s  fetish  and  mask. 
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Folk  remedies  which  are  common  to  frontier 
societies  and  to  areas  which  are  inadequately  served 
by  medically  trained  personnel  are  for  the  most  part 
botanical  in  nature,  but  they  will  often  contain  a 
magical  ingredient  (ground  tooth  of  a tiger)  or 
must  be  used  in  a magical  way  ( hung  in  a bag  around 
the  neck).  They  are  commonly  accepted  by  those 
w ho  use  them  as  being  capable  of  effecting  a cure 
without  the  necessity  for  connecting  any  logical 
reason  to  it. 

The  physician  in  his  office,  in  the  home  and  in 
the  hospital  is  constantly  faced  with  the  desire  of 
many  of  his  patients  for  a magical  cure.  The  inabil- 
ity of  their  doctors  to  “dissolve”  calculi  in  the 
biliary  and  urinary  tracts  is  a great  disappointment 
to  many  patients.  The  necessity  of  their  active  co- 
operation in  the  plan  of  treatment  by  eating  less, 
stopping  smoking  or  drinking,  taking  unpleasant 
medicine  or  experiencing  the  various  discomforts 
attendant  upon  surgery  seems  a cruel  hardship 
arbitrarily  imposed. 

Perhaps  we  are  a little  at  fault  for  this  situation. 
Too  much  publicity  has  been  given  to  “wonder 
drugs,”  too  much  promised  from  “miracle  surgery,” 
too  much  claimed  for  the  effectiveness  of  “scientific 
diagnosis.”  Is  today’s  physician  too  anxious  for  a 
“quick  cure”  and  unwilling  to  devote  the  time, 
effort  and  patience  to  ameliorate  or  alleviate  the 
disease  which  cannot  be  cured?  Can  the  would-be 
wizard  become  the  victim  of  his  own  spell? 

Hospital  Horrors 

“O  sleep,  O gentle  sleep,  Nature's  soft  nurse." 

Shakespeare 

A nurse,  like  a soldier,  is  trained  to  implicitly 
obey  orders.  If  the  rules  say  that  every  patient’s 
face  must  be  washed  at  6 a.  m.,  all  faces  must  be 
washed  willy-nilly.  Having  twice  been  in  hospitals 
as  a patient  and  being  a good  sleeper  I have  resented 
this  “barbaric  practice,”  as  one  Eastern  newspaper 
recently  called  it.  It  is  particularly  cruel  after  a 
major  operation  when,  most  likely  despite  sedatives, 
the  patient  doesn’t  sleep  well  for  a night  or  two 
after  the  operation.  But  surgical  patients  are  not 
the  only  ones  disturbed,  and  even  possibly  damaged, 
by  a strict  adherence  to  the  rule.  It  is  a well  known 
observation  that  cardiacs  do  not  do  well  unless  they 
have  sufficient  sleep  and  indeed  lack  of  sleep  in 
naturally  poor  sleepers  may  be  a disadvantageous 
factor  in  many  conditions.  One  may  legitimately 


ask:  why  must  patient’s  faces  be  washed  at  6 a.  m.? 
Well,  the  day  shift  comes  on  at  seven  and  of  course 
things  must  be  cleaned  up  before  the  doctor  comes. 
However,  the  comfort  of  the  patients  should  be  the 
prime  consideration  in  any  hospital.  As  some  one 
said  long  ago,  “rules  are  good  servants  but  poor 
masters,”  and  as  Robert  Burton,  he  of  the  Anatomy 
of  Melancholy,  remarked:  “No  rule  is  so  general, 
which  admits  not  some  exception.”  The  trouble  is 
that  administrators  are  apt  to  get  into  ruts  and  in 
medicine  we  must  never  forget  that  we  are  dealing 
with  human  beings,  not  tanks  or  automobiles,  and 
the  only  predictable  thing  about  human  beings  is 
that  they  are  unpredictable.  So,  in  our  opinion,  it  is 
time  to  reconsider  some  hospital  customs,  and  as  a 
matter  of  fact,  it  is  always  timely  in  making  rules 
to  make  due  allowance  for  possible  exceptions. 

G.  B. 

THE  DOCTOR  S OFFICE 

William  N.  Jones,  m.d.,  announces  the  opening  of 
an  office  for  the  practice  of  orthopedics  at  35  Hunt- 
ington Street,  New  London. 

Gerard  R.  Miller,  m.d.,  announces  the  opening  of 
an  office  for  the  practice  of  general  medicine  at  17 
Haynes  Street,  Manchester. 


Dr.  Holland  Appointed  to  AMA  Council 
Post 

Dr.  B.  Dixon  Holland,  who  is  retiring  soon  as  a 
Colonel  in  the  LT.  S.  Army  Medical  Corps,  has  been 
appointed  by  the  AMA  Board  of  Trustees  as  secre- 
tary of  the  AMA  Council  on  Industrial  Health.  On 
or  about  July  15  he  will  fill  the  post  left  vacant  by 
the  death  of  Dr.  Carl  M.  Peterson. 

Dr.  Holland,  who  is  a native  of  Denton,  Texas, 
is  presently  serving  as  medical  director  of  the  Army 
Federal  Civilian  Employees’  Health  Service  and 
chief  of  preventive  medicine  and  assistant  surgeon 
at  the  Aberdeen  Proving  Ground,  Maryland.  He 
has  been  at  Aberdeen  since  last  July. 

Dr.  Holland  was  graduated  from  the  University 
of  Texas  Medical  School  at  Galveston  in  1934. 
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T here  never  has  been  very  effective  cooperation  between  Connecticut  Blue 
Cross  and  the  Connecticut  State  Medical  Society  but  at  the  present  time  there  is 
none.  This  is  unfortunate  because  we  do  have  a common  interest,  regardless  of 
opinions  to  the  contrary.  Anything  dealing  with  community  health  is  of  interest 
to  the  medical  profession  and  if  Blue  Cross  of  Connecticut  dealt  only  with  strictly 
hospital  services  it  would  concern  us  at  least  indirectly,  but  they  do  more  than 
that,  they  also  pay  for  medical  services  and  that  concerns  the  medical  profession 
directly. 

The  Connecticut  State  Medical  Society  protested  the  payment  for  professional 
medical  services  as  a benefit  in  the  Connecticut  1 lospital  Service  contract,  now  the 
Connecticut  Blue  Cross,  when  the  provisions  of  the  contract  were  first  being 
drawn  up  and  recorded  their  opposition  without  success. 

Payment  for  the  services  of  physicians  is  not  an  uncommon  provision  in  Blue 
Cross  contracts  throughout  the  country.  It  is  not  this  feature  in  itself  which  is 
opposed,  although  it  would  be  more  acceptable  if  Blue  Shield  dealt  with  medical 
services  and  Blue  Cross  with  hospital  services,  but  the  provision  which  allows 
payment  for  professional  services  only  when  billed  for  by  a hospital.  If  a Con- 
necticut Blue  Cross  policyholder  has  fifty  dollars  worth  of  x-ray  studies  as  a patient 
in  a hospital,  Blue  Cross  w ill  pay  for  them  if  the  hospital  sends  the  bill,  but  if  the 
physician  who  makes  these  studies  in  the  same  hospital  on  the  same  patient  sends  the 
same  bill,  the  patient  will  have  to  pay  for  them  himself.  This  forces  hospitals 
to  bill  for  these  professional  services  or  else  allow  themselves  to  be  placed  in  an 
unfavorable  competitive  position  with  those  hospitals  which  do  bill  for  them.  It 
also  deprives  patients  of  benefits  in  Connecticut  Blue  Cross  which  they  have  paid 
for  and  have  a right  to  expect,  if  these  patients  go  into  a hospital  where  it  is  cus- 
tomary for  the  physician  instead  of  the  hospital  to  send  the  bill.  Connecticut  Blue 
Cross  is  charging  a premium  for  professional  services  which  they  will  not  pay  for 
unless  the  hospital  sends  the  bill  and  policyholders  are  paying  for  something  they 
cannot  get  unless  the  hospital  sends  the  bill. 

It  is  difficult  to  comprehend  what  actuarial  difference  it  would  make  to 
Connecticut  Blue  Cross  whether  the  hospital  or  the  physician  sends  the  bill  as  long 
as  the  bill  and  all  other  provisions  of  the  contract  remain  the  same. 

Commercial  companies  are  writing  hospital  insurance  contracts  similar  to 
Connecticut  Blue  Cross  which  provide  for  the  payment  for  selected  medical 
services  carried  out  in  a hospital.  A recent  such  contract  in  Connecticut  w ill  pay 
either  the  hospital  or  the  physician  for  these  services,  whichever  sends  the  bill. 
Hospital  plans  w ith  this  provision  merit  the  endorsement  of  the  medical  profession. 

Ralph  T.  Ogden,  m.d. 
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THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Public  Relations  Administrative  Assistant 

160  St.  Ronan  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 


Annual  Meeting  of  the  Council 

The  Annual  Meeting  of  the  Council  was  called 
I to  order  4:30  o’clock  in  the  afternoon  of  Wednes- 
day, May  9,  1956  by  the  president  of  the  Society, 
Dr.  Ralph  T.  Ogden.  There  were  present  in  addi- 
i tion  to  Dr.  Ogden,  Drs.  Walker,  Couch,  Barker, 

I Weld,  Feeney,  String-field,  Gallivan,  Fincke,  Ursone, 
Otis,  Archambault,  Clarke,  Gens,  Buckley,  Dwyer, 
Starr.  Absent:  Drs.  Danaher,  Murdock,  Gibson, 
Tracy,  Metcalf,  Ottenheimer,  Meyers,  Gilman. 

Dr.  Ogden  asked  for  nominations  for  chairman  of 
the  Council  for  the  year  1956-1957.  Dr.  Fincke  was 
nominated  by  several.  It  was  moved  that  nominations 
I be  closed  and  the  secretary  cast  a unanimous  vote 
I for  Dr.  Fincke. 

After  assuming  the  chair.  Dr.  Fincke  introduced 
the  new  president  elect.  Dr.  W.  Bradford  Walker, 
Cornwall;  the  new  councilor  from  New  Haven 
County,  Dr.  Israel  S.  Otis,  Meriden,  and  mentioned 
j Dr.  Elliott  H.  Metcalf,  Rockville,  the  new  councilor 
from  Tolland  County,  who  was  not  present. 

The  secretary  read  a note  of  appreciation  to  the 
Council  from  Mrs.  James  Douglas  Gold  and  it  was 
voted  that  the  contents  of  this  note  be  incorporated 
in  the  minutes  of  the  meeting: 

“Saturday 

j “To  the  Council, 

“Your  thoughtfulness  in  sending  me  flowers  when 
Jimmie  died  is  greatly  appreciated.  They  w ere  com- 
forting. 

“Jimmie  enjoyed  the  Council  and  loved  you  all. 
He  looked  forward  to  the  meetings  and  appreciated 
you  asking  him  to  be  present  after  he  was  no  longer 
a member. 

“Medicine  to  him  was  a ministry  and  he  is  hand- 
ing down  a noble  heritage  to  his  grandsons. 

“I  thank  you  all. 

“Ever  sincerely, 

“Ethel  Gray  Gold” 


It  was  voted  that  Frank  H.  Couch,  Cromwell, 
be  named  a member  of  the  Committee  on  National 
Legislation  representing  the  Second  Congressional 
District  in  place  of  Karl  F.  Philips,  Putnam,  who 
did  not  wish  to  be  reappointed. 

It  was  voted  to  accept  with  regret  the  resignation 
of  Vernon  W.  Lippard  as  a member  of  the 
Program  Committee  and  in  accordance  with  his  sug- 
gestion, Arthur  Ebbert,  assistant  dean  of  the  Yale 
School  of  Medicine  was  named  to  the  committee  to 
serve  the  remainder  of  Dr.  Lippard’s  unexpired  term 
ending  with  the  Annual  Meeting  in  1958,  subject 
to  confirmation  bv  the  House  of  Delegates  at  its 
semi-annual  meeting  in  December  of  this  year. 

It  was  voted  to  accept  the  withdrawal  of  Stewart 
P.  Seigle  who  was  elected  a member  of  the  Program 
Committee  for  a term  of  three  years  at  the  Annual 
Meeting  of  the  House  of  Delegates  on  April  24  and 
to  appoint  William  J.  Lahey,  director  of  education, 
St.  Francis  Hospital,  Hartford,  to  serve  the  entire 
term  to  which  Dr.  Seigle  was  elected,  ending  with 
the  Annual  Meeting  in  1959,  subject  to  the  confirma- 
tion of  the  House  of  Delegates  at  its  semi-annual 
meeting  in  December  1956. 

It  was  voted  to  confirm  the  withdrawal  of  Rector 
F.  Davol,  Greenwich,  as  a member  of  the  Com- 
mittee on  Eye  Care,  to  which  he  had  been  elected 
by  the  House  of  Delegates  at  the  Annual  Meeting 
on  April  24  after  nomination  from  the  floor. 

Dr.  Harold  M.  Clarke,  alternate  councilor  from 
Hartford  County  and  president  of  the  Hartford 
County  Medical  Association,  presented  an  invitation 
from  that  Association  to  the  Society  to  hold  its  1957 
Annual  Meeting  in  Hartford  County,  the  exact 
place  to  be  determined  later.  This  invitation  was 
accepted  with  thanks. 

1 he  1956  semi-annual  meeting  of  the  House  of 
Delegates  was  discussed  at  length  on  a proposal 
made  by  the  executive  secretary  and  included  in 
the  Agenda  for  the  meeting  that  the  semi-annual 
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meeting  of  the  House  of  Delegates  he  held  on 
Thursday,  December  6,  1956  at  the  Hotel  Statlcr, 
Hartford,  on  the  final  day  of  the  Clinical  Congress 
w hich  w ill  be  held  at  the  Statler,  December  5 and 
6.  It  is  expected  that  Dwight  H.  Murray,  Napa, 
California,  who  w ill  then  be  president  of  the  Ameri- 
can .Medical  Association,  w ill  be  here  to  participate 
in  the  Clinical  Congress  program;  he  having  ac- 
cepted the  invitation  to  do  so  on  December  6 and 
to  remain  over  that  night  in  Connecticut.  It  is 
proposed  that  Dr.  Murray  be  invited  to  speak  at  a 
dinner  that  evening  either  before  the  House  of  Dele- 
gates or  a dinner  to  which  all  members  of  the 
Society  and  their  wives  will  be  invited. 

It  was  agreed  that  the  semi-annual  meeting  of  the 
House  of  Delegates  should  be  held  in  Hartford 
during  the  Clinical  Congress  and  that  the  executive 
secretary  develop  further  details  concerning  the 
dinner  to  which  Dr.  Murray  will  be  the  guest 
speaker. 

It  was  voted  that  the  chairman  appoint  a sub- 
committee from  the  Council  to  review  the  activities, 
operations  and  necessity  of  all  of  the  standing  and 
special  committees  of  the  Society  and  make  recom- 
mendations in  this  regard  to  the  Council  later  this 
year.  It  was  suggested  by  Dr.  Gens  that  this  com- 
mittee also  direct  its  attention  to  appropriate  amend- 
ments to  the  by-laws  to  clarify  the  Council’s  author- 
ity relating  to  the  appointment  of  officers  and 
committee  members  to  fill  vacancies  and  to  develop 
a new  title  to  replace  the  present  “alternate  coun- 
cilor.” After  the  close  of  the  meeting  Dr.  Fincke 
appointed  this  committee:  chairman,  Dr.  Gibson; 
Drs.  Buckley,  Gens,  Ogden,  Walker  and  the  execu- 
tive secretary,  ex  officio. 

The  executive  secretary  presented  certain  details 
concerning  furniture  for  the  new  conference  room 
in  the  new  addition  and  it  was  finally  agreed  that  it 
would  be  more  desirable  to  utilize  a number  of 
small  tables  that  could  be  set  together  for  confer- 
ence purposes  instead  of  a single  large  table.  The 
executive  secretary  was  directed  to  continue  in  con- 
sultation with  members  of  the  Building  Committee, 
Douglas  Orr  and  staff  and  an  interior  decorator  in 
planning  the  furniture  and  decoration  of  this  room. 

A proposal  was  presented  by  the  executive  secre- 
tary that  the  official  act  of  incorporation  of  the 


Society  passed  by  the  Connecticut  General  Assem- 
bly on  the  second  Thursday  of  May  1792  be  en- 
grossed in  sufficient  size  and  style  to  be  framed  and 
used  as  a wall  decoration  in  the  Society’s  offices. 
I he  first  printed  volume  of  public  acts  of  Connecti- 
cut w hich  contains  the  original  act  of  incorporation 
was  displayed  to  members  of  the  Council.  It  was 
voted  to  proceed  with  this  engrossing  and  to  appro- 
priate sufficient  funds  of  approximately  |i  50  to  meet 
the  expense. 

Dr.  String-field  reported  concerning  his  attendance 
at  the  President’s  Conference  on  Prevention  of 
Traffic  Accidents  held  in  Washington,  1).  C.,  May 
1 and  2.  In  the  course  of  his  discussion,  he  noted 
that  no  physician  has  ever  been  a member  of  the 
Connecticut  Safety  Commission  and  lie  presented 
the  following  resolution  which  was  passed  unani- 
mously: 

“1  he  Council  of  the  Connecticut  State  Medical 
Society  endorses  in  principle  Governor  Ribicoff’s 
efforts  to  improve  traffic  safety  and  offers  its  assist- 
ance to  the  Connecticut  Safety  Commission  in  sup- 
port of  its  valuable  program.” 

Dr.  Gallivan  discussed  the  status  of  the  Council’s 
subcommittee  to  implement  the  1954-1955  report  of 
the  Hospital  Committee  and  moved  that  the  present 
committee,  of  which  he  is  the  chairman,  be  dis- 
charged and  that  the  chairman  of  the  Council  con- 
fer with  the  President  concerning  the  appointment 
of  a new  committee.  This  motion  was  duly  seconded 
and  in  its  discussion,  Dr.  Gallivan  suggested  that 
the  new  committee  consist  of  the  chairman  of  the 
Council,  the  president  of  the  Society  and  the  execu- 
tive secretary.  This  motion  was  amended  by  the 
addition  of  Dr.  Gallivan  as  a member  of  the  com- 
mittee, the  amendment  was  passed  as  was  the 
amended  motion  which  discharged  the  present  sub- 
committee and  substituted  therefor  a new  com- 
mittee consisting  of  the  chairman  of  the  Council, 
the  president,  Dr.  Gallivan,  and  the  executive 
secretary.  At  the  close  of  the  meeting,  the  chairman 
of  the  Council  designated  the  president  of  the 
Society  as  chairman  of  this  committee. 

Two  students  members  were  elected. 

It  was  agreed  that  the  date  for  the  next  meeting 
of  the  Council  should  be  set  by  the  chairman. 

The  meeting  adjourned  at  6:30  i\  m. 
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New  Members 

LITCHFIELD  COUNTY 

Elizabeth  C.  Happel,  New  Milford 
Benjamin  Tuerk,  Jr.,  North  Woodbury 

MIDDLESEX  COUNTY 

Frank  M.  Geiser,  Middletown 
John  Francis  kelly,  Middletown 
Margaret  DePonte  Kelly,  Middletown 
Jorge  Lardizabal  Paras,  Middletown 
Anselm  W.  Schurgart,  Middletown 

TOLLAND  COUNTY 

John  F.  Hughes,  Somers 

W INDHAM  COUNTY 

Ernest  Albert  Bolt,  Jr.,  Willimantic 
Samuel  Bullock  Burgess,  Mansfield  Center 
Rudolph  Emil  klarc,  East  Woodstock 
Thomas  Patrick  Mahan,  Willimantic 

Student  Members 

Robert  Goetze  Campbell,  New  Canaan 
College  of  Physicians  & Surgeons— 1958 
Pre-Med:  Colgate  University— 1954 
Parent:  Joseph  Campbell 
James  Russell  Hoffman— West  Hartford 
Duke  University— 1959 
Pre-Med:  Trinity  College— 1955 
Parent:  Russell  A.  Hoffman 

Meetings  Held  During  May 

May  9— Council 

May  10— Committee  on  Public  Health 

Committee  on  Medical  Care  of  V eterans 
May  15— Conference  Committee  with  State  Dental 
Association 

May  16— Committee  on  Perinatal  Morbidity  and 
Mortality 

May  17— Committee  on  Public  Relations 
May  1 8— Subcommittee  on  School  Health 
May  21— Committee  on  Eye  Care 

Cancer  Coordinating  Committee 
May  23— Subcommittee  on  Toxemia 

Committee  on  Industrial  Health 
May  24— Committee  on  Third  Party  Payments 


THE  CONNECTICUT  STATE  MEDICAL 
SOCIETY 
160  St.  Ronan  Street 
New'  Haven,  Connecticut 

Officers  1936-1957 
President 

Ralph  T.  Ogden,  m.d. 

85  Jefferson  Street,  Hartford 

President  Elect 
W.  Bradford  Walker,  m.d. 

Cornwall 

V ice-Presidents 
(1)  Carl  E.  Johnson,  m.d. 

364  Oak  Street,  New  Haven 
(2)  Otto  G.  Wiedman,  m.d. 

85  Jefferson  Street,  Hartford 

T reasurer 

Frank  H.  Couch,  m.d. 

Cromwell  Hall,  Cromwell 

Executive  Secretary 
Creighton  Barker,  m.d. 

160  St.  Ronan  Street,  New  Haven 

CONNECTICUT  STATE  MEDICAL  JOURNAL 
Managing  Editor 
Stanley  B.  Weld,  m.d. 

85  Jefferson  Street,  Hartford 
160  St.  Ronan  Street,  New  Haven 

Literary  Editor 
H.  M.  Marvin,  m.d. 

303  Whitney  Avenue,  New  Haven 

DEFECATES  AND  ALTERNATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

John  N.  Gallivan,  m.d.,  400  Main  Street,  East  Hartford. 
Alternate:  Norman  H.  Gardner,  m.d.,  43  Main  Street,  East 
Hampton. 

Stanley  B.  Weld,  m.d.,  85  Jefferson  Street,  Hartford. 
Alternate:  Benjamin  V.  White,  m d.,  85  Jefferson  Street, 
Hartford. 

Thomas  J.  Danaher,  md.,  106  Litchfield  Street,  Torring- 
ton.  Alternate:  Oliver  L.  Stringfield,  m.d.,  1416  Bedford 
Street,  Stamford. 

A.VIA  COUNCILOR 

Thomas  P.  Murdock,  m.d.,  147  West  Main  Street,  Meriden 

SPEAKER  OF  HOUSE  OF  DELEGATES 

Cole  B.  Gibson,  m.d.,  61  Washington  Street,  Meriden 

VICE-SPEAKER 

Thomas  M.  Feeney,  m.d.,  701  Asylum  Avenue,  Hartford 

COUNCILOR-AT-LARGE 

Oliver  L.  Stringfield,  m.d.,  1416  Bedford  Street,  Stamford 
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COUNTY  ASSOCIATION  OFFICERS 

FAIRFIELD  COUNTY 

President:  James  D.  Corridon,  119  West  Avenue,  South 
Norwalk. 

Vice-President:  R.  Harold  Lockhart,  144  Golden  Hill, 
Bridgeport. 

Secretary:  Michael  A.  Dean,  881  Lafayette  Street,  Bridge- 
port. 

Executive  Secretary:  Mr.  Arnold  P.  Olson,  211  State 
Street,  Bridgeport. 

Treasurer:  Joseph  C.  Quatrano,  893  Clinton  Avenue, 
Bridgeport. 

Councilor:  C.  Louis  Fincke,  21  Broad  Street,  Stamford. 
Alternate  Councilor:  John  P.  Gens,  64  Wall  Street,  Nor- 
walk. 

HARTFORD  COUNTY 

President:  Harold  Al.  Clarke,  73  Cedar  Street,  New 
Britain. 

Vice-President:  John  N.  Gallivan,  400  Main  Street,  East 
Hartford. 

Secretary-Treasurer:  Philip  M.  Cornwell,  85  Jefferson 
Street,  Hartford. 

Executive  Secretary:  Mr.  Joseph  L.  Gordon,  242  Trum- 
bull Street,  Hartford. 

Councilor:  John  N.  Gallivan,  400  Main  Street,  East  Hart- 
ford. 

Alternate  Councilor:  Harold  M.  Clarke,  73  Cedar  Street, 
New  Britain. 

LITCHFIELD  COUNTY 

President:  John  F.  Kilgus,  West  Road,  Litchfield. 
Vice-President:  John  R.  Elliott,  Canaan. 
Secretary-Treasurer:  Isadore  S.  Goldberg,  24  Church 
Street,  Torrington. 

Councilor:  Frank  I).  Ursone,  Greenwoods  Road,  Nor- 
folk. 

Alternate  Councilor:  Royal  A.  Meyers,  162  Main  Street, 
Watertown. 

MIDDLESEX  COUNTY 

President:  Joseph  Magnano,  100  Broad  Street,  Middletown. 
Vice-President:  Vincent  J.  Vinci,  70  Crescent  Street, 
Middletown. 

Secretary-Treasurer:  Clarence  W.  Harwood,  111  College 
Street,  Middletown. 

Councilor:  F.  Erwin  Tracy,  164  Court  Street,  Middle- 
town. 

Alternate  Councilor:  Willard  E.  Buckley,  28  Crescent 
Street,  Middletown. 

NEW  HAVEN  COUNTY 

President:  Jacques  H.  Green,  171  North  Alain  Street, 
Waterbury. 

Vice-President:  Charles  T.  Flynn,  41  Trumbull  Street, 
New  Haven. 

Secretary -Treasurer:  Cole  B.  Gibson,  364  Whitney 

Avenue,  New  Haven. 

Councilor:  Israel  S.  Otis,  165  West  Main  Street,  Meriden. 
Alternate  Councilor:  Christopher  E.  Dwyer,  18  Pine 
Street,  Waterbury. 


NEW  LONDON  COUNTY 

President:  John  G.  Raymer,  39  McKinley  Avenue,  Nor- 
wich. 

Vice-President:  E.  Roland  Hill,  43  East  Main  Street, 
Alystic. 

Secretary-Treasurer:  William  J.  Alurray,  Jr.,  437  Alon- 
tauk  Avenue,  New  London. 

Councilor:  Henry  A.  Archambault,  2 North  Second 
Avenue,  Taftvillc. 

Alternate  Councilor:  Richard  Al.  Starr,  228  William 
Street,  New  London. 

TOLLAND  COUNTY 

President:  Oliver  J.  Purnell,  147  Union  Street,  Rockville. 

Vice-President:  Roy  C.  Ferguson,  57  Union  Street,  Rock- 
ville. 

Secretary-Treasurer:  R.  Bruce  Thayer,  Jr.,  Alain  Street, 
1 lazardville. 

Councilor:  Elliott  H.  Metcalf,  50  Elm  Street,  Rockville. 
WINDHAM  COUNTY 

President:  Olga  A.  G.  Little,  715  Main  Street,  Willimantic. 

Vice-President:  James  E.  Jones,  39  Broad  Street,  Daniel- 
son. 

Secretary -Treasurer:  Frederick  A.  Beardsley,  59  Church 
Street,  Willimantic. 

Councilor:  Edward  J.  Ottenheimer,  Windham  Com- 
munity Hospital,  Willimantic. 

Alternate  Councilor:  Ralph  L.  Gilman,  Storrs. 


Unite  Fields  of  Religion  and  Psychiatry 

Dr.  Kenneth  E.  Appel,  Philadelphia,  recently 
announced  formation  of  the  National  Academy  of 
Religion  and  Mental  Health.  It  is  not  the  first  co- 
operative project  between  the  fields,  but  this  time  it 
has  the  broadest  representation.  Dr.  Appel  is  presi- 
dent of  the  new  organization.  He  is  also  president 
this  year  of  the  Joint  Commission  on  Mental  Health, 
which  was  founded  by  the  AMA  and  seven  other 
national  organizations. 

In  a statement  explaining  the  purposes  of  the  new 
organization,  Dr.  Appel  said: 

“The  national  academy  will  provide  opportunities 
for  study  in  the  relationships  between  religion, 
morality,  and  mental  health.  Because  morality  is  an 
essential  ingredient  in  personality  development, 
morality  is  brought  into  direct  relationships  with 
clinical  medicine.  There  is  need  to  explore  these 
relationships,  particularly  in  the  light  of  new  devel- 
opments in  psychiatry,  psychology,  and  the  be- 
havioral sciences.” 
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WILLIAM  CHESELDEN,  M.D.  (1688-1752) 


Dr.  Chcselden  was  born  in  Somerby,  1688,  studied 
anatomy  in  London  under  William  Cowper  (1666- 
1709)  and  in  1713  published  his  “Anatomy  of  the 
Human  Body.”  He  became  surgeon  at  St.  Thomas’ 
1 and  St.  George’s  Hospitals,  London. 

He  is  most  famous  for  his  lateral  operation  for 
:|  stone  in  the  bladder,  which  he  first  performed  in 
|i  1727.  The  Gentleman' s Magazine  for  1731  mentions 
a case  in  which  Cheselden  removed  a stone  in  the 
bladder  in  a single  minute.  Thomas  Denman  in  his 
“Introduction  to  Midwifery”1  published  in  an  en- 
larged edition  in  London  in  1815,  republished  in 
various  editions  both  in  London  and  New  York, 
speaking  of  improvements  in  surgery  during  the 
Seventeenth  Century,  remarked  that  in  England  “the 
improvements  in  surgery  did  not  keep  pace  with 
I those  in  physic,  for  in  the  last,  and  even  in  the 
‘ beginning  of  the  17th  century,  it  was  not  unusual 
for  foreign  surgeons  to  come  into  this  country,  to 
perform  the  nicer  and  more  difficult  operations 
. . . But  Cheselden  acquired  so  much  fame  by 

his  dexterity  in  cutting  for  the  stone,  that  the  King 
of  Sweden  sent  his  secretary  of  state  into  England, 
for  the  express  purpose  of  having  that  operation 
performed  by  Cheselden , who  (very  much  pro- 
moting the  improvement  both  of  anatomy  and  prac- 
tical surgery)  successfully  extracted  from  him  a 
1 stone  of  an  unusually  large  size.” 

, He  then  effected  a great  advance  in  ophthalmic 
1 surgery  by  his  operation  of  iridectomy  described  in 
! 1728  for  the  treatment  of  certain  forms  of  blindness 
I by  the  production  of  an  artificial  pupil. 

When  we  remember  that  they  then  had  no  anes- 
! thetics  or  trained  nurses  we  must  marvel  at  his 
know  ledge  of  anatomy  and  his  swiftness  of  oper- 
ating. 

He  attended  Sir  Isaac  Newton  in  his  last  illness.  Lie 
was  a friend  of  Alexander  Pope  and  Sir  Elans  Sloane 
(1660-1753)  who  was  the  first  doctor  to  be  given 
an  hereditary  title.  His  picture  shows  a stout,  calm, 
confident  man.  He  was  evidently  the  leading  sur- 


Arthur  S.  Brackett,  m.d.,  Riverside 


geon  of  his  day  besides  being  able  to  make  influential 
friends. 

W hen  Silvester  Gardiner  (1707-1780), 2 born  in 
Boston,  Massachusetts,  was  sent  abroad,  he  studied 
in  London  and  Paris  for  eight  years.  When  he  was 
in  London,  Cheselden  became  interested  in  this 
young  American. 

I homas  Cadwalader  (1 708-1 7 7 9 ) 3 went  abroad 
from  Philadelphia  for  a course  of  instruction  under 
Cheselden,  who  was  known  to  have  removed  a stone 
in  54  seconds. 

In  a paper  entitled  “Boston’s  First  Medical 
Society”  read  before  the  Beaumont  (Medical  His- 
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torical)  Club  in  December,  1946,  Stanley  B.  Weld 
of  Hartford  quoted  the  report  of  Silvester  Gardi- 
ner's* performance  of  “a  rapid  and  successful  opera- 
tion for  stone  on  a boy  six  years  of  age,  named 
Joseph  Baker”  done  in  the  presence  of  this  first 
Boston  Medical  Society  on  October  H,  1741.  In  this 
report  it  is  stated  that  “Joseph  Baker,  aet.  6,  was 
cut  for  the  Stone  in  the  Bladder,  according  to  Mr. 
Cheselden’s  late  Improvement  of  the  Internal  Way, 
by  Mr.  Gardiner  of  Boston  (who  had  some  Part  of 
his  Education  in  the  Hospitals  and  Infirmaries  of 
London  and  Paris).” 

* Silvester  Gardiner  was  the  man  who  opened  the  first 
apothecary  shop  in  Boston  and  later  opened  similar  shops 
in  I lartford  and  Meriden,  a precursor  of  our  modern  chain 
store.  The  Hartford  store  carried  the  sign  of  the  Unicorn 
and  Mortar  (the  same  as  in  Boston)  and  was  located  on 
Queen  (now  Main)  Street.  He  suffered  financial  losses 
in  Both  the  Connecticut  enterprises  as  he  was  cheated  by 
his  two  partners. 
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1.  “An  Introduction  to  the  Practice  of  Midwifery,”  Thomas 
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2.  Aesculapius  Comes  to  the  Colonies,  Maurice  B.  Gor- 
don, m.d.,  Ventnor  Publishing  Co.,  p.  88. 
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Ford  Foundation  Makes  Another 
Contribution  to  Medicine 

A $10,000,000  program  of  grants  to  the  National 
Fund  for  Medical  Education  was  announced  in 
April  by  the  president  of  The  Ford  Foundation. 

l he  appropriation  is  intended  to  assist  the  Na- 
tional Fund  for  Medical  Education  in  its  efforts  to 
strengthen  the  financial  support  for  medical  schools 
throughout  the  United  States,  both  public  and 
private,  and  to  develop  new  sources  of  such  support. 

Grants  from  the  $10,000,000  appropriation  will 
be  paid  to  the  National  Fund  on  a matching  scale 
in  a program  that  could  last  up  to  10  years  but 
might  be  accelerated  to  completion  in  five  years, 
depending  upon  the  rate  at  which  the  National  Fund 
develops  additional  support  for  medical  education. 
The  maximum  grant  in  any  one  year  would  be 
$2,000,000. 

The  sliding  formula  by  which  The  Ford  Founda- 
tion will  match  the  National  Fund’s  receipts  is 
designed  to  give  particular  encouragement  in  the 
early  years  of  the  plan  to  increasing  the  contribu- 


tions of  existing  donors  and  to  attracting  new 
donors. 

In  1955  the  National  Fund  raised  approximately' 
$2,147,000  in  unearmarked  funds  for  distribution  to  ( 
the  nation’s  medical  schools.  If  the  Fund’s  receipts 
arc  of  equal  magnitude  in  1956,  the  Fund  would 
receive  under  the  Ford  Foundation’s  formula  grants 
totaling  70  per  cent  of  this  amount,  or  $1,503,486. 

All  contributions  to  the  National  Fund  in  excess  of 
the  1955  total  would  be  matched  dollar  for  dollar, 
subject  to  the  annual  maximum  of  $2,000,000. 

In  succeeding  years  the  Fund’s  receipts  would  be 
matched  on  a diminishing  scale,  but  all  receipts  over 
the  preceding  year’s  total  would  be  matched  dollar 
for  dollar,  up  to  the  $2,000,000  annual  total. 

Another  Course  in  Hospital  Administration 

In  September  1956,  the  School  of  Business  Ad- 
ministration of  Emory  University  will  inaugurate  a 
professional  program  of  graduate  studies  to  prepare 
selected  candidates  for  careers  in  hospital  adminis- 
tration. 

I his  new  program,  which  leads  to  the  degree  of 
•Master  of  Business  Administration,  combines  gradu- 
ate study  of  the  major  aspects  of  business  manage- 
ment and  administration  with  specialized  study  of 
their  application  to  the  administration  of  hospitals. 

Basic  requirements  for  admission  are  graduation 
from  an  accredited  college,  a record  indicating  abil- 
ity to  pursue  the  academic  program  to  a successful 
conclusion,  and  personal  attributes  which  indicate 
promise  of  future  success  in  hospital  administration. 

No  special  undergraduate  work  or  experience  in 
hospital  administration  is  required,  l he  course  is 
designed  to  serve  college  graduates  in  the  liberal 
arts,  science,  engineering  or  other  fields. 

The  time  required  to  complete  the  M.B.A.  degree 
in  hospital  administration  varies  from  one  to  two  j 
academic  years,  in  addition  to  twelve  months  spent 
as  an  administrative  resident  on  the  staff  of  a hos- 
pital approved  by  the  University. 

The  University  charge  of  $200  per  quarter— $600 
for  an  academic  year— covers  tuition  and  fees.  Living 
costs  vary  somewhat  with  the  individual,  but  it  is 
estimated  that,  on  the  average,  living  and  incidental 
expenses  amount  to  approximately  $325  per  quarter. 

For  additional  information,  address  inquiries  to: 
Planning  Director,  Hospital  Administration  Pro- 
gram, School  of  Business  Administration,  Emory 
University,  Georgia. 
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Today’s  Health,  popular  educational  magazine  published  by 
the  American  Medical  Association,  is  now  available  to  patients  in  the 
reception  rooms  of  more  than  103,000  physicians. 

The  Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Society  sponsors 
subscriptions  to  this  leading  health  magazine.  It  is  available  to  physi- 
cians at  half  the  usual  rate  and  may  be  obtained  by  using  the  coupon  on 
this  page. 


Connecticut  State  Medical  Society 

1 60  St.  Ronan  Street 

New  Haven  1 1,  Connecticut 

Please  enter  my  subscription  to  Today's  Health  at  the  special  physician’s  rate- 
four  years  for  $4.00;  three  years  for  $3.25;  or  one  year  for  $1.50. 

Check  enclosed  herewith  □ 

Send  bill  with  first  issue  p ] 

Signed: 

Office  Address 


June,  1 956 


Tetracycline  Lederle 


in  the  treatment  of 

infections  in  surgery 


The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout1  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates- used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 


As  a piophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion, i mportant  vitamins  to  help  speed  normal 
recoveiy.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


capsules 


^Albertson,  H. A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-SS 
Medical  Encyclopedia,  Inc.,  New  York,- N.  Y.,  1955,  pp.  599-602. 

-Prigo1,  A ; Whitaker,  J.  C.;  Shidlovsky,  B.  A„  and  Marmell,  M.: 
ibid,  pp.  603-607. 
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Fairfield  County  Medical  Association 
Participates  in  Science  Fair 

A special  committee  of  six  physicians  represented 
the  Fairfield  County  Medical  Association  as  judges 
for  scientific  health  exhibits  at  the  Annual  Con- 
necticut Southern  High  School  Science  Fair  April 
20  in  Bridgeport. 

Committee  members  were  Edwin  R.  Connors, 
Milton  Lieberthal,  Joseph  V.  DeLuca,  George  A. 
Buckhout,  Ralph  L.  Parker,  and  Al.  David  Deren, 
all  of  Bridgeport. 

The  fair  was  held  at  the  University  of  Bridgeport 
and  included  exhibits  by  high  school  students  in  all 
branches  of  science.  The  fair  was  one  of  several 
hundred  held  throughout  the  country  as  part  of  a 
national  program  to  advance  the  interest  of  students 
in  scientific  subjects.  Students  who  win  awards  at 
the  local  fairs  are  eligible  to  enter  their  exhibits  in 
the  National  Science  Fair.  1 he  two  health  exhibit 
winners  in  the  National  Fair  will  be  invited  to  dis- 
play their  exhibits  at  the  annual  meeting  of  the 
American  Medical  Association,  June  11-15  in 
Chicago. 

New  Medical  TV  Series  Planned  for 
Next  Season 

Live  reports  on  medical  progress  will  be  brought 
to  the  American  people  over  a greatly  expanded  tele- 
vision network  next  season. 

“Medical  Horizons,”  the  popular  television  series, 
will  again  be  presented  by  Ciba  Pharmaceutical 
Products  in  cooperation  w ith  the  American  Medical 
Association.  The  new  series  is  scheduled  to  start 


Sunday,  September  9,  and  w ill  be  seen  each  Sunday 
thereafter  at  4:30  p.  m.  over  85  stations  of  the 
American  Broadcasting  Company  Television  Net- 
work. 

The  format  of  the  series  w ill  remain  the  same. 
John  Goddard,  veteran  newscaster,  will  return  as 
narrator  and  Dr.  William  T.  Strauss  will  continue  as 
medical  supervisor. 

During  the  past  year  the  programs  in  the  first 
series  emanated  from  26  medical  centers  in  20  cities 
located  in  15  States  and  the  District  of  Columbia. 
Programs  were  presented  on  the  training  of  the 
medical  student  and  physician,  the  work  of  the 
hospital  nurse,  the  human  factors  in  motor  vehicle 
accidents,  the  effect  of  temperature  and  humidity 
on  the  human  body  and  a number  of  other  medical 
subjects. 

Medical  Television  Program  on  Eye  Care 

“Guard  Your  Eyes,”  a 15  minute  telecast  on  care 
of  the  eyes  was  presented  from  the  studios  of 
WGTH-TV  Hartford  Monday  evening,  Alav  21, 
under  the  auspices  of  the  State  Medical  Society  and 
the  Hartford  County  Aledical  Association.  Physician 
panelists  for  the  program  were  Dewey  Katz  and 
William  B.  Brewster,  both  of  Hartford,  and  Robert 
Wakeley,  health  educator  for  the  Connecticut  Divi- 
sion of  the  American  Cancer  Society,  was  moder- 
ator. 

The  program  was  presented  in  cooperation  with 
the  Connecticut  TV  Committee  for  Health  Educa- 
tion as  part  of  the  “Accent  on  Living”  series  cur- 
rently being  presented  as  a public  service.  The  com- 
mittee is  composed  of  representatives  from  iH 
statew  ide  health  organizations. 


Connecticut  State  Medical  Journal 


NEWS  FROM  WASHINGTON 


473 


NEWS  FROM  WASHINGTON 

mX  -0  < V XV ■€<e\*<cXN>vC<  WO  <^OCO<OCOCOO<cOO<SOWOOWO<>eOO<>OOWOWO<£0<£000<£WOW><  OWOOOO 


President’s  Commission  on  Veterans 
Pensions  Reports 

As  might  he  expected,  a presidential  commission’s 
report  on  veterans’  pensions  that  also  goes  into  the 
subject  of  nonservice  connected  medical  benefits  is 
stirring  up  another  controversy.  The  President’s 
Commission  on  Veterans  Pensions,  headed  by  Gen. 
Omar  Bradley,  World  War  II  leader  and  postwar 
Veterans  Administrator,  conducted  a study  cover- 
ing more  than  a year  in  time  and  a wide  range  of 
subjects.  It  produced  a 415  page  report  and  a total 
of  70  recommendations. 

The  seven  man  commission’s  report  has  this  basic 
premise:  military  service  in  time  of  war  or  peace 
should  be  treated  as  discharging  an  obligation  of 
citizenship  and  not  of  itself  as  a basis  for  future 
government  benefits.  The  commission  made  this 
additional  point:  . . under  conditions  of 

modern  technology  and  warfare,  the  national  de- 
fense might  be  served  equally  well  by  a civilian  in  a 
scientific  laboratory  or  a war  plant  as  by  a uni- 
formed serviceman— and  in  view  of  total  war  and 
atomic  weapons,  perhaps  with  greater  personal 
hazard  to  the  civilian.  This  further  suggests  that  the 
special  needs  that  veterans  have  because  of  military 
service  should  not  be  confused  w ith  the  needs  that 
all  citizens  have  in  common  for  such  things  as  edu- 
cation, health  services  and  economic  security.” 

With  this  in  mind,  the  commission  proposes  the 
gradual  elimination  of  nonservice  connected  benefits 
and  observes:  “Their  justification  is  weak  and  their 
basic  philosophy  is  backward  looking  rather  than 
constructive.”  Such  benefits,  it  adds,  should  be 
limited  to  a minimum  level  and  retained  only  as  a 
reserve  line  for  veterans  who  fail  to  qualify  for  basic 
protection  under  Old  Age  and  Survivors  Insurance 
(Social  Security). 

The  commission  then  goes  one  step  further  by 
recommending  an  end  to  the  present  automatic 
“presumption  of  service  connection”  procedure. 
X ow  presumption  of  service  connection  is  auto- 
matic and  mandatory  for  certain  diseases  if  the 
condition  is  diagnosed  within  a specific  period 
of  time  following  discharge.  Instead  the  commission 
would  substitute  medical  determination  for  chronic 


and  tropical  diseases,  psychoses,  tuberculosis  and 
multiple  sclerosis,  with  each  case  decided  on  its  own 
merits. 

Other  recommendations:  ( 1 ) increased  reliance 
on  the  OASI  system  for  certain  veterans  benefits, 
(2)  prompt  counseling  of  all  veterans  placed  on 
compensation  rolls  as  to  VA  and  federal-state  re- 
habilitation programs,  and  (3)  requirement  of 
reasonable  medical  or  surgical  treatment  before 
payment  of  compensation. 

Representatives  of  veterans  groups  called  before 
the  I louse  Veterans  Affairs  Committee  to  comment 
on  the  Bradley  study  complained  that  some  of  its 
proposals  would  be  “extremely  destructive”  to  cer- 
tain aspects  of  veterans  compensation.  All  objected 
to  the  commission’s  basic  assumption  that  military 
service  is  merely  the  discharge  of  an  obligation  of 
citizenship  and  does  not  entitle  the  person  to  special 
privileges.  DAY  and  Legion  spokesmen  also  opposed 
the  commission’s  recommendation  that  social  secur- 
ity benefits  be  taken  into  consideration  in  deciding 
veterans’  benefits. 

Recommendations  on  Narcotic  Addiction 
Control 

Two  committees  of  Congress,  after  long  studies 
of  problems  of  narcotics,  barbiturate  and  ampheta- 
mine addiction,  have  come  up  w ith  recommenda- 
tions that  the  LT.  S.  tighten  penalties  on  narcotics 
peddling  and  smuggling,  outlaw  heroin  and  set  up  a 
central  unit  in  the  Federal  Bureau  of  Narcotics  to 
keep  track  of  known  addicts.  The  proposals  were 
made  by  the  Senate  Judiciary  committee  and  a 
House  Ways  and  Means  subcommittee. 

The  House  committee  also  suggested  a law  for 
more  stringent  controls  over  barbiturates  and  am- 
phetamines. 

The  Senate  committee  rejected  the  proposal 
backed  by  the  New  York  Academy  of  Medicine  for 
“clinics’  where  known  addicts  could  go  for  regular 
doses  of  narcotics.  Instead  the  committee  recom- 
mends the  end  of  voluntary  commitments  to  federal 
narcotic  hospitals  and  proposes  that  all  commit- 
ments be  through  U.  S.  or  State  courts,  with  a 
mandatory  period  of  treatment.  States  would  have 
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a set  quota  of  beds  at  federal  hospitals,  anti  would 
pay  the  U.  S.  for  the  care  of  committed  addicts. 
Other  recommendations:  At  least  a three  year 
probationary  period  after  release  from  hospitals,  and 
guarantee  by  States  of  adequate  follow-through 
program;  after  third  treatment  of  a drug  addict  at 
federal  narcotic  hospitals,  legal  action  to  designate 
him  as  an  habitual  narcotic  addict  and  confine  him 
to  federal-state  narcotics  farm;  expansion  of  U.  S. 
research  into  causes,  treatment  and  rehabilitation  of 
addicts.  Enabling  legislation  is  scheduled  for  intro- 
duction within  a few  weeks. 

Medical,  Dental  Officers  Pay  Bill  Signed 
by  President 

With  President  Eisenhower’s  signature  on  the 
career  incentives  bill,  pav  raises  for  16,000  medical 
and  dental  officers  in  the  three  services  along  w ith 
1,200  Public  Health  Service  doctors  went  into  effect 
May  1 and  w ill  be  reflected  in  June  1 pay  checks. 
All  those  with  more  than  two  years  service  will 
receive  an  additional  $50  a month;  those  with  more 
than  six  years,  $100  extra,  and  those  with  10  years, 
$150.  The  measure  (HR9428)  credits  medical  school 
and  internship  training  tow  ard  future  pay  and  pro- 
motions. 

The  way  was  cleared  for  the  increases  to  go  into 
effect  May  1 when  the  1 louse  Armed  Services  Com- 
mittee and  then  the  House  on  April  24  agreed  to 
Senate  amendments— voted  the  week  previously. 
I he  Senate  had  voted  to  make  the  first  pay  increase 
effective  after  two  years  service  instead  of  the  three 
as  originally  passed  by  the  House.  A.MA  witnesses 
had  urged  the  first  increase  after  two  years. 

Three  Medical  and  Related  Bills  Pass 
Senate,  Go  To  House 

The  Senate  on  March  29  passed  without  a dis- 
senting voice  and  sent  to  the  House  an  administra- 
tion indorsed  bill  for  a continuing  survey  of  sickness 
and  disability  in  the  U.  S.  The  measure  (S3076) 
authorizes  the  surgeon  general  of  the  Public  Health 
Service  to  conduct  both  special  and  continuing 
surveys.  Chairman  1 (ill  (D—  Alabama)  of  the  Labor 
and  Public  Welfare  Committee  explained  to  the 
Senate  that  such  a survey  had  not  been  made  in  20 
years  and  that  the  new  proposals  will  meet  “a  very 
great  need.” 

The  same  day  the  Senate  passed  S3 246  increasing 
the  amount  of  money  for  construction  of  more 


buildings  and  facilities  at  the  National  Institute  of 
Dental  1 I ea  1th,  and  S3259  authorizing  wider  dis- 
tribution of  books  and  other  material  for  the  blind. 

House  Committee  Reports  on  Two 
VA  Studies 

A report  on  two  Veterans  Administration  pro- 
grams, released  in  one  volume  by  the  1 louse  Vet- 
erans Affairs  Committee,  shows  that  some  physi- 
cians and  dentists  have  overcharged  in  the  “home 
town  care”  program,  and  that  some  veterans  have 
abused  their  privilege  of  obtaining  free  medical 
care  for  nonservice  connected  disabilities.  Regard- 
ing doctors,  Chairman  Teague  says:  “Certainly  these 
abuses  do  not  provide  the  basis  for  the  generaliza- 
tion that  there  is  substantial  dishonesty  among  the 
medical  profession  . . .”  Regarding  veterans,  he 

says:  “.  . . There  is  a small  percentage  of  vet- 

erans who  arc  abusing  the  privilege  and  obtaining 
free  medical  care  when  . . . they  are  able  to 

pay  . . .” 

Openings  for  Doctors  in  Foreign  Posts 

There  are  at  least  a score  of  openings  in  the  vari- 
ous international  health  programs  in  which  the 
United  States  is  participating.  In  announcing  the 
positions,  the  Division  of  International  Health,  U.  S. 
Public  Health  Service,  also  listed  opportunities  for 
nurses,  engineers  and  sanitarians,  vector  control 
specialists,  health  educators,  hospital  administrators, 
laboratory  specialists.  Posts  available  to  physicians 
in  countries  in  various  parts  of  the  w orld  include 
chief  of  health  mission,  medical  advisor,  researchers 
and  professors  of  epidemiology,  bact-parasitology, 
microbiology,  preventive  medicine,  internal  medi- 
cine. Salary  is  based  on  experience  and  qualifica- 
tions. The  tour  of  duty  is  two  years  in  each  case. 
PHS  points  out  that  transportation  of  dependents 
and  household  effects  to  and  from  post  is  provided 
free.  For  details  write  Division  of  International 
Health,  PHS,  Washington  25,  D.  C. 

President  Sets  Up  Federal  Council  on  Aging 

The  President  has  formally  directed  the  heads  of 
12  departments  and  agencies  of  the  government  to 
set  up  a Federal  Council  on  Aging.  The  group, 
w hich  will  elect  a rotating  chairman,  will  coordi- 
nate existing  programs  and  map  new  projects  for 
the  older  population  in  such  fields  as  physical  and 
mental  health,  rehabilitation  and  income  mainten- 
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ance.  A secretariat  is  being  set  up  in  the  Department 
of  HEW. 

Gibson  Relieves  Grant  in  ARC  Medical 
Posts 

Effective  June  15,  Dr.  Sam  T.  Gibson  will  be- 
come national  director  of  American  Red  Cross 
blood  program  and  acting  medical  director  of  ARC. 
He  will  succeed  Dr.  David  N.  W.  Grant,  who  is 
retiring.  Following  World  War  11  service  in  Navy 
Medical  Corps  and  a two  year  research  fellowship 
at  Harvard,  Dr.  Gibson  joined  ARC  in  1949  and 
was  instrumental  in  development  of  its  blood  pro- 
gram. Dr.  Grant,  who  had  retired  as  Air  Surgeon 
of  Armv  Air  Force  in  1946,  came  to  Red  Cross  in 
1951  to  take  charge  of  that  activity  and  soon  there- 
after assumed  additional  duty  as  medical  director. 
His  service  was  praised  by  E.  Roland  Harriman, 
ARC  chairman,  who  announced  Dr.  Grant’s  retire- 
ment and  appointment  of  his  successor. 

Bill  to  Reallocate  Medical  Library 

The  National  Library  of  Medicine  bill  sponsored 
by  Senators  Hill  and  John  Kennedy  is  an  outgrowth 
of  one  of  the  Hoover  Commission  recommenda- 
tions. The  medical  task  force  proposed  that  the 
Armed  Forces  Medical  Library  be  reconstituted  as 
the  National  Library  and  placed  under  the  Smith- 
sonian Institution.  The  Hill-Kennedy  bill  differs 
from  the  Commission  in  one  major  respect:  it  would 
establish  the  Library  as  an  independent  agency. 

Sentiment,  meanwhile,  has  developed  for  placing 
the  Library  in  the  Department  of  HEW,  under 
Public  Health  Service  supervision.  This  was  sup- 
ported by  the  Administration,  and  the  American 
Medical  Association  urged  immediate  start  on  con- 
struction. Almost  two  years  ago,  before  the  question 
arose  of  a National  Library,  the  AMA  House  of 
Delegates  foresaw  the  need  for  housing  the  Armed 
Forces  Library  in  more  adequate  quarters. 

The  bill’s  sponsors  pointed  out  that  the  AMA  in 
June  of  1954  had  found  that  “the  irreplacable  col- 
lections of  the  Armed  Forces  Medical  Library  are 
now  housed  in  a 67  year  old  building  totally  unsuit- 
able for  the  purpose  by  reason  of  its  inadequate  size, 
poor  state  of  repair,  susceptibility  to  fire  hazard  and 
general  inadaptibility  to  efficient  operation  . . .” 

Both  Senators  made  this  additional  point:  so  long 
as  it  remains  in  the  Defense  Department,  the  Library 
simply  cannot  compete  for  funds  against  the  needs 


and  demands  of  those  activities  directly  related  to 
national  defense. 

Small  Business  Agency  Offers  Loans  to 
Nursing  Facilities 

Construction  and  expansion  loans  ranging  up  to 
$250,000  a facility  are  now  available  through  the 
Small  Business  Administration  to  proprietary  nurs- 
ing and  convalescent  homes  and  medical  and  dental 
clinics  and  laboratories.  The  federal  agency  has  in- 
formed its  37  regional  and  branch  offices  that  loan 
applications  may  now  be  received.  Previously  SB  A 
had  not  made  loans  for  such  “special  purpose”  con- 
struction, but  the  SBA  Loan  Policy  Board  made  up 
of  the  Secretaries  of  Treasury  and  Commerce  and 
the  Small  Business  Administrator  recently  agreed  to 
broaden  the  scope  of  loan  activities. 

While  officials  are  still  working  on  regulations 
and  certain  criteria,  these  basic  factors  apply:  ( 1 ) 
loans  whether  direct  SBA  loans  or  in  cooperation 
with  banks  range  up  to  10  years  with  a maximum  6 
per  cent  interest,  (2)  direct  loans  are  available  only 
after  evidence  that  local  financing  isn’t  forthcoming 
and  (3)  if  starting  a new  facility,  the  applicant 
must  have  equivalent  financing  or  if  an  expansion 
loan,  applicant  must  have  equivalent  plant  invest- 
ment. SBA  officials  point  out  that  because  of  drain 
on  resources  from  West  Coast  floods  and  last  year’s 
East  Coast  disasters,  the  agency  has  had  to  request 
a $20  million  supplemental  appropriation  for  the  rest 
of  this  fiscal  year.  For  fiscal  1957  it  has  asked  for  $50 
million. 

Warning  Issued  on  Hoxsey  Cancer 
Treatment 

On  the  eve  of  the  launching  of  the  1956  Cancer 
Crusade,  the  Food  and  Drug  Administration  issued 
its  first  public  warning  of  this  type  in  several  years 
against  the  cancer  treatment  fostered  by  Harry  M. 
Hoxsey.  FDA  said  long  and  thorough  study  by  it 
and  the  National  Cancer  Institute  has  produced  “no 
scientific  evidence  that  the  Hoxsey  treatment  has 
any  value  in  the  treatment  of  internal  cancer.” 
FDA  said  Hoxsey  operates  clinics  at  Dallas,  Texas, 
and  Portage,  Pennsylvania. 

Dr.  Scheele  Reappointed  to  P.  H.  S. 

Dr.  Leonard  Scheele  was  sworn  in  April  16  for  his 
third  term  as  Surgeon  General  of  the  Public  Health 
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Service.  In  administering  the  oath  of  office,  Secre- 
taiv  Folsom  cited  Dr.  Scheele  for  his  “outstanding 
job”  as  Surgeon  General  and  as  “a  very  able  admin- 
istrator.” 

On  Salk  Vaccine 

U.  S.  Public  1 lealth  Service  is  advising  private 
phx  sicians  as  well  as  health  officers  to  increase  their 
use  of  Salk  poliomyelitis  vaccine.  Although  supplies 
now  lag  behind  demand,  the  expectation  is  that 
before  the  summer  is  out  the  situation  will  he  re- 
versed. In  line  with  this  recommendation,  PI  IS  is 
urging  that  physicians  use  v hat  supplies  they  have 
on  hand  immediately,  depending  on  future  produc- 
tion to  take  care  of  second  and  third  shots. 

AFL-CIO  Reiterate  Support  for  Compulsory 
Health  Insurance 

If  there  was  any  question  about  it,  the  AFL-CIO 
as  a joint  organization  favors  national  compulsory 
health  insurance,  as  each  group  did  before  the  mer- 
ger. The  AFL-CIO  stand  was  taken  officially  for  the 
unions  bv  Nelson  Cruikshank  in  testimony  before 
the  House  Ways  and  Means  Committee  on  a bill 
for  increased  payments  for  the  medical  care  of  pub- 
lic relief  recipients. 

New  AMA  Directory 

After  20  months  of  work,  the  19th  edition  of  the 
American  Medical  Directory  has  been  completed, 
and  the  first  copies  will  he  shipped  to  subscribers 
during  the  last  week  of  May. 

The  edition,  the  first  since  1950,  was  originally 
scheduled  for  publication  in  1952,  but  had  to  he 
postponed  because  the  changeover  during  that 
period  to  a dues-paying  membership  structure  in 
the  AMA  made  it  impossible  to  obtain  an  accurate 
list  of  members  of  the  Association.  Work  began  on 
the  new  edition  late  in  1954,  with  the  sending  of 
information  cards  to  physicians,  and  Editor  Philip 
E.  Mohr,  of  the  AMA  Directory  Department,  says 
that  “it  was  only  with  the  cooperation  of  the  medi- 
cal profession  and  allied  organizations  that  it  was 
possible  to  bring  the  Directory  up  to  date  and  pro- 
duce a book  of  this  scope.” 

The  new  edition  contains  3,122  pages,  and  lists 
information  on  240,638  physicians  in  the  United 
States,  its  dependencies,  and  Canada.  It  also  lists 
American  graduates  temporarily  located  in  foreign 
countries.  Since  the  1950  Directory,  more  than 
250,000  changes  of  address  have  been  recorded  in 
the  files  of  the  Directory-Biographical  Department, 


46,348  names  have  been  added,  and  -4,225  have  been 
deleted  because  of  death,  with  an  additional  1,172 
deleted  for  other  reasons. 

In  the  1950  Directory,  the  total  number  of  phx  si- 
cians listed  in  the  United  States  was  201,277;  *n  the 
1956  edition,  the  number  is  218,061,  a gain  of  16,784, 
or  an  average  yearly  gain  for  the  past  six  years  of 
2,797.  For  Canada,  the  1956  Directory  lists  17,906 
physicians,  a gain  of  3,310  over  the  1950  total  of 
14,596,  or  an  average  yearly  gain  of  551. 

I he  Pacific  States,  as  in  1950,  show  the  largest 
increase  in  physicians  for  1956,  w ith  a gain  of  23 
per  cent  over  the  1950  figures;  the  South  Atlantic 
and  Mountain  States  show  gains  of  about  16  per 
cent,  and  the  Central,  Middle  Atlantic  and  New 
England  States  show  small  gains.  California  leads  in 
the  number  gained,  w ith  20,763  physicians  in  1956 
as  compared  with  16,668  in  1950,  a gain  of  24.6  per 
cent.  Florida,  showing  a gain  of  49.8  per  cent,  now 
has  4,530  physicians  as  compared  with  3,025  in 
1950.  Texas  shows  a gain  of  1,026  physicians;  Ohio 
a gain  of  990;  Michigan,  963;  and  New  York,  934. 
Among  the  smaller  states  showing  a substantial 
increase  in  the  number  of  physicians  are  Arizona, 
New  Mexico,  Oregon,  and  Utah.  Slight  losses  in  the 
number  of  physicians  are  indicated  in  Arkansas, 
Illinois,  Iowa,  Missouri,  Vermont,  and  West  Vir- 
ginia. 

Statistical  information  given  in  the  Directory  in- 
cludes a table  showing  the  number  of  physicians 
by  States  classified  as  to  type  of  practice.  The  figures 
given  indicate  that  30  per  cent  of  the  physicians  in 
the  United  States  are  in  general  practice;  10  per 
cent  give  special  attention  to  a specialty  but  do  not 
limit  their  practice  to  it;  31  per  cent  limit  their 
practice  to  a specialty;  1 1 per  cent  are  serving 
internships  or  residencies,  with  an  additional  6 per 
cent  in  other  full-time  hospital  services;  5 per  cent 
are  retired  or  not  in  practice;  4 per  cent  arc  not  in 
private  practice;  and  3 per  cent  are  temporarily  in 
military  service  or  serving  in  various  government 
agencies. 

Another  table  shows  the  distribution  by  States  of 
specialists  in  the  U.  S.,  with  a breakdown  of  those 
interested  in  a specialty,  those  limiting  their  prac- 
tice, and  those  certified  as  specialists  by  examining 
boards  in  a medical  specialty. 

The  price  of  the  Directory  is  $30  a copy,  includ- 
ing postage  within  the  United  States.  Orders  can  be 
placed  by  writing  to  Philip  E.  Mohr,  Editor  of  the 
Directory,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago  10. 
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Government  Medicine  in  Japan 

The  Japanese  physician  and  his  patients  are  both 
faced  with  a change  in  the  social  insurance  system 
of  that  country,  proposed  by  the  government, 
w hich  appears  to  members  of  the  Japanese  Medical 
Association  to  bode  no  good.  The  president  of  that 
Association  states*  that  “the  expected  result  will  be 
complete  bureaucratic  government  control  of  medi- 
cal practice  bringing  with  it  inevitable  deterioration 
in  the  quality  of  medical  services,  imposing  onerous 
restrictions  on  the  acceptance  of  patients  and  placing 
a larger  share  of  the  burden  of  costs  on  the  physi- 
cian and  the  patient.” 

The  most  dangerous  of  all  the  proposed  changes 
would  substitute  for  a certificate  which  the  patient 
may  present  to  the  physician  and  immediately 
receive  medical  care,  a short  term  form  for  an 
itemized  bill.  Each  time  the  patient  becomes  ill  the 
new  proposal  requires  that  he  obtain  from  his  em- 
ployer a form  for  an  itemized  bill  which  he  must 
present  to  the  physician  together  with  his  insurance 
certificate  before  he  can  receive  medical  care.  In 
cases  of  emergency  this  would  greatly  inconveni- 
ence the  patient.  Also  the  form  for  itemized  bill  is 
good  for  only  one  month,  so  that  in  case  of  pro- 
tracted medical  care  a new  form  must  be  secured 
each  month. 

Restrictions  placed  upon  the  physician  are  equally 
onerous.  Under  the  amended  system  of  medical  care 
fees  the  physician’s  remuneration  is  divided  into  the 
material  cost  and  a fee  for  technical  service  with 
the  latter  estimated  much  lower  than  formerly. 
Medical  care  given  over  a protracted  period  will  be 
rated  comparatively  cheaper  while  less  frequent 
services,  such  as  major  surgical  operations,  will  be 
rated  higher.  The  Japanese  physicians  have  con- 
ducted a survey  and,  as  a result  of  this,  find  that  the 
new  system  will  decrease  the  income  of  nearly  all 
specialists  by  an  average  of  30  per  cent. 

The  physicians  of  Japan  are  opposing  the  pro- 
posed changes  in  every  w ay  possible,  even  to  plan- 
ning a general  walk  out.  They  are  convinced  that, 
if  enacted,  these  changes  will  result  in  the  deterio- 
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ration  of  the  standards  of  medical  service  below 
the  essential  minimum. 

Bundesarztekammer  Inaugurates  New 
House 

On  April  29,  1956  the  Bundesarztekammer  (Ger- 
man Medical  Association)  inaugurated  its  new 
“Bundesarztehaus”  in  Cologne,  Germany.  The  im- 
pressive dedication  ceremony  was  scheduled  to  be 
held  during  the  meeting  of  the  26th  Council  Session 
of  1 he  World  Medical  Association  w hich  convened 
in  the  meeting  rooms  of  the  new  medical  house. 

I he  new  building  will  serve  as  the  center  of  the 
German  Medical  Profession  and  in  addition  w ill 
house  the  offices  of  the  editorial  staff  of  the  Medical 
Journal. 

1 he  German  Medical  Profession  has  also  pur- 
chased property  adjacent  to  the  new  house  and  will 
erect  upon  it  an  administration  building  for  the 
Kassenarztliche  Bundesvereinigung  (KVB).  Co- 
logne w ith  its  close  proximity  to  Bonn,  the  seat  of 
the  Federal  Government,  is  an  excellent  site  for  this 
important  Secretariat. 


Connecticut  Physicians  Address  Rural 
Health  Conference 

Norman  H.  Gardner  of  East  Hampton,  regional 
director  of  the  AMA  Council  on  Rural  Health, 
addressed  the  First  New  England  Conference  on 
Rural  Health  held  in  Concord,  New  Hampshire  in 
April.  His  subject  was  “Functions  of  the  Council 
on  Rural  Health  of  The  American  Medical  Asso- 
ciation.” 

At  the  same  conference  G.  S.  Guternach  of 
Sharon,  a member  of  the  Rural  Health  Committee 
of  the  State  Medical  Society,  spoke  on  “Problems 
in  Giving  Best  Tvpe  Medical  Care.” 

James  G.  Burch,  director  of  public  relations  of 
the  State  Medical  Society,  addressed  the  Confer- 
ence on  “How  To  Help  Your  Doctor  Help  You— 
Family  Health  Record.” 
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Earle  Buell  Carter,  M.D. 
1885  - 1956 


In  1949  Dr.  Carter  retired  from  practice  and  the 
last  six  years  of  his  life  he  was  not  well.  Last  year 
he  celebrated  his  Golden  Wedding  Anniversary, 
a very  cnjoyoblc  occasion  for  him,  his  family  and 
many  friends. 

Earle  Carter  formerly  was  interested  in  golf,  but 
liked  boating  so  well  that  he  gave  up  his  golf.  In  his 
earlier  years  he  had  a very  great  interest  in  Masonry 
and  he  advanced  to  the  32nd  degree  in  that  Order. 
He  was  a member  of  the  City,  County  and  State 
Medical  Societies. 

He  is  survived  by  his  wife;  one  daughter,  Mrs. 
Edgar  T.  Sloan  of  West  Hartford;  three  grandchil- 
dren; one  brother,  Russell  Carter  of  Waterbury  and 
one  sister,  Mrs.  Harry  Rothburn  of  Middlebury, 
Connecticut. 

Earle  was  always  willing  to  give  all  the  time 
needed  in  caring  for  his  patients  and  he  made  many 
friends  among  them.  He  was  genial,  sympathetic, 
considerate  and  always  a perfect  gentleman. 

C.  C.  Kelly,  m.i>. 


Earle  Buell  Carter,  son  of  Mr.  and  Mrs.  Loren  R. 
Carter,  was  born  in  Warren,  Connecticut,  October 
20,  1885,  where  he  lived  for  three  years  before 
moving  to  Waterbury,  Connecticut,  in  which  city 
he  resided  until  he  went  away  to  school.  He  at- 
tended Sufheld  Academy  preparatory  for  entrance 
to  Yale  University.  While  at  Yale,  in  1905,  he 
married  Ethel  Merrick  of  New  York.  He  obtained 
his  b.s.  degree  from  Yale  in  1907  and  matriculated 
at  the  Johns  Hopkins  University  School  of  Medicine 
in  the  fall  of  that  year.  He  received  his  Doctor  of 
Medicine  degree  in  191 1.  After  serving  an  internship 
at  the  Norwegian  Hospital  in  Brooklyn,  New  ^ ork, 
Dr.  Carter  came  to  Hartford  where  he  began  the 
practice  of  medicine.  He  enjoyed  a large  general 
practice  for  several  years.  Becoming  more  interested 
in  cardiology,  he  went  to  London  where  he  took 
postgraduate  work  at  the  National  Hospital  for 
Diseases  of  the  Heart.  He  also  pursued  further  work 
at  the  Institute  in  Cardiology  at  the  University  of 
Paris  in  1928.  After  returning  to  Hartford  he  was 
medical  examiner  for  the  Mutual  Life  Insurance 
Company  of  New  York  and  the  Northwestern  Life 
Insurance  Company. 


Floyd  A.  Weed,  M.D. 
1888  - 1956 


Dr.  Floyd  A.  Weed  was  born  February  13,  1 88 
n Ashland,  N.  Y.,  son  of  Seymour  and  Ida  (Alberti) 
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Weed.  He  attended  Union  University  and  was 
graduated  from  the  Albany  iVIedical  School  in  1912. 
After  graduation  he  was  a physician  at  the  Wor- 
cester State  Hospital.  During  the  year  19 13- 1914  he 
was  on  the  resident  staff  at  the  Hartford  Hospital, 
gaining  more  experience  in  medicine  and  surgery 
but  evincing  a great  interest  in  psychiatry.  After 
leaving  Hartford  Hospital  lie  became  first  assistant 
physician  at  the  Hartford  Retreat.  Surgery  finally 
won  over  psychiatry  and  Dr.  Weed  came  to  Tor- 
rington  in  the  latter  part  of  1916,  beginning  general 
practice  and  paying  more  and  more  attention  to 
surgery.  He  took  several  courses  in  surgery  and 
spent  some  time  at  the  Mayo  Clinic.  In  1930  he 
studied  surgery  at  the  University  of  Vienna.  He 
was  one  of  the  physicians  who  played  a large  part 
in  the  beginning  of  the  Charlotte  Hungerford  1 los- 
pital  and  happily  lived  to  see  it  develop  to  its 
present  stature.  He  was  on  the  attending  surgical 
staff  from  1916  to  1946  and  was  chief  of  the  surgical 
service  from  1934  to  1946.  I le  was  consulting  sur- 
geon to  the  Litchfield  County  Hospital,  Winsted, 
1 934- 1 946- 

Aside  from  membership  in  the  County,  State  and 
American  Medical  Associations,  he  was  a Fellow  of 
the  American  College  of  Surgeons.  I le  was  president 
of  the  Litchfield  County  Medical  Association  in 
1939  and  president  of  the  Torrington  Medical 
Society  in  1940.  From  1944  to  1948  he  was  a member 
of  the  Council  of  the  State  Medical  Society.  1 le  was 
a member  of  the  Masonic  order  and  a member  of 
the  Litchfield  County  University  Club. 

In  1942  Dr.  Weed  had  his  first  coronary  attack 
but  later  returned  to  work.  However,  in  1946  he  was 
forced  to  give  up  active  practice.  He  was  greatly 
irked  by  inactivity  and  always  hoped  to  return  to 
work,  but  this  was  not  to  be  for  he  died  suddenly  of 
another  coronary  attack  in  Clearwater,  Florida  on 
March  2,  1956.  He  is  survived  by  his  widow,  the 
former  Marguerite  L.  Corey  whom  he  married  in 
1916,  and  two  children,  Dr.  Chester  A.  Weed  of 
West  Hartford  and  Dr.  Barbara  W.  Christine  of 
Litchfield. 

Dr.  Weed  was  seemingly  a tireless  worker.  He 
took  few  vacations  and  his  two  great  interests  were 
his  family  and  his  profession.  He  was  particularly 
proud  that  his  two  children  chose  medicine  as 
careers.  He  was  not  given  to  self  glory  or  boasting 
and  was  a man  of  few  words.  As  busy  as  he  was,  he 
always  had  time  to  give  aid  and  counsel  to  his  col- 
leagues and  was  equally  appreciative  of  their  counsel 


in  his  own  problems.  He  was  always  striving  to 
increase  his  knowledge  and  improve  his  surgical 
technique,  being  recognized  not  only  for  his  sur- 
gical skill  but  for  his  good  surgical  judgment  as  well. 

He  was  of  a genial  personality,  kindly,  and  de- 
voted to  the  welfare  of  his  patients.  His  early 
experience  in  psychiatry  undoubtedly  gave  him 
additional  know  ledge  of  emotional  disturbances  in 
sickness  and  a more  sympathetic  approach  to  the 
many  problems  of  life. 

In  these  days  of  strife,  unrest  and  uncertainty,  it 
is  well  to  pause  and  reflect  what  Floyd  Weed  con- 
tributed to  us  and  the  community,  by  his  integrity, 
sincerity,  fine  character  and  devotion  to  his  profes- 
sion. He  certainly  left  his  little  part  of  this  world 
the  richer  for  having  lived  in  it.  We  shall  remember 
him  not  only  as  a skilled  physician  and  friend,  but 
as  a Christian  gentleman  as  well. 

Charles  H.  I urkington,  m.d. 

Dwight  Brown  Fishwick,  M.D. 

1906  - 1956 

Dr.  Dwight  Brown  Fishwick  was  born  in  Waxv- 
kesha,  Wisconsin  July  3,  1906  and  died  in  Coral 
Gables,  Morida  March  4,  1956.  He  is  survived  by 
his  wife,  Constance,  and  an  only  son,  Edward,  who 
are  living  at  221  Sidonia  Avenue,  Coral  Gables, 
Florida. 

He  received  a b.a.  degree  from  Yale  in  1928,  and 
an  m.d.  degree  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1932.  I le  obtained  his 
surgical  training  at  the  Presbyterian  Hospital  in 
New  York,  at  the  New  Haven  Hospital,  and  at 
Bellevue  Hospital  in  New  York. 

Dr.  Fishwick  was  commissioned  a 1st  Lieutenant, 
MC,  A US,  in  1942  and  discharged  as  a Lieutenant 
Colonel  in  1945.  He  served  in  England,  Africa,  Italy, 
France  and  Germany  with  the  First  Auxiliary  Sur- 
gical Team  and  was  in  combat  areas  and  under  fire 
during  most  of  this  period.  He  received  his  diploma 
from  the  American  Board  of  Surgery  in  1946  and 
was  appointed  consulting  surgeon  to  the  V.  A.  Hos- 
pital at  Wood,  Wisconsin  where  he  was  also  instruc- 
tor in  surgery  at  the  Marquette  Medical  School.  In 
1952  he  moved  back  to  Connecticut  w here  he  w as 
appointed  chief  of  surgery  at  the  Rocky  Hill  Vet- 
erans Hospital.  He  remained  there  until  his  resigna- 
tion due  to  illness  shortly  before  his  death.  While 
at  Rocky  Hill  he  took  part  in  the  advanced  instruc- 
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tion  of  surgical  residents  rotating  from  the  Hartford 
1 lo  pital. 

Dr.  Fishy  ick’s  entire  professional  life  M as  devoted 
wholeheartedly  to  surgery  as  it  applied  to  the  in- 
struction of  young  men  interested  in  that  specialty 
and  to  those  soldiers  and  veterans  of  his  country’s 
military  forces  with  whom  he  was  in  constant  con- 
tact. 1 le  worked  both  day  and  night  on  the  battle- 
fields of  Europe  and  in  the  operating  rooms  and 
wards  of  veterans’  establishments  to  bring  health 
and  restore  damaged  bodies  to  usefulness.  1 1 is  deep 
devotion  to  his  own  patients  and  his  unswerving 
loyalty  to  the  highest  principle  of  putting  the  care 
of  the  individual  person  first  at  all  times  was  an 
inspiration  to  all  w ho  watched  his  career  and  served 
with  him  or  under  his  command.  He  w ill  never  be 
forgotten  by  his  friends  and  patients  and  the  train- 
ing he  gave  to  his  younger  associates  will  continue 
to  bear  fruit  for  many  years  to  come. 

Charles  T.  Bingham  m.d. 


Mental  Health 

One  of  the  most  interesting  sessions  of  the  recent 
AA1A  Conference  on  Rural  Health  was  the  discus- 
sion of  mental  health  which  broadened  to  include 
many  aspects  of  community  and  rural  life  which 
contribute  to— or  impede— good  adjustment. 

The  fact  that  “the  forces  of  conformity”  are 
stronger  in  rural  areas  is  both  a help  and  a hindrance 
to  mental  health,  according  to  Dr.  J.  Lester  Hender- 
son, Seattle,  chairman  of  the  mental  health  com- 
mittee of  the  Washington  State  Medical  Association. 
Dr.  Henderson  presented  the  topic  before  the  panel 
discussion. 

He  said  the  strong  tendency  toward  conformity 
provides  strength  to  resist  stresses  that  might  cause 
mental  difficulties.  But  on  the  other  hand  it  presents 
“negative  pressures,”  especially  for  those  who  are 
different,  i.e.,  for  “any  foreign  family,  any  city 
dude,  anyone  with  new  fangied  ideas.”  The  biggest 
difficulty  is  in  family  tensions,  particularly  where 
there  is  not  “sufficient  room  for  difference  of 
opinion  and  adolescent  rebellion,”  he  said. 

“Ideally,  our  children  would  never  need  rebel  to 
express  their  ideas  and  ‘test  out  their  wings.’  But 
the  shifting  pattern  of  the  expression  of  love  be- 
tween parents  and  children,  essential  to  growth,  is 
such  that  for  practical  purposes  some  rebellion  is 
the  rule,”  he  said,  noting  that  the  need  for  initiative 


in  using  new  ideas  is  particularly  strong  among 
rural  families. 

Mrs.  Clarence  Grund,  Dallas,  Oregon,  farm 
mother,  said  one  way  to  combat  this  problem  is  “to 
teach  our  children  tolerance.  Then  they  will  be 
better  able  to  accept  the  fact  that  the  person  who  is 
maladjusted  may  not  have  had  it  so  easy,  or  had 
much  understanding.”  She  also  said  children  should 
be  taught  to  realize  the  problems  they  may  have  to 
face,  not  by  parents  “taking  away  fear”  but  by 
their  giving  children  a way  to  deal  with  it. 

“We  should  teach  them  that  while  there  arc 
some  hurts  in  this  world,  they  frequently  lead  to 
long  term  goals.  For  instance  a child  should  be 
shown  that  a visit  to  the  doctor  for  an  injection  may 
be  painful  but  it  will  prevent  worse  consequences,” 
she  said.  “If  you  shield  a child,  take  all  his  bumps 
for  him,  then  w hen  he  goes  out  into  the  world  lie 
will  receive  a lot  of  bumps  and  mama  won’t  be  there 
to  protect  him.” 

Both  parents  and  schools  can  help  to  shape  the 
child’s  personality,  according  to  I larold  Stapleton, 
Dallas,  Oregon,  representing  the  father  on  the  “fam- 
ily panel.”  1 le  said  one  problem  is  that  most  people 
have  a strong  resistance  to  anything  labelled 
“psychiatric”  or  “mental.”  Such  names  often  create 
anxiety  among  people  for  w hom  mental  health  pro- 
grams are  intended.  He  added  that  there  is  also 
some  confusion  among  school  people  because  they 
do  not  know  how  they  can  help  develop  children’s 
personalities  or  how  to  handle  mental  hygiene  pro- 
grams for  youngsters. 

The  Rev.  Robert  N.  Peters,  pastor  of  the  Metho- 
dist churches  of  Sutherlin  and  Wilbur,  Oregon,  said 
it  was  significant  that  he  was  included  among  the 
panel  speakers.  “The  pastor  is  not  always  considered 
important,”  he  said.  “He  is  thought  of  as  someone 
who  deals  with  mysteries  and  not  with  everyday 
things,  someone  who  hands  down  answers,  who 
simply  says  ‘it’s  in  the  Book.’  But  people  are  begin- 
ning to  think  of  things  in  the  team  spirit.  We  need 
this  spirit,  need  to  ‘relate’  more  to  one  another,  and 
to  our  God.” 

He  said  that  in  discussing  the  family’s  role  in  both 
physical  and  spiritual  health,  it  must  be  remembered 
that  “too  many  families  are  not  intact.”  In  rural 
areas,  children’s  difficulties  resulting  from  this  are 
more  of  a problem  because  most  farm  communities 
do  not  have  a psychiatrist  or  other  psychiatric  help. 
'They  must  turn  to  the  family  doctor,  he  said. 
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1955-1956 

(Continued) 


REPORT  OF  THE  PRESIDENT 

Before  I relinquish  the  reins  of  office  to  my  successor 
I wish  to  review  for  you  some  of  the  highlights  associated 
with  the  activities  of  your  Society  during  the  past  year. 

I would  be  amiss  if  1 did  not  call  to  your  attention  the 
remarkable  office  setup  we  have  at  160  St.  Ronan  Street. 
No  one  can  appreciate  its  value  and  numerous  activities 
unless  lie  has  been  closely  allied  with  the  office.  Without 
the  guidance  and  assistance  of  Creighton  Barker  anil  his 
staff  I would  have  been  at  a complete  loss.  To  them  goes 
my  most  grateful  appreciation  for  this  help. 

This  month  1 attended  the  county  medical  meetings  of 
Hartford,  New  London,  Fairfield,  Middlesex  and  Litch- 
field. Again  it  was  pleasant  to  renew  acquaintances,  observe 
the  grand  fellowship  which  existed  and  note  the  construc- 
tive activities  present  in  their  business  meetings.  A social 
hour  and  dinner  with  an  appropriate  speaker  was  thor- 
oughly enjoyed  on  all  occasions. 

Dr.  Isadore  Hendel  of  New  London,  one  of  our  members 
since  1922,  was  given  a testimonial  dinner  on  April  14  in 
recognition  of  the  excellent  and  unselfish  services  he  has 
rendered  the  peoples  of  New  London.  Over  six  hundred 
people  jammed  Gam  Hall  at  Ocean  Beach  Park.  A skit, 
“This  Is  Your  Life,”  was  well  received.  It  was  my  happy 
privilege  to  represent  our  organization  on  this  occasion. 

As  you  know,  this  is  Medical  Education  Week.  On  April 
23  I attended  a dinner  at  the  Waldorf-Astoria  Hotel,  spon- 
sored by  the  AM  A,  the  Association  of  American  Medical 
Colleges  and  the  National  Fund  for  Medical  Education. 
The  Deans  of  fifty-seven  medical  schools  throughout  the 
country  were  seated  around  a long  table  directly  in  front 
of  the  speakers’  table.  The  highlight  of  the  dinner  occurred 
when  Abraham  Flexner  arose  to  receive  the  Frank  H. 
Fahey  Memorial  Award  for  distinguished  services  in  med- 
ical education. 

One  year  ago  Dr.  Marvin  called  to  your  attention  the 
need  for  more  office  space  in  our  medical  building  and 
recommended  that  this  need  be  remedied.  The  Council  ap- 
pointed a building  committee  whose  report  to  our  semi- 
annual meeting  was  accepted.  It  recommended  that  an  ad- 
dition to  our  present  building  be  constructed  as  soon  as 
possible.  In  January  a contract  was  signed  and  construction 
started.  It  is  expected  to  be  completed  and  ready  for  use 
by  July  1. 

The  organizations  which  form  the  nucleus  for  voluntary 
medical  care  throughout  Connecticut  are  centered  in  our 
medical  building  and  this  we  encourage.  They  are  the  Con- 
necticut Hospital  Association,  the  office  of  the  Connecticut 
Medical  Examining  Board,  the  State  Advisory  Committee 


to  Selective  Service,  and  our  own  offices.  It  may  interest 
you  to  know  that  in  1935  there  were  163  meetings  held 
in  the  building.  These  were  about  one  half  activities  of 
the  Society  itself  and  the  remainder  of  other  organizations 
to  which  we  are  closely  allied.  The  building  has  become 
recognized  as  a meeting  place  for  State  health  agencies 
and  thereby  the  Society  is  rendering  a great  public  service. 
The  complete  reassigning  of  space  in  the  building  has  not 
yet  been  perfected  but  1 am  pleased  to  announce  that  the 
Connecticut  Hospital  Association  will  occupy  the  entire 
first  floor  with  a considerable  increase  in  rent  and  it,  with 
rental  paid  by  the  State  of  Connecticut  and  Federal  Gov- 
ernment, goes  a long  way  in  meeting  the  expenses  of  oper- 
ation so  that  the  Society  enjoys  its  occupancy  at  a minimum 
cost. 

The  original  building  was  financed  by  1,171  of  our  2,310 
members,  contributing  an  average  of  $60.90  each.  Over  2,000 
of  our  present  membership  did  not  contribute  to  the 
Building  Fund.  Instead  of  running  a campaign  for  funds 
to  meet  the  cost  of  the  new  addition,  the  Council  recom- 
mends that  we  make  a voluntary  assessment  of  $20  to  all 
members.  In  this  way  all  members  can  have  a share  in  our 
office  building. 

During  the  past  two  years  I have  been  privileged,  in  my 
capacity  as  President  Elect  and  President,  to  serve  on  the 
Professional  Policy  Committee  of  the  Connecticut  Medical 
Service,  Inc.  In  this  capacity  I have  become  acquainted 
with  the  organization  and  the  dedicated  members  of  its 
Board  of  Directors  and  the  Professional  Policy  Committee. 
A more  capable  and  sincere  group  of  men  cannot  be  found. 
Remember,  the  idea  for  this  great  public  service  was  first 
suggested  in  this  House  of  Delegates  in  1939.  After  a 
number  of  years  of  careful  study  and  factual  investigation, 
CMS  came  into  being  in  1949.  Half  the  members  of  the 
Board  of  Directors  are  physicians  and  members  of  this 
Society.  Dr.  Thomas  Danaher,  the  president  of  CMS,  is 
a past  president  of  this  Society,  past  chairman  of  our  Coun- 
cil and  still  a member.  He  is  also  a delegate  from  our 
organization  to  the  AMA.  These  and  other  positions  of 
trust  indicate  his  ability  and  loyalty  to  medicine. 

Eleven  members  of  the  Professional  Policy  Committee 
are  named  by  your  State  Medical  Society.  Its  chairman 
must  be  a physician  and  is  named  by  the  Board  of  Direc- 
tors. All  medical  policies  and  problems  arc  presented  to 
this  committee  for  their  careful  consideration  and  their 
disposition  recommended.  As  experience  is  obtained  and 
broadened,  increased  coverage  is  being  made  available  to 
the  people  of  Connecticut.  Few  plans  are  as  intimately  con- 
nected with  a State  Medical  Society  as  is  ours.  In  realiry, 
it  is  “Our  Plan.” 
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For  several  years  it  has  been  noted  there  was  a 
attendance  on  the  part  of  the  county  delegates  to  the  Semi- 
Annual  Meeting  of  the  House  of  Delegates.  Last  fall  we 
had  an  important  message  brought  to  us  from  AM  A head- 
quarters by  Dr.  Ernest  1 loward.  Only  about  thirty  or 
forty  of  our  one  hundred  and  sixteen  delegates  remained. 

To  us  who  observed  this,  there  could  be  only  one  con- 
clusion, namely,  many  of  our  elected  delegates  did  not 
appreciate  the  responsibilities  associated  with  being  the 
representative  for  thirty  five  of  their  colleagues.  Due  to  this 
apparent  lack  of  interest,  the  question  arose  in  the  Council 
whether  this  meeting  should  be  discontinued  and  its  func- 
tions taken  over  by  the  Council.  1 his  did  not  seem  to  be  the 
answer  as  it  partially  eliminated  our  democratic  organi- 
zation of  representation  on  the  local  level.  I he  answer 
appears  to  be  in  the  careful  selection  of  its  delegates  by 
our  county  organizations.  I hese  in  turn  should  keep  them- 
selves informed  and  be  ready  and  prepared  at  all  times  to 
carry  out  the  responsibilities  of  being  the  spokesman  for 
his  colleagues. 

Success  of  an  organization  like  our  Society  depends 
upon  leadership  and  without  it  we  do  not  get  anywhere. 
With  new  skills,  leaders  are  emerging  from  our  membership 
to  fill  spots  that  arc  vacated  by  others.  We  need  men  with 
new  kinds  of  understanding  to  meet  new  responsibilities. 
Some  of  the  new  responsibilities  I refer  to  are  the  rapidly 
extending  system  of  third  party  payments  for  physicians’ 
services,  continuously  increasing  involvement  of  medical  care 
in  public  affairs  and  politics,  the  pressing  need  for  new 
kinds  of  medical  care  and  hospitalization  resulting  from  our 
aging  population. 

In  closing  this  report  I wish  to  thank  you  for  the  honor 
and  privilege  of  serving  as  your  president.  Above  all,  how- 
ever, I wish  to  thank  you  all  for  your  kindness,  considera- 
tion and  help  in  my  efforts  to  serve  you,  and  through  you 
the  people  of  Connecticut. 

Oliver  L.  Stringfield,  m.d. 


SUPPLEMENTARY  REPORT  OF  THE 
SECRETARY 

The  membership  report  of  the  Secretary  on  page  nine 
of  the  Agenda  requires  but  a little  supplementary  discus- 
sion. It  should  be  pointed  out  that  the  Society  continues 
to  gain  steadily  in  membership,  the  net  gain  for  1955  being 
forty  members.  This  is  less  than  we  have  had  in  some 
years  but  the  pattern  of  increase  is  not  consistent  due  to 
many  factors.  We  can  look  for  continued  growth  in  mem- 
bership in  the  Society  because  as  the  population  of  the  State 
increases,  the  number  of  physicians  will  proportionately 
increase.  Connecticut  is  the  most  rapidly  growing  State  in 
the  northeast  and  a recent  reliable  forecast  by  a statewide 
public  utility  anticipates  a total  population  of  three  million 
at  the  end  of  the  next  ten  years.  The  official  Health  De- 
partment estimate  for  July  1,  1956  is  2,313,000 — an  increase 
of  almost  exactly  one-half  million  in  the  past  decade.  If 
the  three  million  figure  is  substantiated  in  the  next  ten 
years,  the  Society  and  all  medical  and  health  agencies  will 
be  faced  with  new  and  extraordinary  challenges. 

Our  ranks  arc,  importantly  but  naturally  decimated  by 


poor  death  each  year  anti  long  time  friends  arc  no  longer  here. 

Although  not  included  in  the  statistical  report  for  1955, 
I wish  to  make  timely  mention  of  the  passing  of  two  dis- 
tinguished leaders  in  the  St  ciety  who  have  died  since  Janu- 
ary 1st  of  this  year.  They  arc  Charles  J.  Bartlett  of  New 
Haven  and  James  I).  Gold  of  Bridgeport.  l)r.  Bartlett 
and  Dr.  Gold  had  each  attained  the  ripe  age  of  ninety  years, 
were  past  presidents  of  the  Society  and  both  had  contrib- 
uted for  many  years  to  the  Society’s  progress.  Dr.  Bartlett 
was  nationally  known  as  a pioneer  crusader  in  public  health 
and  forensic  medicine  and  had  a keen  interest  in  medical 
licensing  procedure.  It  was  under  his  guidance  and  inspira- 
tion that  the  Medical  Practice  Act  of  Connecticut  was 
revised  in  1941  and  1943  and  has  taken  its  place  among 
model  Practice  Acts  of  the  United  States.  I Ie  was  a great 
medical  citizen. 

It  is  fair  to  say  that  no  member  of  the  Society  in  recent 
years  was  better  or  more  warmly  known  than  James  D. 
Gold,  who  died  on  April  14.  Dr.  Gold  served  as  a member 
of  this  I louse  of  Delegates,  councilor  from  Fairfield  County, 
chairman  of  the  Council  and  president  of  the  Socicrv, 
always  with  the  best  of  spirit  and  attitude  of  progress.  I le 
was  most  noteworthy  as  chairman  of  the  Board  of  Trustees 
of  the  Society’s  building  fund  which  led  and  planned  the 
financing  and  construction  of  the  building  in  New  Haven 
and  he  and  his  close  friend,  the  late  George  M.  Smith, 
worked  tirelessly  on  this  project.  I would  like  to  state 
here  my  appreciation  for  having  known  Dr.  Bartlett  and 
Dr.  Gold  anil  the  pleasure  and  satisfaction  that  I derived 
from  working  with  them.  All  of  us  owe  them  a lasting 
debt. 

It  is  customary  at  this  time  for  the  secretary  to  supple- 
ment the  report  of  membership  with  brief  comments  on 
activities  of  the  Society  that  come  particularly  within  the 
supervision  of  his  office  and  arc  not  included  in  the  reports 
of  other  officers  and  committees. 

First  I shall  mention  the  loyalty  and  efficiency  of  the 
Society  staff.  It  is  well  organized  and  faithful  to  your  pur- 
poses. Mrs.  Lindquist,  administrative  assistant,  is  accepting 
increasing  responsibility  with  the  utmost  satisfaction  and 
it  is  to  her  your  thanks  should  go  for  the  preparation 
of  the  official  agenda  for  this  meeting  and  the  handsome 
program  which  you  have.  She  is  invaluable  to  you. 

Mr.  Burch,  director  of  public  relations,  is  becoming  well 
known  in  medical  societies  throughout  the  country  for  his 
ingenuity  and  vision  in  the  field  of  dignified  medical  public 
relations.  His  development  of  the  Family  Health  Record 
during  this  year  has  brought  much  favorable  comment  to 
11s.  The  other  staff  members,  .Miss  Juliano  and  Miss  Altieri, 
have  continued  to  discharge  their  responsibilities  with  credit 
and  happiness.  We  have  two  newcomers  to  the  staff.  Miss 
Stratton,  who  took  Mrs.  Duffy’s  place  in  charge  of  mem- 
bership files  and  dues  collection.  This  is  an  exacting  job, 
not  often  thought  of  bur  highly  necessary,  and  Mrs.  Fitz- 
gerald, the  latest  addition  to  the  staff,  is  secretary  in  the 
division  of  Public  Relations.  All  together  we  have  a team 
that  in  my  judgment  is  faithfully  and  efficiently  transact- 
ing your  business. 

There  are  two  activities  carried  on  in  the  secretary’s 
office  that  are  closely  related  to  the  Society  but  actually 
not  a part  of  it.  I refer  to  the  Connecticut  Medical  F.x- 
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amining  Board,  an  official  State  agency,  and  the  Special 
Advisory  Committee  to  the  Selective  Service,  a federal 
agency.  The  responsibilities  and  operations  of  the  Medical 
Examining  Board  have  extended  rapidly  as  the  number  of 
physicians  seeking  licenses  in  Connecticut  increases  and  the 
problems  of  foreign  medical  graduates  develops  into  a sig- 
nificant factor  in  the  pattern  of  medical  care  in  this  coun- 
try. In  this  connection  it  should  be  said  that  more  than  one 
half  of  the  inquiries  concerning  licensure  received  by  the 
Board  come  from  graduates  of  foreign  medical  schools  and 
the  number  increases  steadily.  This  situation  requires  the 
most  tactful  consideration  and  the  application  of  fair  and 
realistic  legal  regulation.  The  Board  realizes  this  respon- 
sibility and  is  diligent  in  discharging  it. 

Amendment  to  the  Medical  Practice  Act  by  the  General 
Assembly  of  1953  permits  the  Board  to  issue  educational 
permits  to  physicians  to  serve  as  interns  and  residents  in 
Connecticut  hospitals  even  though  they  are  graduates  of 
unapproved  foreign  medical  schools.  Under  this  provision 
in  the  law,  the  Board  has  issued  more  than  200  such  permits 
and  made  these  foreign  graduates  available  to  accept  ap- 
pointments to  the  house  staffs  of  the  hospitals  in  the  State 
and  at  present  it  can  be  conservatively  estimated  that  at 
least  fifty  per  cent  of  the  intern  and  resident  staffs  of  Con- 
necticut hospitals  are  sorting  under  this  permissive  legis- 
lation If  this  state  of  affairs  had  not  been  foreseen  by  the 
Board  more  than  three  years  ago  and  steps  taken  to  meet 
it,  these  foreign  graduate  house  staff  members  would  not 
be  here  and  our  hospitals  would  be  gravely  handicapped  for 
personnel. 

After  long  consideration,  the  Medical  Practice  Act  was 
amended  in  1935  to  allow  the  Board  to  admit  to  its  exam- 
inations carefully  selected  graduates  of  unapproved  foreign 
schools  who  had  supplemented  their  education  by  at  least 
three  years  of  high  level  medical  training  in  the  United 
States.  Granting  of  petitions  under  this  law  is  being  done 
with  the  utmost  caution  and  as  yet  no  such  petitioner  has 
taken  examinations  here,  although  it  is  anticipated  that  the 
first  ones  will  be  admitted  in  July.  It  is  probable  that  the 
office  space  required  by  the  Medical  Examining  Board  will 
have  to  be  enlarged  in  the  near  future  and  unless  the 
activities  of  the  Board  stabilize,  additional  personnel  will 
be  necessary. 

The  Special  Advisory  Committee  to  the  Selective  Service 
under  the  so-called  Doctor  Draft  Act  of  1950  continues 
even  though  it  was  looked  upon  five  years  ago  as  a temp- 
orary measure.  The  office  of  this  committee  is  in  the 
Society  building.  It  is  completely  financed  by  the  Federal 
Government  including  one  employee  in  the  United  States 
Civil  Service.  At  present  its  activities  arc  somewhat  quies- 
cent but  no  one  can  tell  when  new  demands  by  the  Armed 
Forces  and  new  regulations  may  put  it  back  into  vigorous 
business.  The  present  law  will  expire  June  30,  1957  and 
that  may  end  the  transaction  but  there  is  some  evidence 
which  leads  to  a belief  that  it  may  continue  indefinitely 
in  one  way  or  another.  Our  future  plans  should  not  fail 
to  give  cognizance  to  this  possibility. 

As  World  War  II  drew  to  an  end  and  thousands  of 
physicians  were  released  from  service,  state  medical  societies 
were  urged  by  the  AMA  to  set  up  placement  services  to 


help  discharged  medical  officers  with  their  resettlement 
problems.  I lie  Society  did  that  and  again  it  was  looked 
upon  as  a somewhat  temporary  measure.  The  immediate 
needs  were  successfully  met  but  demands  for  such  services 
have  continued  and  our  placement  service  for  physicians 
which  is  operated  in  close  liaison  with  the  Connecticut 
Medical  Examining  Board,  has  become  a useful  and  prob- 
ably permanent  activity.  We  are  currently  handling  about 
600  inquiries  a year.  Obviously  all  of  them  cannot  be 
satisfied  but  thcic  arc  many  physicians  and  communities 
in  Connecticut  that  arc  grateful  for  the  help  we  have 
given  them. 

1 he  Society’s  participation  in  the  Automotive  Crash  In- 
jury Research  Project  of  the  Cornell  University  Medical 
College  should  be  mentioned.  Connecticut  was  selected 
nearly  two  years  ago  as  one  of  the  few  States  where  data 
lot  this  project  would  be  collected.  Operations  here  in 
the  State  are  under  the  direction  of  the  State  Police  De- 
partment and  the  State  Medical  Society  under  supervision 
of  the  Cornell  staff.  All  records  are  cleared  through  the 
Secretary’s  office. 

I lie  Society  has  a special  committee  on  this  subject 
under  the  chairmanship  of  Dr.  Harold  Bergcndahl,  Nor- 
wich. Progress  here  has  been  most  satisfactory  and  the 
cooperation  of  physicians  taking  care  of  the  victims  of 
certain  automobile  accidents  has  been  willing  and  pro- 
ductive. Time  docs  not  permit  long  discussion  of  this 
interesting  research  but  it  should  be  said  that  the  data  from 
Connecticut  arc  being  relied  upon  with  confidence  by 
Cornell  and  as  a result  of  that,  a new  phase  of  the  program 
is  being  first  tried  out  in  our  State. 

It  is  probable  that  you  have  read  about  this  project  and 
on  Thursday  morning,  Mr.  John  Moore,  its  director,  will 
speak  to  you  at  length  about  it  and  its  results  so  far.  The 
Society  should  be  flattered  to  have  a part  in  this  important 
research. 

I shall  not  take  the  time  to  outline  the  broad  future  plans 
which  belong  to  the  Council  for  development  but  such 
plans  will  have  to  be  made  and  I know  that  I shall  receive 
from  the  Council  continued  wise  guidance,  understanding 
and  leadership.  I am  grateful  to  all  of  you  who  have  helped 
and  cooperated  in  our  progress  during  this  year,  particu- 
larly I wish  to  express  my  appreciation  to  the  secretaries 
of  the  county  associations,  without  strength  from  that  level 
our  structure  would  be  insecure.  The  chairman  of  manv 
committees  have  also  contributed  in  special  areas  and  with 
the  continuation  of  this  cooperation,  I am  sure  we  may  look 
forward  to  meeting  our  future  challenges  with  good  will 
and  success. 

Creighton  Barker,  M.n. 


REPORT  OF  CHAIRMAN  OF  THE  COUNCIL 

I lie  Council  has  had  a busy  and,  1 believe,  productive 
year.  My  report  today  is  to  acquaint  you  with  the  course 
of  events  since  the  semi-annual  meeting  in  December. 

Those  of  you  who  were  at  the  semi-annual  meeting  will 
recall  the  president’s  address.  He  made  four  recommenda- 
tions which,  since  they  were  approved  by  this  House,  con- 
stituted a directive  to  the  Council.  The  first  was  that  a 
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committee  be  appointed  to  explore  the  possibility  of  secur- 
ing an  assistant  executive  secretary.  This  committee  has 
been  actively  at  work  since  the  recommendation  was  ap- 
proved. 

'Lite  second  recommendation  concerned  the  creation  of 
an  accident  pretention  committee  with  specific  members 
to  be  included.  Inasmuch  as  an  accident  committee  did 
exist  at  the  time,  the  committee  was  enlarged  to  include 
members  from  other  committees  whose  field  of  activities 
had  to  do  with  accident  prevention. 

The  third  recommendation  was  that  the  Connecticut  Bar 
Association  be  invited  to  confer  with  the  Connecticut  State 
Medical  Society  to  discuss  matters  of  mutual  interest.  The 
president  and  executive  secretary  were  directed  to  take  the 
initial  steps  for  the  accomplishment  of  this  purpose. 

The  fourth  recommendation,  as  you  may  recall,  was  that 
proper  recognition  be  tendered  to  Drs.  Creighton  Barker 
and  Stanley  B.  Weld.  The  results  of  this  recommendation 
will  appear  at  the  annual  banquet  tomorrow  evening. 

You  may  also  recall  that  in  December  it  was  reported 
to  you  that  the  Council  had  undertaken  a rather  heavy 
financial  expenditure  which  was  not  included  in  the  bud- 
get. This  was  the  expense  of  the  regional  meeting  of  the 
AMA  in  Boston  last  fall.  I am  now  reporting  to  you  that 
the  expenditure  for  that  worthy  cause  was  $1,298.  This  con- 
stitutes one  quarter  of  the  total  shared  by  the  New  England 
States.  I trust  that  this  is  acceptable. 

As  you  know  the  eight  elected  councilors  constitute  the 
Nominating  Committee  of  the  Society.  The  slate  of  officers 
and  committee  appointments  before  you  represent  the  best 
efforts  of  that  group.  Although  we  feel  that  our  committees 
are  well  manned  by  able  and  interested  men,  the  Council 
is  always  looking  for  new  blood.  To  any  of  you  who  arc 
anxious  or  willing  to  participate  in  the  activities  of  the 
Society,  I suggest  that  your  names  be  transmitted  to  your 
elected  councilors  through  your  County  Associations  so 
that  you  mav  have  the  opportunity  and  privilege  of  par- 
ticipating in  the  activities  of  the  State  Society. 

I believe  all  of  you  have  received  periodic  bulletins  from 
the  Health  Department  concerning  the  use  and  restrictions 
of  the  Salk  polio  vaccine.  Each  of  these  has  been  forwarded 
to  the  Council,  discussed  and  approved  by  that  bodv.  We 
were  unusually  fortunate  in  having  Dr.  Stringfield,  who  not 
only  as  a member  of  the  Council  but  as  Chairman  of  the 
Governor’s  Commission  on  Polio,  has  served  to  explain 
and  clarify  these  bulletins  as  they  xvcrc  prepared. 

I hope  you  will  give  careful  attention  to  the  reports  of 
the  Committee  on  Third  Party  Payments  and  of  the  White 
Committee.  As  you  will  recall  the  White  Committee  was 
appointed  by  this  House,  bur  because  of  overlapping  of 
duties  of  these  two  committees,  there  has  been  frequent 
confusion  as  to  whose  was  the  responsibility  for  activities 
and  recommendations.  The  reports  of  these  committees 
which  appear  in  the  agenda  offer  an  appropriate  solution 
which  has  been  reviewed  and  approved  bv  the  Council. 

During  the  past  year  the  toughest  nut  which  the  Council 
has  tried  to  crack  has  been  the  mandate  laid  upon  it  by 
the  approval  of  the  report  of  the  Committee  on  Hospitals 
as  amended  by  the  Reference  Committee,  I would  like  to 
deal  with  this  matter  at  some  length,  although  most  of 


you  arc  familiar  with  the  situation.  It  appears  advisable  to 
introduce  this  subject  by  quoting  the  Resolution  as  approved 
by  this  I louse.  It  is  as  follows: 

“The  Hospital  Committee  recommends  that  the  State 
Medical  Society  through  proper  channels  present  all  the 
facts  before  the  present  Attorney  General  and  respectfully 
request  that  he  review  the  opinion  of  his  predecessor. 

“The  Committee  also  recommends  that  the  Attorney  Gen- 
eral be  requested  to  give  an  opinion  on  the  following 
specific  questions. 

1.  Can  a nonprofit  hospital  or  a corporation  group,  or 
an  association  of  laymen  be  allowed  to  practice  medicine 
and  treat  the  sick  in  Connecticut  for  a fee? 

2.  Arc  existing  laws  relating  to  the  practice  of  medicine 
in  Connecticut  violated  if  a licensed  physician  enters  into 
a contract  with  a nonprofit  hospital  wherein  the  physician 
renders  medical  service  for  a salary,  and  wherein  the  hos- 
pital bills  the  patient  and  collects  fees  for  those  services 
for  the  profit  of  the  hospital? 

“If  the  Attorney  General  agrees  to  answer  the  questions 
and  to  review  the  opinion  of  his  predecessor,  the  Council 
is  to  be  directed  to  confer  with  the  Connecticut  Hospital 
Association,  Connecticut  Medical  Service,  and  Connecticut 
I lospital  Service  in  an  attempt  to  negotiate  a mutually 
amicable  solution  and  to  present  all  the  facts  to  the  Attor- 
ney General  for  his  consideration.” 

It  should  be  noted  at  this  point  that  the  Connecticut 
Hospital  Service  has  been  changed  to  the  Connecticut  Blue- 
Cross  and  this  name  will  be  used  throughout  the  rest  of 
the  discussion.  As  reported  in  December,  a special  com- 
mittee was  appointed  by  the  Council  to  evolve  a method 
of  procedure.  Long  hours  of  discussion  and  compromise 
have  resulted  in  no  unanimity  of  opinion.  There  was,  how- 
ever, some  agreement  at  least  on  the  premise  that  the  re- 
versal of  the  order  of  procedure,  as  listed  in  the  above 
report,  was  well  within  the  committee’s  province  for  the 
following  reasons.  It  was  generally  believed  that  the  At- 
torney General  could  not  be  consulted  regarding  his  opinion 
without  a specific  question  being  presented  to  him.  It  is 
standard  procedure,  I believe,  for  Attorney  Generals  n'-t 
to  rule  on  hypothetical  cases  when  rulings  have  already 
been  established  by  a predecessor.  Consequently,  the  com- 
mittee proceeded  in  a slightly  different  order,  namely,  to 
hold  an  exploratory  meeting  with  the  Connecticut  Hos- 
pital Assoication,  and  Connecticut  Medical  Service,  and 
Connecticut  Blue  Cross  in  an  attempt  to  resolve  some  of 
the  matters  under  discussion.  By  this  method  it  was  hoped 
that  a concrete  proposal  could  be  presented  to  the  Attor- 
ney General  on  which  to  base  his  willingness  to  review 
the  former  legal  interpretation.  The  Connecticut  Hospital 
Association  and  the  Connecticut  Medical  Service  have 
been  willing  to  discuss  the  matter  under  consideration  with- 
out hesitation.  Connecticut  Blue  Cross,  however,  in  spire 
of  letters  from  the  special  committee,  and  considerable  cor- 
respondence through  the  Chairman  of  the  Council,  has 
refused  to  discuss  any  matter  whatsoever.  The  Council  has 
been  distressed  bv  this  attitude,  feeling  that  a very  con- 
structive course  of  action  has  been  blocked.  This  refusal 
has  in  effect  nullified  a year  of  studious  work  by  an  earnest 
and  exceptionally  well  qualified  committee.  It  leaves  the 
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Council  in  a position  to  report  only  slight  progress  on  a 
problem  delegated  to  it  a year  ago. 

One  cannot  avoid  speculation  on  the  reasons  motivating 
the  Blue  Cross  to  such  a decision.  Does  the  fact  that  Con- 
necticut Blue  Cross  is  now  collecting  a premium  for  a 
service  which  it  is  unable  to  render  in  one  third  of  the 
hospitals  of  Connecticut  exert  influence?  Presumably  this 
procedure  is  legal  since  the  Insurance  Commissioner  has 
found  no  fault  with  it.  But  is  there  an  ethical  principle 
involved  which  is  being  violated?  Since  however  the  Con- 
necticut Blue  Cross  conclusion  seems  final,  it  then  becomes 
necessary  for  the  Council  and  its  special  committee  to 
adopt  another  avenue  of  approach.  Recently  the  Anaesthe- 
siology Association  has  secured  a legal  opinion  which  dis- 
agrees with  that  of  the  former  Attorney  General.  Since  the 
Council  does  not  consider  itself  a legal  advisory  body,  it 
has  retained  the  services  of  Attorney  Cyril  Coleman  of 
Hartford  to  review  both  the  Attorney  General’s  opinion 
and  that  presented  by  the  Society  of  Anaesthesiologists. 
Mr.  Coleman  has  agreed  to  act  in  an  advisory  capacity  to 
the  Council  as  to  methods  of  procedure  on  this  frustrating 
problem.  I assure  you  that  the  Council  will  continue  its 
best  efforts  in  pursuance  of  this  directive  from  this  House 
of  Delegates. 

Finally,  although  the  president  has  already  spoken  to  you 
about  CMS,  and  the  report  of  Dr.  Danahcr  concerning 
CMS  is  printed  in  these  Agenda,  I would  like  to  add  a 
small  contribution  of  my  own.  At  the  last  meeting  of  the 
Council  the  following  resolution  was  passed  without  dis- 
senting vote. 

“The  Council  commends  CMS  on  its  wisdom  in  for- 
mulating new  contracts  that  are  amenable  to  both  the  gen- 
eral public  and  the  participating  physician.” 

No  member  of  the  Council,  nor  1 think  of  CMS,  feels 
that  the  present  contracts  are  perfect.  That  is  why  they 
are  being  changed  and  will  probably  continue  to  be 
changed.  I believe,  however,  it  is  important  to  consider  the 
motives  and  ideals  which  guide  CMS.  No  one  can  question 
the  aims  of  that  organization,  namely,  that  the  best  and 
most  medical  care  be  made  available  to  the  citizens  of 
Connecticut  at  a premium  that  is  possible  for  them  to  pay, 
and  on  a fee  schedule  that  is  equitable  to  the  physician 
rendering  medical  service.  Mistakes  doubtless  have  been 
made.  There  arc  many  physicians  who  feel  that  they  or 
their  specialties  arc  being  discriminated  against,  but  let  me 
emphasize  that  there  is  no  insurance  agency  of  any  type,  to 
my  knowledge,  wherein  the  representation  of  a State  Med- 
ical Society  and  participating  physicians  is  as  liberal  as  it 
is  in  CMS.’ 

1 have  heard  an  argument  which  seems  slightly  specious, 
namely,  that  should  the  Government  take  over  the  direct- 
tion  of  medical  care,  the  lowest  fee  schedule  currently  in 
use  would  be  the  level  that  the  Government  would  estab- 
lish. This  undoubtedly  is  true.  Nevertheless  no  one  should 
overlook  the  fact  that  the  single  most  effective  barrier  to 
Government  medicine  is  a satisfactory  voluntary  insurance 
plan.  Furthermore  it  should  be  emphasized  that  if  any  fur- 
ther change  in  CMS  is  to  take  place,  it  can  be  done  far 
more  effectively  from  within  the  organization  than  from 
without.  Those  who  arc  participating  physicians  have  a 


voice  in  electing  their  representatives  according  to  the 
democratic  system.  Those  who  resign  in  protest  lose  that 
privilege.  I urge  those  of  you  who  are  participating  physi- 
cians to  remain  so,  and  those  of  you  who  are  not,  to 
enroll.  Thereby  you  will  have  a legitimate  voice  in  the 
policies  of  CMS  and  in  the  development  of  prepaid  medical 
care  in  our  State.  Protest  and  gripe  if  you  must,  but  do 
so  within  the  organization.  This  is  the  American  method 
and  the  method  of  progress.  None  of  you  should  shirk  this 
responsibility. 

Respectfully  submitted, 

C.  Louis  Fincke,  m.d. 


REPORT  OF  THE  COMMITTEE  ON 
POSTGRADUATE  EDUCATION 


Arthur  Ebbert,  Jr.,  Chairman 


Gray  Carter 
Malcolm  M.  Ellison 
Martin  E.  Gordon 
William  J.  Lahey 
John  C.  Leonard 


Howard  Levine 
Marvin  Lillian 
Robert  M.  Lowman 
A.  Rocke  Robertson 
Charles  Russman 


The  work  of  this  committee  during  the  year  1955-1956 
has  been  confined  to  planning  and  arranging  two  Clinical 
Congresses.  Following  the  annual  meeting  of  the  Connect- 
icut State  Medical  Society’s  House  of  Delegates  in  April 
1955,  at  which  time  the  House  voted  that  the  Clinical  Con- 
gress should  be  held  as  usual  in  1955,  this  committee  met 
for  the  purpose  of  planning  the  Congress  program.  Ar- 
rangements were  completed,  and  the  thirtieth  annual  Con- 
necticut Clinical  Congress  was  held  on  Wednesday  and 
Thursday,  September  14  and  15,  1955,  at  the  Yale-New 
Haven  Medical  Center. 

Three  weeks  following  the  Clinical  Congress,  the  commit- 
tee met  to  review  the  experience  of  this  Congress  and  to 
discuss  recommendations  for  the  1956  Congress.  It  was 
noted  that  although  comments  concerning  the  1955  Con- 
gress by  those  who  attended  were  highly  complimentary 
of  the  program,  attendance  by  members  of  the  Society  de- 
creased. Comparative  figures  of  registration  during  the  past 
six  years  are  shown  below: 


YEAR  PAID  REGISTRATION  TOTAL  REGISTRATION 

(MEMBERS  OF  THE  SOCIETY  (INCLUDING  INTERNS, 
AND  OTHER  PRACTICING  RESIDENTS,  AND  MEDICAL 


physicians) 

students) 

'95° 

432 

530 

1 95 1 

398 

53  • 

•95  2 

598 

819 

•953 

48. 

7.36 

•954 

423 

645 

•955 

376 

691 

At  this  meeting  it  was  decided  unanimously  that  a Clinical 
Congress  should  be  held  in  1956.  Other  decisions  reached 
by  the  committee  were  as  follows:  (a)  a two  day  Congress 
should  be  planned  for  a date  early  in  November;  (b)  since 
the  November  date  would  conflict  with  the  Yale  School 
of  Medicine  schedule,  arrangements  should  be  made  to  hold 
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the  Congress  at  the  Statlcr  Hotel  in  Hartford  if  possible; 
(c)  in  addition  to  general  morning  and  afternoon  sessions 
each  day,  specialty  section  meetings  should  be  arranged  for 
late  afternoons  and  evenings;  and  (d)  registration  fee  for 
the  1956  Clinical  Congress  should  remain  three  dollars. 

The  chairman  of  this  committee  presented  these  recom- 
mendations to  your  Council  at  their  October  meeting.  The 
Council  voted  that  (a)  a Congress  be  held  in  1956;  (b) 
that  the  date  be  early  in  November  if  a suitable  place  could 
be  found;  and  (c)  that  the  expense  of  using  the  Statlcr 
Hotel,  Hartford,  be  further  investigated.  A supplementary 
report  by  this  committee’s  chairman  was  presented  to  the 
Council  at  their  November  meeting,  and  it  was  voted  by 
the  Council  that  (a)  the  committee  should  proceed  with 
plans  to  hold  the  1956  Congress  at  the  Statlcr  Hotel,  Hart- 
ford; (b)  that  the  registration  fee  be  increased  from  $3 
to  $5;  and  (c)  that  the  committee  prepare  to  meet  any 
deficit  incurred  from  the  accrued  surplus  in  the  Clinical 
Congress  fund. 

The  committee  has  proceeded  with  arrangements  for  the 
1956  Clinical  Congress  in  accord  with  the  above  stated  de- 
sires of  your  Council.  Although  a November  date  could 
not  be  secured  at  the  Statlcr  Hotel,  reservations  have  been 
made  to  hold  the  Congress  on  Wednesday  and  Thursday, 
December  5 and  6,  the  most  suitable  dates  available.  Plan- 
ning of  an  outstanding  program  is  underway.  It  is  hoped 
that  the  meetings  will  be  attractive  and  instructive  to  all 
members  of  the  Society. 

Since  this  committee  is  appointed  to  plan  and  make  avail- 
able programs  of  postgraduate  education  for  members  of 
the  Society  in  addition  to  the  Clinical  Congress  and  to 
cooperate  with  various  agencies  within  the  State  for  the 
extension  of  postgraduate  education  of  physicians,  members 
of  the  committee  are  anxious  to  extend  their  activities 
beyond  that  of  the  Clinical  Congress.  It  is  hoped  that  at 
future  meetings  the  committee  may  find  time  to  discuss 
other  activities  in  the  field  of  postgraduate  education  by 
which  it  may  be  of  further  service  to  members  of  the 
Society. 

Respectfully  submitted, 
Arthur  Ebbert,  Jr. 


REPORT  OF  THE  COMMITTEE  ON  HOSPITALS 


George  11.  Gildersleevc,  Chairman 


Arthur  J.  Adams 
M.  David  Deren 
William  A.  Goodrich 
Frederick  B.  1 lartntan 


Charles  T.  Schechtman 
Michael  S.  Shea 
Alfred  15.  Sundquist 
Mr.  Hiram  Sibley 


The  Committee  on  I lospitals  has  held  three  meetings 
during  the  past  year  with  another  scheduled  in  a few  weeks. 
Two  of  the  meetings  were  joint  conferences  with  the 
Council  on  Professional  Relations  of  the  Connecticut  Hos- 
pital Association.  These  joint  meetings  came  about  through 
a desire  on  the  part  of  the  two  committees  to  become  bet- 
ter acquainted,  and  in  so  doing  to  discuss  mutual  problems 
and  to  work  constructively  for  our  common  good. 


One  subject  brought  up  and  discussed  was  the  aims, 
objectives,  and  problems  of  local  promotion  of  the  Joint 
Commission  on  Accreditation  of  I lospitals.  The  Committee 
on  I lospitals  unanimously  passed  a motion  approving  the 
present  method  of  accreditation  of  hospitals  by  the  Joint 
Commission,  and  requested  that  the  Connecticut  State 
Medical  Journal  publish  more  facts  concerning  the  Com- 
mission and  its  functions. 

Better  interhospital  relationships  by  conferences  between 
representative  staff  groups  such  as  Chiefs  of  Staff  or  Med- 
ical Staff  Presidents  was  discussed.  It  was  decided  that  a 
plan  of  this  sort  be  started  in  New  I Iaven  County  on  a 
trial  basis. 

Other  items  listed  for  future  discussions  arc  postgraduate 
education  for  general  practitioners,  full  training  residency 
programs,  the  staff  physician  and  the  cost  of  hospital  care, 
professional  activity  study  as  aid  to  medical  staff  records 
committees,  and  the  State’s  responsibility  for  short-term 
general  hospital  care. 

Out  of  these  joint  meetings,  which  I hope  will  continue, 
should  come  a better  understanding  between  the  two  com- 
mittees anti  a hope  that  some  of  the  important  problems 
confronting  both  groups  can  be  mutually  solved. 

Respcctfullv  submitted, 
George  11.  Gildersleeve 


REPORT  OE  THE  COMMITTEE  ON 
INDUSTRIAL  EIEALTH 

John  F.  Kilgus,  Chairman 


Preston  N.  Barton 
Harold  A.  Bcrgendahl 
Norton  Canfield 
Roland  /.  Carignan 
George  H.  Carter 
Bernard  S.  Dignam 
Richard  J.  Hinchey 
Andrew  J.  Jackson 
J.  Howard  Johnston 
Thomas  F.  V.  LaPorte 
William  Lee 


J.  Wister  Meigs 
Philip  J.  Moorad 
Frank  T.  Oberg 
John  D.  O’Connell 
Israel  S.  Otis 
Norman  Righthand 
Philip  E.  Schwartz 
I larold  P.  Stetson 
Paul  W.  Vestal 


Ellwood  C.  Weise 
Harold  W.  Wellington 
J.  Alfred  Wilson 
C.  Frederick  Yeager 


The  Committee  on  Industrial  Health  of  the  Connecticut 
Medical  Society  was  organized  bv  the  Council  of  the  State 
Medical  Society  in  1938.  In  1950,  the  objectives  and  proce- 
dures of  the  Committee  were  revised  and  received  the 
approval  of  the  Council.  Wc  have  endeavored  to  keep 
these  objectives  in  mind  in  the  Committee’s  activities  during 
the  year. 

The  Committee  held  three  regular  meetings  during  the 
year  as  prescribed  in  the  procedures;  the  meetings  being 
held  the  fourth  Wednesday  in  May,  the  fourth  Wednesday 
in  October,  and  the  first  Wednesday  in  March. 

Much  of  the  business  of  the  Committee  is  carried  bv  the 
Executive  Committee  which  meets  frequently  at  the  call  of 
the  Chairman.  In  addition  to  the  Executive  Committee, 
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which  consists  of  the  Chairman  of  the  Committee  and  nine 
other  members,  the  membership  of  the  Committee  is  divided 
into  five  sub-committees;  a Specialist  Committee  which 
Ellvvood  Weise,  Sr.  is  Chairman.  This  Committee,  as  the 
name  implies,  is  composed  of  members  of  our  Committee 
representing  the  various  specialty  fields.  One  member  of 
this  Sub-committee  provides  a short  talk  on  some  subject 
of  interest  at  each  regular  meeting  of  the  full  committee. 

A Workmen’s  Compensation  Sub-committee,  Chairman, 
Dr.  Andrew  J.  Jackson,  Sr.,  keeps  track  of  all  activities 
in  the  field  of  workmen’s  compensation,  particularly  on  pro- 
posed new  legislation. 

A Program  and  Education  Sub-committee  is  headed  by 
Dr.  J.  Wister  Meigs.  This  Committee  interests  itself  in 
supplying  speakers  and  general  information  on  Industrial 
Medicine  to  the  various  medical  groups  throughout  the 
state. 

Sub-committee  on  Rural  Occupational  Health  has  for  its 
Chairman,  Dr.  J.  Howard  Johnston.  This  Committee  has 
done  a considerable  amount  of  work  disseminating  infor- 
mation on  the  use  and  danger  of  various  pesticides  and 
insecticides. 

Dr.  Preston  N.  Barton  is  Chairman  of  the  Sub-committee 
on  County  Industrial  Medical  Committees.  This  Committee 
endeavors  to  instill  enthusiasm  into  the  County  Committees 
on  Industrial  Health  and  stands  readv  to  assist  them  in  anv 
problems  which  may  arise. 

I he  Committee  on  Industrial  Health  of  the  Connecticut 
Medical  Society  lists  its  activ  ities  and  accomplishments  for 
the  past  year  under  the  following  headings: 

1.  State  Legislation 

Ten  proposed  bills  were  analyzed  in  detail  by  members 
of  the  Committee  and  a definite  stand  for  or  against  the  bill 
was  recorded  by  the  Committee.  This  analysis  and  recom- 
mendation was  furnished  to  the  State  Committee  on  Legis- 
lation. We  note  with  some  degree  of  pride  that  of  these 
ten  bills  only  one  received  legislative  action  contrary  to 
the  recommendation  of  our  Committee. 

2.  Nomination  of  Candidate  for  President’s  Award 

The  Committee  submitted  to  the  Council  of  the  Stare 
Medical  Society  the  name  of  Doctor  C.  Frederick  Yaeger 
for  the  President’s  award  given  to  the  physician  who  has 
made  the  best  contribution  to  the  Employment  of  the 
Physically  Handicapped  during  the  past  year.  We  arc  happy 
to  note  the  Council  endorsed  our  recommendation  and  the 
award  was  presented  to  Doctor  Yaeger. 

3.  Industrial  Health  Symposium 

An  Industrial  Health  Symposium  sponsored  by  the  United 
States  Rubber  Company,  Naugatuck  Footwear  Plant,  to  be 
held  under  the  auspices  of  the  Connecticut  State  Medical 
Society’s  Committee  on  Industrial  Health  was  drowned  out 
by  the  August  flood.  This  is  to  be  regretted  as  a splendid 
program  had  been  worked  out  for  September  22.  We  hope 
that  the  symposium  can  be  reestablished  for  a future  date. 

4.  Proposed  Handbook  on  Workmen’s  Compensation 

Unfavorable  action  was  taken  to  a proposal  by  the  AMA 


Council  on  Industrial  Health  that  a state  workmen’s  com- 
pensation handbook  for  physicians  be  developed.  This  action 
was  taken  after  consultation  with  the  Chairman  of  the 
Workmen’s  Compensation  Committee  who  felt  that  this 
was  not  necessary  in  Connectciut.  This  speaks  well  for  the 
Workmen’s  Compensation  laws  of  the  state  and  for  the 
friendly  cooperative  basis  upon  which  the  physicians  of 
the  state  and  the  Workmen’s  Compensation  Commission 
have  always  worked. 

5.  Industrial  1 lealth  Program  for  Norwalk  Hospital  Staff 

In  December  Dr.  J.  Wister  Meigs  and  Dr.  Preston  N. 

Barton  spoke  at  the  regular  quarterly  staff  meeting  of  the 
Norwalk  Hospital;  the  former  on  the  subject  of  General 
Principles  and  Types  of  Services  Included  in  Occupational 
Medicine,  and  Dr.  Barton  on  Back  Conditions  and  their 
Functional  Importance  in  Work  Placement  and  Treatment. 

6.  Sixteenth  Annual  Conference  on  Industrial  Health 

I he  Chairman  of  the  Committee  and  two  other  members 
represented  the  Connecticut  State  Medical  Society’s  Com- 
mittee on  Industrial  Health  at  the  Conference  of  the  State 
Medical  Society  Committees  on  Industrial  Health  with  the 
Council  on  Industrial  Health  of  the  American  Medical 
Association  in  Detroit,  January  22.  Dr.  Preston  N.  Barton 
delivered  a paper  entitled,  “What  the  Committee  on  In- 
dustrial Health  May  Expect  from  the  State  Medical  Soci- 
ety.” This  paper  was  particularly  well  presented  and  re- 
ceived many  favorable  comments. 

7.  Annual  Meeting  of  the  New  England  Industrial  Med- 
ical Association. 

I he  program  for  the  Spring  meeting  of  the  Industrial 
Medical  Association  of  New  England  was  held  in  March, 
at  the  New  Departure  Plant  of  General  Motors  in  Meriden, 
and  was  sponsored  by  the  Connecticut  State  Medical  Soci- 
ety s Committee  on  Industrial  Health.  This  meeting  brought 
to  Connecticut  physicians  interested  in  Industrial  Medicine 
from  all  the  New  England  states. 

We  regret  to  report  the  death  of  Dr.  J.  Edward  Canby, 
a loyal  and  active  member  of  the  Committee. 

In  conclusion,  the  Committee  on  Industrial  Health  hopes 
that  it  has  in  some  small  degree  fulfilled  its  responsibility 
as  set  forth  in  the  By-laws  of  the  Connecticut  State  Med- 
ical Society,  Article  X,  Section  III,  Paragraph  IV;  namely, 
“.  . . the  functions  of  this  Committee  shall  be  to  inquire 
into  the  health  in  industry  for  the  purpose  of  making 
the  information  on  the  subject  available  to  members  of 
the  Society  and  to  all  other  persons  interested  in  improv- 
ing health  and  hygiene  of  persons  employed  in  industry.” 

I he  Committee  having  profited  greatly  by  the  firm  foun- 
dation laid  by  previous  Committees  is  assured  that  future 
Committees  will  carry  on  in  the  established  tradition  and 
continue  to  be  a vital  factor  in  disseminating  Industrial 
Health  information  and  improving  the  health  and  environ- 
ment of  not  only  the  many  Connecticut  citizens  employed 
in  industry,  but  also  of  the  w'orkers  as  a whole  whatever 
their  occupation. 

Respectfully  submitted, 
John  F.  Kilgus,  Jr. 
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REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
HEALTH 


Robert  R.  Kec 
N'oali  Barysh 
David  H.  Bates 
Alfred  I..  Burgdorf 
Francis  II.  Burke 
Clarence  \Y.  Harwood 
Louis  P.  Hastings 
I eonard  Parente 


:y,  Jr.,  Chairman 
Robert  P.  Rogers 
J.  Harold  Root,  Sr. 
Arthur  A.  Tower 
Edward  T.  Wakeman 
William  A.  W ilson 
Joseph  M.  Wool 
Stanley  H.  Osborn 


The  Committee  on  Public  1 lealth  has  held  monthly  meet- 
ing. during  the  past  year  and  many  problems  have  been 
discussed  and  the  attendance  has  been  very  good.  The 
membership  on  this  committee  contains  many  pediatricians 
and  1 think  other  branches  of  the  profession  should  be 
encouraged  to  be  represented.  We  should  not  forget  that 
all  matters  pertaining  to  medicine  are  of  importance  to  all 
of  us.  The  health  of  the  people  of  the  State  of  Connecticut 
is  of  vital  interest  to  us  personally. 

We  have  encouraged  the  State  Department  of  Health  to 
circulate  information  dealing  with  matters  of  public  health 
in  their  monthly  letters  to  physicians,  especially  on  the  sub- 
ject of  Nephrosis,  cystic  fibrosis  and  retrolental  fibroplasia. 

The  role  of  the  pediatrician  in  the  care  of  the  ADC  and 
State  Welfare  Department  patients  has  been  reviewed  and 
we  recommend  that  they  always  be  utilized  in  their  capacity 
as  a Specialist. 

We  reviewed  the  new  certificates  for  use  in  this  state  for 
Birth,  Death  and  Fetal  records. 

The  use,  distribution  and  regulations  for  T he  Polio  Vac- 
cine has  been  reviewed  monthly.  We  have  endorsed  the 
present  “State  Plan  for  Polio  Vaccine”  as  prepared  for  use 
of  the  Federal  Funds  under  the  Polio  Assistance  Act  of 
1955.  This  is  a matter  for  each  County  to  study  and  appoint 
a Liasion  Commirte  to  advise  all  Public  Health  Officers  in 
their  communities.  This  is  a complex  problem  and  will  have 
to  be  dealt  with  in  every  town  anil  city  on  an  individual 
basis. 

Respectfully  submitted, 
Robert  R.  Keeney 


REPORT  OF  THE  COMMITTEE  ON  SCHOOL 
HEALTH 

(Sub-Committee  of  Committee  on  Public  Health) 
Joseph  I..  Hetzel,  Chairman 
Ira  D.  Beebe,  D.D.S.  Stanley  H.  Osborn 

Mr.  Finis  Fugleman  Leonard  Parente 

Henry  Louderbough  James  H.  Root,  Jr. 

Charles  A.  Murphy  J.  Harold  Root 

Charles  C.  Wilson 


Your  sub-committee  has  met  regularly  and  with  effect 
during  the  past  year.  Attendance  has  been  good. 

After  hearing  presentations  on  health  education  instruc- 
tion given  in  two  of  the  State  Teachers  Colleges,  the  sub- 


committee felt  that  there  could  be  greater  uniformity  in 
the  instruction  of  our  future  teachers  in  health  education. 

At  the  request  of  the  Societty,  Dr.  Henry  Louderbough 
was  chosen  by  the  sub-committee  as  delegate  to  the  Fifth 
National  Conference  on  Physicians  and  Schools  in  Chicago 
last  fall.  I le  had  a valuable  and  stimulating  experience. 

The  major  effort  of  your  sub-committee  has  been  de- 
voted to  organizing  and  conducting  the  First  Connecticut 
Conference  on  Physicians  and  Schools.  In  this  connection 
Dr.  Fred  V.  Hein  of  the  Bureau  of  I lealth  Education  of 
the  AM  A conferred  with  us.  Then  a tentative  list  of 
subjects  for  group  discussion  was  compiled.  This  was  then 
sent  to  all  school  physicians  who  selected  those  topics  of 
greatest  interest  to  them.  Of  these  the  top  ten  were  chosen. 

Next  your  subcommittee  accomplished  the  difficult  task 
of  selecting  and  assigning  discussion  leaders,  recorders, 
source  people  and  participants  to  the  ten  groups. 

Registration  and  catering  w-as  arranged  for  by  the 
Women’s  Auxiliary. 

The  conference  was  held  November  9,  1955  at  the  1 lam- 
den  High  School.  Discussion  of  the  ten  selected  topics 
occupied  the  afternoon  session.  During  the  evening,  reports 
of  group  leaders  were  heard  and  discussed  by  the  entire 
conference.  Thus,  a good  interchange  of  viewpoint  and 
common  interest  was  effected. 

Attendance  t'  talcd  174  persons  of  w hich  there  were  81 
physicians,  38  nurses,  11  dentists,  15  educators  and  27 
from  various  related  fields. 

Comment  subsequent  to  the  conference  has  been  favor- 
able. Many  who  attended  have  asked  that  similar  confer- 
ences be  instituted  bi-ennially. 

A rep  rt  of  this  First  Connecticut  Conference  on  Physi- 
cians ami  Schools  has  been  prepared.  This  will  be  available 
to  the  conference  members  anil  others  interested. 

It  is  expected  that  perusal  of  this  report  will  stimulate 
further  interest  in  school  health. 

One  i r more  members  of  this  subcommittee  has  attended 
every  meeting  of  the  Connecticut  Advisory  School  Health 
Council.  I bis  body  is  continuing  to  do  excellent  work.  It 
is  a credit  to  the  Connecticut  State  Medical  Society,  which 
contributed  materially  to  its  formation. 

Respectfully  submitted, 
Joseph  I..  Hetzel 


REPORT  OF  COMMITTEE  ON  STATE 
LEGISLATION 

Alfred  L.  Burgdorf,  Chairman 
John  G.  Murray  Samuel  B.  Rentsch 

Winfield  F.  Wight  Edmund  F.  Douglass 

Asher  L.  Baker  Karl  T.  Phillips 

Executive  Secretary  of  Society 
Delegates  to  AM  A 
President  of  Society 

Chairman,  Committee  on  National  Legislation 

The  State  Medical  Society,  it  would  appear  has  a broad 
concern  for  the  state  legislative  activity.  I his  interest  is 
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evoked  by  a variety  of  matters  that  come  up  for  legislative 
consideration.  In  the  main,  the  following  broad  categories 
cover  most  of  the  concern  of  your  legislative  committee: 

a.  the  private  practice  of  its  constitutent  members  directly. 

b.  allied  professional  groups  with  whom  the  doctor  works. 

c.  the  institutions  in  which  doctors  work. 

d.  the  official  agencies  who  may  require  certain  services 
from  the  medical  profession. 

e.  licensing  of  practices  in  the  whole  field  of  the  healing 
arts. 

f.  the  broad  practices  in  public  health 

g.  the  laws  which  affect  the  people  directly  in  the  field 
of  health  and  welfare 

h.  provisions  for  the  education  and  training  not  only  of 
doctors  but  allied  professions. 

The  legislative  sessions  of  1955  covered  all  of  these 
categories.  The  committee  held  formal  meetings  to  reach 
decisions,  on  several  occasions  it  met  with  representatives 
of  other  committees  of  the  society  which  had  special  knowl- 
edge about  certain  fields  not  directly  represented  in  the 
legislative  committee  such  as  industrial  medicine,  psychiatry, 
pathology  anal  toxicology.  In  some  instances  special  com- 
mittees of  the  society  played  a major  role  in  developing 
legislation  or  discussing  it  at  the  hearings.  This  was  par- 
ticularly true  in  the  case  of  the  several  hills  covering  med- 
ical and  dental  education,  the  labeling  of  hazardous  sub- 
stances, the  motor  vehicle  licensure  for  epileptics  and  per- 
sons with  related  conditions. 

It  is  safe  to  say  that  not  all  of  the  testimony  of  members 
of  the  society  was  effective  in  bringing  about  desired  legis- 
lation or  in  defeating  poor  legislation. 

The  committee  concerned  itself  with  well  over  125  sepa- 
rate bills.  Less  than  fifty  legislative  actions  resulted  which 
are  of  some  direct  or  indirect  concern  to  the  membership. 
It  would  serve  no  purpose  to  try  to  enumerate  all  of  these 
in  this  report. 

The  legislature  saw^  the  wisdom  of  waiving  critizenship 
requirements  for  physicians  to  serve  in  our  state  institutions 
w hen  an  emergency  existed.  This  recognition  of  shortage 
in  professional  personnel  was  further  evinced  by  making 
it  possible  for  certain  physicians  coming  from  some  un- 
recognized foreign  schools  to  be  accepted  for  post-graduate 
study  under  certain  conditions. 

I he  waiver  of  citizenship  for  admission  to  examination 
for  nursing  until  October  1959  together  with  a waiver  of 
possession  of  a certificate  from  an  approved  institution  for 
licensed  practical  nurses  under  certain  conditions  was  in 
the  same  vein. 

Another  indication  of  the  times  was  the  enactment  of 
certain  restrictive  measures  in  the  field  of  radioactive  sub- 
stances. 

The  action  of  the  legislature  in  recognizing  treatment 
by  prayer  or  spiritual  means  both  in  the  compensation 
act  as  well  as  one  of  rhe  services  paid  for  by  the  medical 
payment  fund  in  the  State  Welfare  Department  is  a sig- 
nificant one  and  introduces  a new  practice  if  not  a new 
concept. 


A new  definition  of  chiropody  appeared  but  attempts 
to  establish  new  bases  for  the  practice  of  chiropractic 
failed. 

The  1955  session  saw  certain  realignments  in  administra- 
tive organization. 

a.  the  custody  of  children  for  many  years  divided  betw  een 
the  county  and  state  was  finally  transferred  entirely  to  the 
state. 

b.  the  licensing  of  mental  hospitals,  the  psychiatric  out- 
patient clinics,  the  administration  of  Federal  funds  under 
the  Mental  Health  Act  w'ere  transfered  from  the  State 
Department  of  Health  to  the  State  Department  of  Mental 
I lealth. 

The  handling  of  recalcitrant  tuberculous  patients  was 
more  clearly  spelled  out  and  the  Tuberculosis  Commission 
directed  to  set  up  certain  security  provisions. 

Attempts  to  provide  free  care  in  all  of  the  state  humane 
institutions  failed,  as  well  as  a specific  one  for  the  tuber- 
culosis sanatoria.  This  matter  was  compromised  by  remov- 
ing seme  of  the  burden  and  setting  up  special  appeal  bodies 
to  arrive  at  hardships  that  might  develop.  Under  the  pres- 
ent legislature  no  person  can  be  billed  even  tentatively  until 
a financial  investigation  has  been  made. 

Specific  legislation  providing  for  the  financing  and  con- 
trol of  poliomyelitis  vaccine  was  readily  agreed  to  by  all 
of  the  interested  parties. 

Very  few  changes  affecting  the  medical  aspects  of  com- 
pensation except  those  previously  mentioned  w7ere  finally 
put  into  law.  Minor  enactments  such  as  the  replacement 
of  artificial  aids  damaged  on  the  job  and  the  addition  of 
death  to  the  disability  provision  for  the  uniformed  services 
in  the  event  of  hypertension  or  heart  disease. 

A bill  providing  for  labeling  of  hazardous  substances 
supported  vigorously  by  many  members  and  several  com- 
mittees of  the  society  was  finally  not  enacted  but  referred 
to  the  Legislative  Council  for  further  study.  There  were 
many  other  matters  that  were  broadly  explored,  widely 
discussed  but  eventually  lost  such  as  introduction  of  pater- 
nity testing,  liberalizing  the  laws  in  regard  to  epileptics 
and  persons  with  similar  convulsive  states,  the  regulation 
of  hypodermic  syringes  and  many  others.  Undoubtedly 
many  of  these  will  appear  again  in  1957. 

Respectfully  submitted, 
Alfred  L.  Burgdorf 


REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
RELATIONS 


William  G.  H.  Dobbs,  Chairman 


Harold  A.  Bergendahl 
James  C.  Canniff 
Morris  A.  Hankin 
I larry  C.  Knight 


D.  Olan  Meeker 
James  H.  Root,  Jr. 
Stewart  P.  Seigle 
William  A.  Richardson 


Medical  public  relations  activities  advanced  considerably 
during  1955  at  all  levels  of  organization.  A distinctive  fea- 
ture of  this  progress  was  the  continued  trend  toward  inte- 
gration of  programs  by  national,  state  and  county  medical 
associations.  This  integration  has  been  made  possible  to  a 
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large  extent  bv  the  working  out  of  programs  by  county 
anil  urban  medical  associations.  In  this  way,  such  projects 
as  Emergency  Medical  Call  Plans  arc  now  operated  by 
so  many  local  associations  that  a rather  standard  pattern 
has  emerged  as  a result  of  the  interchange  of  information 
through  national  surveys. 

Not  only  has  this  integration  progressed  between  the 
various  levels  of  medical  organizations,  but  committees  of 
the  associations  have  developed  a greater  awareness  of  the 
value  of  public  relations  services  to  their  projects.  Allied 
organizations  also  have  increased  their  requests  for  cooper- 
ative services. 

In  Connecticut,  these  trends  have  been  reflected  by  a 
growing  number  of  serv  ice  requests  from  county  and  urban 
medical  associations  and  from  voluntary  health  organiza- 
tions, public  health  agencies,  community  organizations  and 
other  groups. 

An  appropriate  example  in  the  relatively  new  field  of 
television  exists  in  the  Society’s  participation  in  health  edu- 
cation telecasts  sponsored  by  the  Connecticut  I V Com- 
mittee for  Health  Education,  an  independent  committee  of 
1 8 state-wide  health  organizations.  An  additional  indication 
of  sound  progress  in  this  field  was  the  recent  appointment 
of  a committee  by  the  New  I laven  County  Medical  Asso- 
ciation to  review  certain  health  films  which  from  time  to 
tiime  are  scheduled  for  television  programs. 

Two  other  examples  of  coordinated  planning  were  the 
second  national  observance  of  Community  Health  Week, 
March  18-24  ‘n  cooperation,  with  the  United  States  Junior 
Chamber  of  Commerce,  and  the  first  National  Medical 
Education  Week,  April  22-28. 

Another  project  which  necessitates  integrated  planning 
at  all  levels  is  an  educational  program  proposed  by  the 
AMA  to  encourage  the  advancement  of  scientific  training 
through  high  school  science  clubs.  A survey  by  this  com- 
mittee indicates  that  there  are  159  such  clubs  in  Connecticut 
and  the  potentials  of  a program  in  this  area  are  currently 
being  studied. 

Limited  space  precludes  a detailed  account  of  all  activi- 
ties. Therefore,  principal  activities  during  the  past  year  are 
outlined  as  follows: 

Emergency  Call  Services — Two  new  Emergency  Call 
Plans  were  established  during  the  year,  one  in  Willimantic 
and  the  orlier  in  Derby  to  serve  that  community  and  four 
neighboring  communities  of  Ansonia,  Shelton,  Seymour  and 
Oxford.  The  plans  are  operated  by  the  Willimantic  Med- 
ical Association  and  the  Medical  Association  of  the  Lower 
Naugatuck  Valley  and  provides  continuous  emergency  call 
services.  The  new  plans  have  increased  to  18  the  number 
of  such  community  service  projects  in  Connecticut,  now 
available  to  more  than  80%  of  the  state  population. 

Publications — The  Family  Health  Record  published  last 
year  lias  proved  very  popular.  It  is  planned  to  complete 
distribution  of  this  record  to  physicians  as  soon  as  possible, 
after  which  plans  for  public  distribution  will  be  developed. 

Another  publication,  an  emergency  card  for  medical  use 
has  recently  been  developed  and  it  is  anticipated  this  will 
be  ready  for  distribution  within  a short  time. 

The  First  Aid  Chart  developed  in  cooperation  with  the 


Woman’s  Auxiliary  has  proved  highly  popular  and  thou- 
sands of  copies  have  been  distributed  in  connection  with 
television  programs,  at  fairs,  organization  meetings  and 
through  physicians  offices. 

Community  Service  Exhibits — Two  exhibits  concerning 
emergency  call  plans  were  used  in  hospital  lobbys,  banks 
and  other  places  during  the  year  to  help  advance  public 
knowledge  of  this  community  service  by  medical  associa- 
tions. 

An  exhibit  concerning  the  Family  Health  Record  was 
used  at  a national  conference  in  Chicago  anil  at  several 
meetings  throughout  the  state.  Two  other  exhibits  depict- 
ing medical  association  activities  arc  being  planned  for  use 
during  the  coming  year. 

In  addition  to  the  society’s  own  exhibits,  a number  of 
organizations  were  assisted  in  obtaining  health  exhibits  from 
the  American  Medical  Association  for  display  at  health 
fairs  and  other  events. 

Country  Fair  Exhibits — All  of  these  portable  exhibits 
were  displayed  at  15  Connecticut  fairs  during  the  year. 
This  project  was  sponsored  by  the  Society’s  committee  on 
Rural  I Icaltli  in  cooperation  w ith  the  Woman’s  Auxiliary 
and  Connecticut  Medical  Service. 

Newspaper  Health  Columns — Titled  “Your  Health,”  this 
weekly  column  was  written  throughout  the  year  for  Con- 
necticut's 55  weekly  newsappers.  The  column  was  started 
in  1948  and  has  proved  to  be  a popular  series  for  newspaper 
use.  Its  purpose  is  to  provide  sound  health  information  and 
to  maintain  press  relations. 

Connecticut  State  Medical  Journal  — A considerable 
amount  of  copy  was  prepared  for  the  Connecticut  State 
Medical  Journal  during  the  year.  This  included  a monthly 
section  on  public  relations  activities,  a display  page  for 
AMEF,  other  projects  and  a number  of  special  activities. 

Press,  Radio  and  Television  News — Information  was  also 
furnished  to  news,  radio  and  1 V media  during  the  year 
in  connection  with  activ  ities  of  the  society  and  component 
and  allied  associates.  In  addition,  special  articles  were  writ- 
ten for  news  letters  and  professional  journals,  including  the 
Journal  of  the  American  Medical  Association  and  the  Con- 
necticut Pharmacist. 

National  Legislation — An  information  program  concern- 
ing national  legislation  of  special  interest  to  the  profession 
was  conducted  during  the  year  in  cooperation  with  the 
Committee  on  National  Legislation. 

“ Today's  Health ” — In  cooperation  with  the  Woman’s 
Auxiliary,  the  committee  has  continued  to  encourage  sub- 
scriptions by  physicians  to  this  popular  health  magazine 
for  reception  room  use.  The  magazine  is  published  by  the 
American  Medical  Association  for  the  dissemination  of 
useful  health  information. 

The  cooperation  of  members  of  the  Society  in  speaking 
before  community  groups,  participating  in  television  pro- 
grams and  health  forums,  planning  and  operating  emergency 
services  and  contributing  to  public  relations  activities  in 
other  ways,  is  sincerely  appreciated  by  this  committee. 

Respectfully  submitted, 
William  G.  H.  Dobbs 
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REPORT  OF  THE  CANCER  COORDINATING 
COMMITTEE 


Allan  J.  Ry: 
Matthew  H.  Griswold 
Mark  A.  Hayes 
William  Mendelsohn 
Benjamin  R.  Reiter 

Four  regular  meetings  of 
they  were  well  attended.  T 
the  year  is  described  below. 


i,  Chairman 
Robert  Tennant 
Vincent  J.  Vinci 
Ashley  W.  Oughterson 
Paul  1).  Rosahn 

c committee  were  held  and 
business  contracted  during 


i.  Appointment  of  a Medical  Advisory  Committee  to  the 
Connecticut  Branch  of  the  American  Cancer  Society. 


This  committee  has  worked  diligently  for  a number  of 
years  and  some  of  its  members  expressed  a desire  to  be 
relieved  and  allow  new  members  the  opportunity  of  con- 
tributing to  this  work.  Drs.  Theodore  S.  Evans,  Alfred 
Burgdorf  and  J.  Raymond  Glazier  consented  to  stay  on 
the  committee  and  Dr.  Evans  will  remain  as  chairman. 
The  new  members  are  Drs.  Joseph  J.  Esposito,  Rolf  E. 
Katzenstein,  Mark  A.  Hayes  and  Francis  A.  Sutherland. 

2.  Appointment  of  Trustees-at-Large  to  the  Connecticut 
Branch  of  the  American  Cancer  Society. 


Theodore  S.  Evans 
J.  Raymond  Glazier 
Mark  A.  Hayes 
Rolf  E.  Katzenstein 
Milton  M.  Liebrthal 

Louis  P.  I las 
Joseph  C.  Woe 


William  Mendelsohn 
John  M.  Morris 
Edward  J.  Ottenheimer 
Ashley  W.  Oughterson 
N.  William  Wawro 
ings — Alternate 
dward — -Alternate 


3.  Assisting  with  the  arrangements  for  the  State  Cancer 
Conference. 


This  year  it  was  decided  to  have  the  conference  in  Hart- 
ford on  March  14,  1956.  Until  now  this  conference  was 
held  in  New  Haven  and  it  is  hoped  that  a more  widely 
representative  group  of  doctors  w ill  attend  the  conference 
in  Hartford.  There  was  also  some  thought  about  having 
the  next  conference  as  part  of  the  State  Medical  Society’s 
Annual  Meeting.  The  committee  will  await  the  results  of 
the  attendance  of  the  Hartford  meeting  before  taking  any 
action. 

4.  The  Cancer  Registry  in  Hartford. 

At  the  present  time  the  Hartford  Cancer  Registry  is  011c 
of  the  most  complete  in  this  country.  It  represents  a most 
valuable  source  of  information  about  cancer  and  this  com- 
mittee wishes  to  stimulate  its  utilization.  Two  studies  are 
now  in  progress.  One  deals  with  the  study  of  Breast  Can- 
cer and  the  other  is  Endometrial  and  Cervical  Cancer. 


5.  Review  of  Kinescope  Films. 

During  the  year  this  committee  devotes  a good  deal  of 
time  in  reviewing  various  films  dealing  with  cancer  for 
showings  to  the  medical  profession  and  the  public.  Before 
such  films  are  exhibited,  the  approval  of  this  committee  is 
desirable. 


The  following  films  were  approved: 

i.  Melanoma. 


2.  Cancer  of  the  Thyroid. 

3.  Cancer  in  Children. 

The  following  films  were  not  approved: 

1.  Head  and  Neck  Cancer. 

2.  Cancer  of  the  Rectum  and  Colon. 

3.  Differential  Diagnosis  of  Uterine  Bleeding. 

6.  Cancer  Detection  Program  in  the  Physicians  Office. 

An  exhaustive  survey  was  made  of  this  program  by  send- 
ing out  questionnaires.  The  results  revealed  that  many  doc- 
tors are  interested  in  cancer  detection  and  have  discovered 
many  cases  of  early  cancer.  It  is  this  committee’s  opinion 
that  the  program  is  valuable  and  should  be  encouraged. 

Respectfully  submitted, 
William  Mendelsohn 


REPORT  OF  THE  COMMITTEE  ON  MENTAL 
HEALTH 

Francis  J.  Braceland,  Chairman 
John  IT.  Bumstead  John  H.  Foster 

Charles  S.  Culotta  Foster  E.  Priddy 

Franklin  S.  DuBois  G.  Gardiner  Russell 

The  Committee  on  Mental  Health  was  inactive  over  a 
period  of  several  months  due  to  the  illness  and  resignation 
of  its  Chairman.  A meeting  was  held  on  January  26  at 
6:30  p.  m.  at  the  Graduate  Club,  New  Haven,  and  the 
members  of  the  Committee  present  made  a general  survey 
of  their  situation  and  reviewed  the  background  of  the  work 
of  the  Committee  and  examined  the  question  as  to  how' 
the  Committee  could  function  for  the  best  interests  of 
mental  health  in  the  State  of  Connecticut  and  the  best 
interests  of  the  Society.  The  reason  for  this  examination 
lay  in  the  fact  that  many  of  the  objectives  of  the  Com- 
mittee had  been  accomplished.  Under  the  capable  direction 
of  Doctor  Franklin  S.  DuBois  many  of  the  things  deemed 
necessary  for  the  advancement  of  mental  health  in  the 
State  were  brought  to  fruition:  A Mental  Health  Commis- 
sioner was  appointed;  an  Advisory  Committee  to  the  Gov- 
ernor was  formed;  and  the  situation  seemed  to  be  well 
in  hand. 

While  it  was  the  consensus  that  interest  had  fallen  off 
since  these  advancements  were  accomplished,  it  was  deter- 
mined that  there  was  still  a great  need  for  the  Committee 
to  operate  in  order  that  the  State  Society  would  be  kept 
advised  of  the  mental  health  situation  and  in  order  that 
it  might  serve  to  relay  to  the  Society  the  feelings  of  the 
workers  in  the  field,  both  professional  and  lay.  It  was  de- 
termined that:  (1)  The  Committee  would  function  more 
cfficientlv  if  rhev  met  quarterly  rather  than  meeting  cverv 
month  as  it  had  been  doing;  (2)  That  the  Acting  Chairman 
would  arrange  a luncheon  with  Doctor  John  Blasko,  Doc- 
tor Priddy  and  Doctor  Russell  and  assess  the  present  day 
needs  of  mental  health  and  determine  how  best  the  Com- 
mittee cotdd  be  of  assistance;  (3)  The  Acting  Chairman 
was  instructed  to  communicate  with  Mrs.  Leigh  Hammers- 
lcy,  the  President  of  the  State  Mental  Hygiene  Society  and 
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endeavor  to  coordinate  some  of  the  work  of  the  State 
Medical  Society  Committee  on  Mental  Health  with  the 
State  Mental  Hygiene  Society  activities.  This  latter  is  a 
very  active  organization  and  is  making  various  plans  for 
the  welfare  of  patients  with  mental  illness  and  emotional 
disorders;  (4)  It  was  determined  that  one  of  the  functions 
of  the  Committee  would  be  to  encourage  in  every  way 
possible  the  formation  of  psychiatric  units  or  pavilions  in 
the  general  hospitals  of  the  State;  (5)  It  was  determined 
that  at  a later  date  an  examination  would  be  made  of  the 
extent  of  psychiatric  teaching  and  the  method  of  procedure 
in  the  various  institutions  within  the  confines  of  State 
boundaries. 

This  is  an  interested  Committee  and  is  appreciative  of 
the  help  received  from  Doctor  Creighton  Barker  and  Doc- 
tor Oliver  L.  Stringfield  and  it  respectfully  submits  this 
report. 

Respectfully  submitted, 
Francis  J.  Braceland 


REFORT  OF  THE  COMMITTEE  ON  THIRD 
PARTY  PAYMENTS 
William  11.  Curley,  Jr.,  Chairman 
Donald  G.  Arnault  Henry  Mcrriman 

Russell  A.  Kcddv  Benjamin  V.  White 

There  were  two  meetings  of  the  Committee  on  Third 
Party  Payments  during  the  past  year.  In  response  to  a 
directive  of  the  Council,  a meeting  of  the  Committee  on 
Third  Party  Payments  was  held  on  July  14,  1955  to  define 
the  responsibilities  of  the  Committee  on  Third  Party  Pay- 
ments as  it  relates  to  the  Special  Committee  to  study  Third 
Party  Payments  for  Medical  and  Ancillary  Non-Surgical 
Services  (“White  Committee”).  It  was  recommended  to 
the  Council  that  the  “White  Committee,”  and  any  similar 
committees  in  the  future,  could  best  function  as  sub-com- 
mittees of  the  Committee  on  Third  Party  Payments  so  long 
as  a specific  need  for  them  exists. 

The  report  to  the  Council  with  this  recommendation 
was  accepted  at  the  Council  meeting  of  September  15, 
'955- 

A second  meeting  was  held  on  February  29,  1956.  The 
Advisory  Committee  to  the  Commissioner  of  Welfare, 
(Edwin  R.  Conners,  m.d.,  Chairman)  referred  to  this 
Committee  the  matter  of  the  relationship  between  the  pedi- 
atricians of  the  State  of  Connecticut  and  the  “Aid  to  De- 
pendent Children  Program”  administered  by  the  Welfare 
Commissioner.  It  was  recommended  that  the  qualified  pedi- 
atrician act  at  all  times  as  a specialist  in  the  State  Welfare 
Department  Program  on  medical  care  for  children  and  that 
he  be  paid  specialist  fees  for  his  services. 

This  matter,  with  the  above  recommendations,  was  then 
referred  back  to  the  Advisory  Committee  to  the  Commis- 
sioner of  Welfare. 

Respectfully  submitted, 
William  H.  Curley,  Jr. 


REPORT  OF  THE  JOINT  COMMITTEE  OF  THE 
CONNECTICUT  STATE  MEDICAL  SOCIETY, 
CONNECTICUT  PHARMACEUTICAL 
ASSOCIATION  AND  THE  CONNECTICUT 
STATE  DENTAL  ASSOCIATION 
Barnett  Greenhouse,  Chairman 
Benjamin  Katzin  Fritz  M.  Meyer 

Walter  J.  Keefe  William  V.  Wener 

This  committee  is  a professional  relations  committee  rep- 
resenting medicine,  dentistry  and  pharmacy.  Each  state 
association  is  represented  by  a panel  of  five  members  which 
meets  four  times  a year. 

I he  ground  work  for  this  committee  was  laid  in  1941 
and  came  to  fruition  in  1946  with  Dr.  Stanley  B.  Weld 
as  its  first  chairman.  The  late  Dr.  William  Salter  headed 
this  committee  the  following  year,  and  the  current  chair- 
man has  continued  in  this  post  for  the  ensuing  eight  years. 

Originally  a joint  committee  of  the  State  Medical  and 
State  Pharmacy  Associations,  the  State  Dental  Association 
joined  this  committee  in  1953  and  has  been  taking  an 
active  interest  in  its  activities. 

The  Food  and  Drug  Committee  was  organized  in  1948 
as  a sub-committee  of  the  J.C.C.  and  it  has  continued 
under  its  sponsorship  as  an  advisory  committee  in  the  evalu- 
ation of  foods,  drugs,  cosmetics  and  devices. 

These  two  committees  have  been  consistently  active  and 
hat  e created  national  interest. 

With  this  report,  the  chairman  retires  from  both  of  these 
committees  anil  wishes  to  express  his  gratitude  to  all  who 
have  served  with  him  and  contributed  to  their  growth  and 
prestige.  It  was  a delightful  and  rewarding  experience. 

Respectfully  submitted, 
Barnett  Greenhouse 


REPORT  OF  THE  ADVISORY  COMMITTEE  TO 
WOMAN  S AUXILIARY 
Newell  W.  Giles,  Chairman 
Morton  Arnold  Steven  P.  Magyar 

Orvan  W.  Hess  Frank  L.  Polito 

Winfield  ().  Kelley  Alfred  B.  Sundquist 

Jacques  Van  B.  Voris 

Members  of  the  Advisory  Committee  have  discussed  with 
members  of  the  Women’s  Auxiliary  during  the  year  the 
several  problems  on  which  their  advice  was  asked,  and 
hope  that,  in  this  way,  we  have  been  of  some  help  in  the 
work  of  the  auxiliary. 

Respectfully  submitted, 
Newell  W.  Giles 


Connecticut  State  Medical  journal 


ANNUAL  REPORTS 


493 


REPORT  OF  THE  COMMITTEE  ON  NATIONAL 
LEGISLATION 

I).  Olan  Meeker,  Chairman 
Joseph  A.  Fiorito  Charles  T.  Schechtman 

Henry  Merriman  Edward  P.  M hire 

Karl  T.  Phillips  Alfred  L.  Burgdorf 

Creighton  Barker 

Chronologically,  we  arc  now  in  the  Second  Session  of 
the  84th  Congress.  Historically,  we  are  at  a point  where 
the  socialist  advocates  in  our  Congress  have  brazenly  at- 
tempted a blitz  of  parliamentary  law  to  foist  their  ideas 
on  an  unaware  public.  I here  have  been  few  attempts  in 
the  past  so  slyly  maneuvered  as  was  HR7225.  Its  potential 
impact  on  our  system  of  government  is  so  great  that  con- 
sideration of  it  diffuses  the  picture  of  all  other  medical 
legislation  of  this  session  of  Congress. 

But  before  dissecting  HR7225,  an  Act  to  amend  Title  II 
of  the  Social  Security  Act,  let  us  look  at  the  score -board 
to  date. 

During  the  first  session  of  the  84th  Congress  which  ad- 
journed August  2,  1955,  the  following  bills  had  become 
public  law: 

(1)  The  Doctor  Draft  Extension  for  2 years  which  was 
claimed  essential  by  the  Defense  Department. 

(2)  $100  Extra  Pay  was  extended  for  4 years  for  military 
doctors.  (Following  objections  of  the  AMA,  the  doctor 
draft  was  modified  in  several  respects:) 

(a)  age  limit  for  callup  was  lowered  from  51  to  46,  and 

(b)  any  physician  rejected  for  a commission  solely  for 
physical  reasons  could  no  longer  be  liable  on  reaching  age 
35- 

(3)  Salk  Vaccine  Grant  of  $30  million  was  made  to 
help  states  finance  inoculations  of  eligible  persons  who 
might  not  otherwise  receive  the  vaccine.  The  AMA 
strongly  opposed  a move  to  give  the  federal  government 
control  over  allocation  and  distribution  of  all  Salk  vaccine 
and  for  unlimited  grants  to  give  all  eligible  persons  inocu- 
lations. Final  outcome:  a temporary  limited  grants  bill  (to 
which  the  AMA  did  not  object)  plus  a voluntary  program 
of  distribution  of  the  vaccine  worked  out  by  the  Admin- 
istration, the  profession  and  the  industry.  The  grants  had 
to  be  used  by  February  15,  1956. 

On  February  2,  1936,  this  bill  was  extended  till  June  30, 
1957  as  Public  Law  41 1.  No  other  change  was  made  in  the 
law  save  the  extension  date. 

(4)  Mental  Health  Survey.  Congress  voted  $1,250,000  to 
finance  an  extensive  3 year  survey  of  mental  health  prob- 
lems and  existing  programs  in  this  field.  The  survey  is  to 
be  conducted  by  non-government  groups.  This  was  fully 
supported  by  the  AMA  on  the  theory  that  a definitive  study 
is  necessary  before  expanding  grants  to  states,  as  proposed 
in  the  Administration’s  Omnibus  Health  Bill. 

(5)  Air  Pollution  Grants  totalling  $25  million  over  5 
years  to  states,  local  governments,  private  groups  and  in- 
dividuals for  research,  training  and  demonstration  projects 
in  air  pollution  abatement.  AMA  supported  this  bill,  which 
passed  without  opposition. 


(6)  Commissioning  of  Male  Nurses  was  authorized  for  the 
first  time  for  male  nurses  in  the  armed  services.  AMA  sup- 
ported this  bill. 

There  were  several  other  bills  of  medical  interest  which 
had  passed  one  House  but  not  both.  Among  them  were 
(a)  the  notorious  HR7225,  the  amendment  to  the  Social 
Security  Act,  passed  by  the  House;  (b)  the  Laboratory 
Research  Facilities  Grants  of  $90  Million  for  use  of  schools 
of  medicine,  dentistry  and  osteopathy  and  by  hospitals  for 
constructing  research  and  lab  facilities  for  study  of  certain 
specific  diseases,  such  as  cancer  (opposed  by  AMA  because 
it  has  not  been  demonstrated  that  construction  alone  will 
materially  improve  research  nor  vvill  it  allow  states  or 
local  communities  a voice  in  planning  an  integrated  sys- 
tem); (c)  PHS  Military  Status  granting  PHS  Commissioned 
officers  equal  military  status  to  the  Army,  Navy  and  Air 
Force  during  a national  emergency.  This  bill  would  give 
all  PHS  officers  all  the  privileges  and  benefits  of  other 
services,  including  veterans’  benefits.  (The  AMA  is  study- 
ing this  question);  (d)  Water  Pollution  Grants  extending 
the  present  bill  till  i960  and  providing  $2  million  a year 
in  grants  for  water  pollution  prevention.  (AMA  favors  this 
bill.)  All  except  the  first  mentioned  HR7225  have  been 
passed  by  the  Senate  only. 

Hearings  but  no  further  action  included  Federal  Aid  to 
Medical  Education,  Bricker  Amendment,  Jenkins-Keogh 
Tax  Deferments,  Mental  Health  Grants,  Practical  and  Pro- 
fessional Nurse  Training  and  Amending  the  Biologies  Con- 
trol Act. 

There  was  no  progress  on  Health  Re-insurance,  Military 
Dependent’s  Medical  Care,  Federal  Workers  Health  Insur- 
ance and  Mortgage-Loan  Guarantees. 

As  of  March  2,  1956,  three  other  bills  have  passed  the 
House.  The  Military  Career  Incentives  Bill  has  two  main 
provisions.  The  first  would  credit  as  constructive  service 
time  the  years  spent  by  physicians  in  medical  school  and 
internship,  thus  permanently  improving  their  promotion  and 
general  pay  status.  The  second  provides  $50  per  month 
increases  after  3,  6 and  10  years  service,  in  addition  to  the 
$100  per  month  special  pay.  House  debate  brought  out  that 
during  the  last  fiscal  years  i,coo  career  medical  officers  left 
the  service  by  resignation,  death,  retirement  or  disablement; 
of  these  880  resigned.  During  the  same  period  only  350 
men  took  commissions  in  the  regular  medical  corps. 

The  second  bill  to  become  Public  Law  this  Session,  the 
Military  Dependent  Medical  Care  bill  authorizes  private 
care  for  service  families  under  arrangements  to  be  made 
by  the  Defense  Department.  The  families  would  have  the 
choice  of  private  care  or  care  in  military  facilities,  except 
that  the  Secretary  of  Defense  could  limit  or  deny  govern- 
ment-paid private  care  where  military  medical  facilities 
were  adequate.  This  restriction,  inserted  in  the  bill  at  the 
request  of  the  military  surgeons  general,  was  opposed  by 
the  AMA,  the  American  Hospital  Association  and  a number 
of  other  groups.  In  reply,  the  House  Armed  Services  Com- 
mittee declared,  “The  proposed  Legislation  does  not  con- 
template any  new  expansion  of  medical  facilities  for  the 
uniformed  services;  nor,  on  the  other  hand,  does  it  con- 
template any  reduction  in  the  medical  facilities  of  the 
uniformed  services  that  arc  now  in  existence  or  now 
planned.” 
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The  third  bill  passed  by  the  1 louse  is  the  VA  appropria- 
tions bill  carrying  $817  million  for  the  VA  medical  pro- 
gram, an  increase  of  $66  million  over  present  spending. 

The  1 louse  also  voted  and  sent  to  the  Senate  a budget 
of  $1.9  billion  for  the  Department  of  Health,  Education 
and  Welfare.  The  House  cut  $19  million  from  an  admin- 
istration request  of  $130  million  for  Hill-Burton  hospital- 
clinic-nursing  home  programs,  but  added  $9  million  to 
the  National  Institutes  of  Health  to  make  that  total  $135 
million. 

As  for  many  years,  the  largest  money  item  in  the  bill 
is  for  public  assistance  grants  to  the  States,  amounting  to 
$1.3  billion.  Included  in  this  arc  medical  payments  to  public 
assistance  recipients,  and  aid  to  totally  and  permanently 
disabled,  the  blind  and  dependent  children. 

A ray  of  sunshine  appeared  over  the  Brickcr  Amendment 
when  by  a vote  of  11  to  2,  the  Senate  Judiciary  Committee 
approved  a modified  version  in  the  form  of  new  wording 
proposed  by  Senator  Dirksen  but  supported  by  Senator 
Brickcr.  Scrapped  was  a part  of  the  earlier  amendment 
which  read,  “A  provision  of  a treaty  or  other  international 
agreement  which  conflicts  with  this  constitution  or  which 
is  not  made  in  pursuance  thereof  shall  not  be  the  supreme 
law  of  the  land  nor  be  of  any  force  or  effect.  A treaty 
or  other  international  agreement  shall  become  effective  as 
internal  law  in  the  United  States  only  through  legislation 
valid  in  the  absence  of  international  agreement.” 

The  new  wording  merely  states:  “A  provision  of  a treaty 
or  other  international  agreement  which  conflicts  with  any 
provision  of  this  Constitution  shall  not  be  of  any  force 
or  effect.”  Also  retained  are  the  requirements  for  a Senate 
roll  call  vote  on  treaties  and  provision  for  the  amendment 
to  become  effective  after  approval  by  legislature  of  three- 
fourths  of  the  States  within  seven  years.  Thus,  the  chief 
objection  of  the  administration  has  been  removed  and  there 
is  much  more  chance  of  passage  by  the  Senate. 

It  is  worthwhile  noting  here  that  the  Chamber  of 
Commerce  of  the  United  States  asked  Congress  to  inves- 
tigate the  structure  and  activities  of  the  International  Labor 
Organization  to  determine  whether  the  United  States  should 
continue  to  participate  in  what  has  been  a sounding  board 
for  Russian  propaganda  on  socialism  and  collectivism.  This 
has  been  true  since  1954  when  Russia  and  her  satellites 
joined  I.L.O.  and  have  been  able  to  dominate  the  entire 
conference.  At  present  the  United  States  pays  25  per  cent 
of  I.L.O.  expenses. 

Airs.  Roosevelt  opposed  the  suggestion  that  the  United 
States  leave  the  I.L.O.  saying,  “You  cannot  win  anything 
if  we  pull  out  and  go  home.  You’ve  got  to  stay  and 
fight.”  She  neglected  to  say  that  you  should  continue  to 
fight  even  though  you’re  knocked  unconscious. 

We  now  have  only  a few  remarks  to  make  on  HR7225 
before  closing. 

Chairman  Jcrc  Cooper,  Democrat  from  Tennessee,  of  the 
Committee  on  Ways  and  Means  of  the  House,  introduced 
on  July  18,  1955  a bill,  “To  amend  Title  II  of  the  Social 
Security  Act  to  provide  disability  insurance  benefits  for 
certain  disabled  individuals  who  have  attained  age  fifty, 
to  reduce  to  age  sixty-two  the  age  on  the  basis  of  which 
benefits  arc  payable  to  certain  women,  to  provide  for  con- 


tinuation of  child's  insurance  benefits  for  children  who  are 
disabled  before  attaining  age  eighteen,  to  extend  coverage, 
anil  for  other  purposes.” 

By  a slight  of  hand  type  of  parliamentary  procedure  Mr. 
Cooper  introduced  this  amendment  and  limited  discussion 
of  it  to  20  minutes  for  each  side  and  prohibited  any  change 
in  its  structure.  Considering  that  this  bill  never  had  any 
public  hearing  despite  the  fact  that  it  would  alter  and 
possibly  pull  down  the  entire  Social  Security  structure 
about  our  heads  and  that  its  minimum  estimated  cost  would 
be  $2  to  $2'/z  billion  a year,  it  is  no  wonder  that  one  Con- 
gressman (Jenkins)  stated  that  the  method  of  introducing 
the  bill  under  suspension  of  the  rules  “is  a gross  usurpation 
of  legislative  procedure”  and  that  “it  was  unthinkable  that 
public  hearings  not  be  held.” 

To  give  you  some  idea  as  to  why  many  sound  students 
of  Social  Security  are  worried  that  this  bill  might  cause 
the  collapse  of  the  structure  by  its  colossal  cost  let  us  take 
a concrete  example.  As  projected  in  this  bill,  in  1975  the 
ultimate  tax  rate  is  9 per  cent  shared  equally  by  employees 
and  their  employers.  The  self-employment  tax  applicable 
to  professional  individuals,  proprietors,  farmers  and  other 
self-employed  individuals,  will  become  6%  per  cent. 

The  tax  on  wages  is  a tax  on  gross  wages,  without  any 
deductions.  T he  tax  on  self-employment  income  permits 
only  certain  business  deductions  such  as  depreciation.  It 
is,  in  effect,  a tax  on  adjusted  gross  income.  The  eventual 
6%  per  cent  rate  on  the  self-employed  would  be  equivalent 
of  a net  income  tax  in  the  neighborhood  of  20  per  cent 
and  higher  in  many  cases. 

For  example,  a farmer  with  a net  income  from  self-em- 
ployment of  $4,200  in  1975  with  a wife  and  two  children 
and  using  the  standard  deduction  would  pay  a Federal 
income  tax  of  $276.  His  social  security  tax,  though  would 
be  $283.50,  in  excess  of  20  per  cent  of  net  income.  With 
three  children,  his  income  tax  would  be  $156  but  his  social 
security  tax  would  still  be  $283.50  or  the  equivalent  of  a 
net  income  tax  of  36  per  cent. 

So  much  for  the  hand  in  your  pocket,  but  let  us  look  at 
the  cash  disability  benefits.  Now  just  what  is  total  and 
permanent  disability  under  this  bill?  It  is,  “inability  to 
engage  in  any  substantial  gainful  activity  by  reason  of  a 
medically  determinable  physical  or  mental  impairment 
which  can  be  expected  to  result  in  death  or  which  is  ex- 
pected to  be  of  long  continued  and  indefinite  duration.” 
As  ethical  medical  men  it  would  be  nearly  impossible  to 
classify  a man  as  totally  and  permanently  disabled  under 
those  qualifications,  but  if  you  stop  to  think  you  can  imagine 
the  political  pressure  which  would  be  brought  to  bear. 
The  payment  of  the  cash  disability  benefit  would  be  statu- 
tory right,  to  be  paid  regardless  of  the  recipient’s  financial 
status. 

Determination  of  disability  would  involve  certification  by 
a private  physician,  supervised  by  state  agencies,  but  paid 
by  the  federal  government. 

Furthermore,  the  disabled  person  will  not  be  eligible 
for  cash  benefits  unless  he  accepts  vocational  rehabilitation 
but  even  so  he  would  be  considered  disabled  for  one  year 
after  the  first  rendered  such  services. 

It  is  pertinent  to  remember  that  since  the  start  of 
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Social  Security  in  1935  there  has  never  been  any  actuarial 
study  of  it.  YVe  know  little  about  its  soundness  and  can 
only  surmise  its  weaknesses.  HR7225  is  an  attempt  to  foist 
the  Social  Security  Act  into  a government  medical  pro- 
gram. It  is  “pork  barrel”  of  the  first  water  in  an  election 
year  and  a strong  temptation  to  those  who  are  unconcerned 
with  our  country’s  welfare. 

No  better  summary  of  HR7225  can  be  made  than  that 
given  in  Dr.  Elmer  Mess’,  “A  Clinical  Analysis  of  HR7225” 
which  was  sent  to  each  of  you.  It  states: 

1.  This  Bill  would  have  a far-reaching  impact  on  the  prac- 
tice of  medicine,  and  an  unpredictable  financial  effect  on 
the  Social  Security  system. 

2.  This  legislation  needs  far  more  study  before  any  action 
is  taken. 

3.  No  crisis  exists  to  warrant  immediate  passage. 

4.  Cash  handouts  would  hinder  rather  than  promote  re- 
habilitation, because  successful  rehabilitation  would  mean 
loss  of  the  cash  benefit. 

5.  Social  Security  should  be  taken  out  of  politics. 

In  closing,  your  Chairman  wishes  to  thank  the  following: 
Dr.  Thomas  Murdock  for  his  guidance  and  counsel  at  the 
meeting  of  the  Board  of  Trustees  of  the  AMA  in  Chicago 
in  October  past;  Dr.  Creighton  Barker  for  his  continual 
help  in  advising  on  the  ways  of  medical  politics;  Mr. 
James  Burch  for  his  willingness  to  supply  the  Committee 
with  literature  and  arrange  speaking  dates,  and  the  entire 
Committee  for  its  participation  in  this  demanding  work. 

Respectfully  submitted, 

D.  Olan  Meeker 


REPORT  OF  THE  COMMITTEE  ON  STATE 
BLOOD  BANK 


Ralph  E.  Kendall,  Chairman 


Irving  B.  Akerson 
Gerald  J.  Carroll 
Joseph  O.  Collins 
Lane  Giddings 
Frederick  B.  I lartman 
Christie  E.  McLeod 

Ira  V. 


Sawyer  E.  Medbury 
Lincoln  Opper 
Edward  V.  Stevenson 
John  E.  Thayer 
Victor  G.  II.  Wallace 
Levin  Waters 
Hiscock 


We  now  have  the  experience  of  almost  six  years  of  the 
Connecticut  Regional  Blood  Program  and  the  collection 
and  distribution  of  over  a half  million  pints  of  blood. 
This  exceeds  the  highest  expectations  of  the  committee  at 
the  time  the  program  was  initiated.  The  enormous  volun- 
tary contribution  of  the  State  Chapters  of  the  American 
Red  Cross  must  receive  the  gratitude  of  the  patients  and 
physicians  of  the  state.  Something  over  seventy  thousand 
pints  will  be  transfused  into  patients  of  the  state  during 
this  year  which  is  only  slightly  greater  than  in  preceding 
years.  It  would  seem  that  the  level  of  12  pints  of  blood 
per  active  hospital  bed  per  year  remains  an  average  usage 
of  blood. 

In  addition  to  the  enormous  voluntary  contribution  of 
donor  procurement  that  the  Red  Cross  has  made  to  the 


program,  they  have  also  contributed  financial  support. 
The  National  Red  Cross  is  no  longer  able  to  subsidize 
the  Connecticut  Program  to  the  extent  of  over  $400,000 
per  annum  and  part  of  the  direct  costs  has  during  the  year 
been  transferred  as  a charge  of  $2.10  directly  to  the  patients. 
This  arrangement  was  arrived  at  by  the  Red  Cross,  the 
Connecticut  Hospital  Association,  and  the  Connecticut 
State  Medical  Society  through  the  action  of  the  Council. 
This  plan  conforms  with  the  National  Program  agreed  upon 
by  the  American  Medical  Association  and  the  National 
Association  of  Blood  Banks. 

With  the  increasing  complexities  of  rare  types  of  blood 
groups  the  committee  has  explored  the  establishment  at  the 
center  of  an  additional  service  to  the  blood  banks  through- 
out the  state  on  classifying  and  identifying  these  rare  types. 
It  is  anticipated  that  this  service  will  be  further  developed 
during  the  coming  year. 

The  continuing  difficulty  of  donor  procurement  exists 
and  the  doctors  of  the  state  must  accept  their  responsibili- 
ties of  this  community  project  by  their  cooperative  guid- 
ance and  control  of  donor  procurement.  The  doctors  in 
Fairfield  and  Greenwich  should  be  particularly  praised.  In 
these  areas  they  have  volunteered  their  services  at  the 
mobile  unit  operations.  Not  only  has  this  provided  a service 
to  the  program,  but  in  addition  has  spread  a more  com- 
prehensive understanding  of  the  job  that  the  Connecticut 
Regional  Blood  Program  is  doing. 

That  the  committee  has  found  it  necessary  to  hold  so 
few  meetings  is  due  to  the  excellent  supervision  that  Dr. 
Victor  Wallace  has  given  to  the  program.  It  is  largely 
because  of  his  efforts  that  the  work  continues  at  its  present 
high  level. 

Respectfully  submitted, 
Ralph  E.  Kendall 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
CARE  OF  VETERANS 

George  A.  Buckhout,  Chairman 
Egbert  M.  Andrews  Andrew  P.  Owens 

Joseph  J.  Bruno  Samuel  B.  Rentsch 

James  S.  Missett  Benjamin  M.  Shenker 

For  the  first  year  in  the  last  several,  this  became  a very 
quiet  committee. 

In  May,  the  Washington  office  of  the  Veterans  Admin- 
istration sent  a contract  for  Veterans  Medical  Care  for 
our  approval  and  signature. 

This  contract  is  submitted  annually  by  the  V.A.  and  deals 
with  fees  for  medical  care,  and  the  general  policy  to  be 
followed. 

The  contract  this  year  was  essentially  the  same  as  the 
one  approved  last  year.  It  was  signed  and  returned. 

No  further  business  was  brought  to  our  attention  during 
the  year. 

Respectfully  submitted, 
George  A.  Buckhout 
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REPORT  OF  THE  COMMITTEE  ON  RURAL 
HEALTH 

Norman  H.  Gardner,  Chairman 
William  J.  H.  Fischer  Mervyn  H.  Little 
Gacrt  S.  Gudernatch  Enos  J.  O'Connell 

James  H.  Inkster  William  II.  Pomeroy 

William  II.  Upson 

For  the  most  part  the  efforts  of  the  Rural  Health  Com- 
mittee this  year  have  been  directed  toward  the  coming 
New  i ngland  Regional  Conference  on  Rural  I lealth  to  be 
belli  in  Ci  ncord,  New  Hampshire  on  April  18.  This  is  the 
first  time  that  such  a meeting  has  been  held  and  it  is  taking 
place  at  the  suggestion  primarily  of  the  farm  groups  in  the 
area.  It  is  anticipated  that  this  meeting  will  be  well  attended 
both  by  farm  groups  and  by  the  doctors  in  the  area.  In 
this  endeavor,  as  well  as  in  all  the  work  of  this  committee, 
thanks  arc  due  to  Mr.  James  Burch  for  his  deep  interest 
and  untiring  effort.  If  this  Regional  Conference  is  success- 
ful it  is  anticipated  that  others  will  be  held  in  the  future. 

The  Committee  continues  to  exhibit  at  the  small  country 
fairs  throughout  the  state.  These  exhibits  are  becoming  more 
important  each  year  and  our  technique  improves  with 
time.  The  Woman’s  Auxiliary  has  been  most  active  in  tend- 
ing  the  booths  during  the  exhibition  and  we  wish  to  thank 
them  at  this  rime  for  their  work. 

Respectfully  submitted, 
Norman  H.  Gardner 


REPORT  OF  THE  DELEGATES  TO  THE 
COUNCIL  OF  NEW  ENGLAND  ST  ATI- 
MEDICAL  SOCIETIES 

Cole  B.  Gibson  William  H.  Horton 

Oliver  L.  Stringfield 

The  meeting  of  the  Council  held  in  Boston  in  May  was 
very  poorly  attended  and  no  meeting  was  held  in  the  fall 
because  of  the  conflict  with  the  Clinical  Session  of  the 
American  Medical  Association  in  Boston. 

The  Council  is  in  need  of  vigorous  support  from  the 
component  state  medical  societies  if  it  is  to  survive.  Since 
the  late  Joe  Howard  was  such  a strong  force  in  the  Coun- 
cil for  so  many  years,  we  in  Connecticut  have  a particular 
obligation  to  see  to  it  that  the  Council  again  becomes  the 
active  body  which  it  has  been  in  the  past. 

Respectfully  submitted, 
William  II.  Horton 


REPORT  OF  THE  MEDICAL  ADVISORY 
COMMITTEE  TO  THE  JOINT  COMMISSION 

Chester  W.  Fairlie,  Jr.,  Chairman 
John  C.  Allen  Ronald  II.  Kettle 

Martin  Heinemann  Harold  Ribner 

Flarold  E.  Speight 


The  Medical  Advisory  Committee  to  the  Joint  Commis- 
sion of  the  Veterans  I lome  and  I lospital  and  the  Com- 
mission on  Care  and  Treatment  of  the  Chronically  III,  Aged 
and  Infirm  meets  at  the  call  of  the  Commandant  of  the 
State  of  Connecticut  Veterans  Home  and  Hospital.  It  held 
one  meeting  in  1955,  on  the' 5th  day  of  July.  The  agenda 
of  the  meeting  consisted  chiefly  of  routine  approvals  of 
staff  appointments. 

During  1955  it  is  my  understanding,  although  I have  had 
no  official  communication  or  information  on  the  subject, 
that  the  Commission  on  the  Care  and  T reatment  of  the 
Chronically  111,  Aged  and  Infirm  is  to  a large  extent 
withdrawing  from  the  facilities  at  Rocky  Hill.  This  perhaps 
will  influence  future  considerations  with  regard  to  this 
Committee. 

Respectfully  submitted, 
Chester  W.  Fairlie 


REPORT  OF  COMMITTEE  TO  STUDY 
MATERNAL  MORTALITY  AND  MORBIDITY 


Carl  F.  Johnson,  Chairman 


Eric  II.  Blank 
C.  Lee  Buxton 
Lewis  P.  James 
David  M.  Little 
Bernard  F.  Mann,  Jr. 
Norman  C.  Margolius 
Donald  J.  McCrann 

Stanley 


Hugh  K.  Miller 
Jessie  E.  Parkinson 
Charles  H.  Peckham 
A.  Rocke  Robertson 
W.  Leslie  Smith 
Hoyt  C.  Taylor 
Archibald  W.  Thomson, 
B.  A Veld 


Jr. 


Regular  sessions  of  the  Committee  to  Study  Maternal 
Mortality  and  Morbidity  of  the  Connecticut  State  Medical 
Society  were  held  during  1955  as  follows: 


Date  Members  Non-Members  Attendance 

January  19,  1955 11  3 14 

March  2,  1955 9 3 12 

June  22,  1955 11  2 13 

September  28,  1955 10  1 11 

October  26,  1955 90  9 

November  30,  1955 10  2 12 


One  joint  meeting  of  the  Committee  to  Study  Maternal 
Mortality  and  Morbidity  and  the  Subcommittee  on  Toxemia 
was  held  on  April  6,  1955.  There  were  16  physicians  repre- 
senting the  two  committees  in  attendance. 

The  provisional  maternal  mortality  rate  for  1955  is  2.9 
per  10,000  live  births. 

Total  number  of  cases  of  deaths  among  women 
who  were  pregnant  reviewed  by  committee 15 


Deaths  due  to  non-maternal  causes 4 

Deaths  due  to  maternal  causes 10 

Unclassified  deaths  1 


SUBCOMMITTEE  ON  TOXEMIA 

The  Subcommittee  on  Toxemia  had  5 regular  meetings 
during  1915,  and  one  joint  meeting  with  the  Committee  to 
Study  Maternal  Mortality  and  Morbidity. 

A paper  entitled  “Recommendations  for  the  Prevention 
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and  Treatment  of  Toxemias  of  Pregnancy”  was  prepared 
by  the  subcommittee  and  published  in  the  May  1955  issue 
of  the  Connecticut  State  Medical  Journal.  Reprints  of 
this  paper  were  made  available  to  all  physicians  practicing 
obstetrics  in  Connecticut.  The  Subcommittee  on  Toxemia 
is  now  in  the  process  of  preparing  a toxemia  routine  for 
hospitals.  This  routine  will  be  published  in  a future  issue 
of  the  Connecticut  State  Medical  Journal. 

As  the  work  of  the  subcommittee  progressed,  it  was 
recognized  that  wider  representation  throughout  the  state 
would  provide  greater  resources  of  knowledge  and  experi- 
ence and  would  at  the  same  time  help  to  make  known  to 
more  members  of  the  medical  profession  the  work  of  the 
subcommittee.  In  October  the  committee  was  increased 
from  12  to  22  members.  The  members  of  this  committee 
are: 


Hugh  k.  Mille 

Louis  C.  Backhus 
David  F.  Conway,  Jr. 
Howard  S.  Eckels 
Morgan  V.  Flaherty 
Grace  V.  Gorham 
Derick  A.  January 
Frederick  C.  LaBrecque 
John  J.  Lacava 
Bernard  F.  Mann,  Jr. 

Luigi  Mastroianni 

Robert  II. 


r,  Chairman 

Donald  W.  M orrison 
Willard  J.  Morse 
Jessie  E.  Parkinson 
Vincent  Pepe 
A.  Rocke  Robertson 
Robert  Shreve 
Edward  J.  Sokolski 
Hoyt  C.  Taylor 
Roger  C.  terKuile 
Julius  G.  Weiner 
Wyatt 


With  forms  for  the  last  quarter  of  1955  still  being  re- 
ceived there  have  been  reported  to  date  416  cases  of  toxe- 
mia, 89  of  which  were  severe  toxemias.  As  an  aid  to  the 
subcommittee  in  its  selection  of  cases  for  discussion,  a 
letter  has  been  directed  to  the  chiefs  of  obstetrics  in  each 
maternity  hospital  explaining  the  purpose  of  the  Subcom- 
mittee on  Toxemia  and  including  the  forms  used  by  the 
subcommittee  in  the  study  of  individual  cases.  The  chiefs 
of  obstetrics  have  been  requested  to  pass  on  to  all  physicians 
practicing  obstetrics  the  information  contained  in  this  letter 
and  to  ask  all  physicians  practicing  obstetrics  to  cooperate 
with  the  subcommittee  by  reporting  cases  of  toxemia  and 
by  providing  detailed  information  on  cases  selected  for 
discussion  by  the  subcommittee. 


SUBCOMMITTEE  ON  MINIMUM  STANDARDS  FOR  HOSPITAL 
CARE  OF  MATERNITY  PATIENTS 

Recognizing  the  need  for  standards  and  recommendations 
for  the  hospital  care  of  maternity  patients  which  might  be 
used  as  a guide  by  hospital  personnel  and  others  interested 
in  improving  the  care  to  maternity  patients,  the  Committee 
to  Study  Maternal  Mortality  and  Morbidity  has  appointed 
a Subcommittee  on  Minimum  Standards  for  Hospital  Care 
of  Maternity  Patients.  This  subcommittee  had  one  meeting 
in  1955.  The  members  of  this  committee  are: 

Charles  II.  Peckham,  Chairman 

C.  Lee  Buxton  Lewis  P.  James 

Robert  C.  Emmel  Jessie  E.  Parkinson 

Ralph  C.  Wright 


There  has  continued  to  be  a close  working  relationship 
between  the  Committee  on  Neonatal  Mortality  and  the 
Committee  to  Study  Maternal  Mortality  and  Morbidity  in 
an  effort  to  find  ways  for  improving  care  to  mothers  and 
their  newborn  infants.  Two  cases  of  neonatal  death  and 
three  cases  of  fetal  death  referred  from  the  Committee  on 
Neonatal  Mortality  were  reviewed  by  the  committee. 

Respectfully  submitted, 

Carl  E.  Johnson 


REFORT  OF  THE  MEDICAL  ADVISORY 
COMMITTEE  TO  THE  STATE  WELFARE 
DEPARTMENT 


Edwin  R.  Connors,  Chairman 


Ettore  F.  Carniglia 
Alark  A.  Gildea 
Maxwell  Lear 
Henry  Louderbough 
Donald  R.  Morrison 

Harold  D. 


Leonard  Parente 
Harold  F.  Pierce 
J.  Flarold  Root 
Edwin  F.  Trautman 
William  LI.  Upson 
VonGlahn 


According  to  the  Council  of  the  State  Medical  Society, 
the  responsibilities  of  this  committee  are  as  follows:  “This 
committee  was  appointed,  at  the  request  of  the  Commissioner 
of  Welfare  of  the  State  of  Connecticut,  to  advise  with  him 
and  the  Medical  Director  of  the  Public  Welfare  Commis- 
sion in  all  matters  concerning  medical  care  and  hospitaliza- 
tion and  to  endeavor  to  maintain  cooperation  between  the 
Commissioner  of  Welfare  and  the  medical  profession  of 
the  State.” 

In  addition  to  the  regular  meetings  of  the  committee, 
this  year  we  have  met  with  the  Commissioner  of  Welfare 
on  two  occasions.  On  June  28,  members  of  the  committee 
were  in  conference  with  the  Commissioner  to  discuss  the 
continuing  increases  in  the  cost  of  medical  care  and  meth- 
ods by  which  these  costs  might  be  controlled  within  the 
framework  of  the  present  program.  The  committee  was 
informed  that  the  costs  of  the  present  program,  based  on 
the  concepts  of  free  choice  of  physicians  and  an  all  inclu- 
sive medical  care  program,  had  increased  at  an  alarming 
rate  during  the  past  two  years  and  to  prevent  the  possibility 
of  arbitrary  limitations  and  restrictions  to  control  costs, 
the  Welfare  Department  was  attempting,  with  the  assis- 
tance of  the  committee,  to  find  solutions  to  the  problem 
with  the  cooperation  of  the  medical  profession  of  the  State 
of  Connecticut.  The  members  of  the  committee  were  asked 
to  make  some  suggestions  relative  to  ways  in  which  the 
Welfare  Department  might  better  enforce  present  controls 
or  to  suggest  new  controls,  keeping  in  mind  that  the  pro- 
gram, limited  by  statute  only  bv  the  words  “necessarv  and 
reasonable”  should  be  kept  at  an  adequate  minimum  and 
should  not  be  allowed  to  exceed  this  level.  From  this  meet- 
ing the  following  suggestions  were  adopted;  In  the  matter 
of  the  overall  medical  care  program,  through  means  of 
publicity  the  professional  groups  might  be  acquainted  with 
the  State  Welfare  Department’s  concern  with  rising  medical 
costs  ami  the  need  therefore  to  keep  the  medical  care 
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program  at  an  adequate  minimum  level.  This  might  be 
achieved  if  the  professional  groups  would  treat  welfare 
patients  as  thev  treat  their  private  patients  with  marginal 
income.  The  State  Welfare  Department  must  rigidly  en- 
force the  controls  already  established  in  preference  to  the 
consideration  of  modifying  downward  the  current  fee 
schedule.  Serious  consideration  was  given  the  costs  of 
drugs  to  the  state  when  it  was  made  known  that  more 
than  50  per  cent  of  the  increased  costs  were  due  to  this 
item.  It  was  the  opinion  of  the  committee  that  certain 
limitations  should  be  placed  on  the  prescription  of  drugs 
for  beneficiaries  of  the  program,  i.e.  establishment  of  a 
maximum  of  four  refills  for  a prescription  and  the  use 
of  U.S.P.  preparations  rather  than  those  with  proprietary 
names,  also  concerning  the  prescribing  of  vitamins  the 
following  policy  was  adopted,  “Vitamins  will  be  prescribed 
only  in  accordance  with  the  recommendations  of  the  Coun- 
cil on  Pharmacy  of  the  American  Medical  Association, 
namely,  in  cases  of  apparent  vitamin  deficiency.  Expensive, 
high  potency  multivitamin  preparations  may  be  prescribed 
for  treatment  of  specific  conditions  only,  not  for  mainte- 
nance.” 

The  increase  in  costs  of  hospitalization  was  also  discussed 
as  regards  the  care  and  length  of  stay  of  patients  in  hos- 
pital and  it  was  suggested  that  the  Commissioner  consult 
w ith  the  Hospital  Administrators  and  the  Connecticut  Hos- 
pital Association  on  this  matter.  The  committee  feels  that 
the  Commissioner  of  Welfare  welcomes  the  advice  of  the 
members  of  the  committee  and  thru  them  the  profession  of 
medicine. 

The  second  meeting  of  the  committee  with  the  Commis- 
sioner of  Welfare  was  a joint  meeting  with  the  State  Med- 
ical Society’s  Advisory  Committee  to  the  State  Tuberculosis 
Commission,  which  was  held  on  November  3.  The  purpose 
of  this  meeting  was  to  discuss  the  utilization  of  vacant  beds 
at  the  State  Tuberculosis  Sanataria  for  state  patients  re- 
quiring hospitalization  because  of  other  types  of  illnesses. 
It  was  the  considered  opinion  of  the  Medical  Advisory 
Committee  to  the  Welfare  Department  that  such  a program 
should  not  be  put  in  operation. 

Throughout  the  year  the  committee  and  individual  mem- 
bers of  the  committee  have  had  close  contact  with  the  Med- 
ical Director  of  the  Welfare  Department  and  he  has  been 
faithful  in  attendance  at  all  meetings  to  which  he  has  been 
invited.  Although  the  committee  had  not  always  agreed  with 
him,  his  counsel  has  been  of  inestimable  value  in  the  de- 
liberations of  the  committee  and  he  has  been  an  important 
link  between  the  committee  and  the  Welfare  Department. 

At  the  Annual  Meeting  of  the  Connecticut  State  Medical 
Society  in  1955,  a revised  fee  schedule,  that  had  been  ap- 
proved by  the  committee  was  submitted  to  the  House  of 
Delegates  in  the  report  of  this  committee.  It  was  hoped 
that  this  would  be  put  into  operation  soon  after  the  report 
was  submitted.  This  was  impossible  because  of  administra- 
tive problems  involving  the  consideration  of  increased  costs 
of  the  welfare  program.  At  the  present  time  it  is  being 
submitted  to  the  Medical  Affairs  Reference  Committee  for 
approval  and  presentation  to  the  Commissioner  of  Finance 
and  Control. 

Respectfully  submitted, 
Edwin  R.  Connors 


REPORT  OF  DELEGATES  TO  CONNECTICUT 
NUTRITION  COUNCIL 
Max  Caplan  Robert  R.  Levin 

During  1955  the  Connecticut  Nutrition  Council  has  held 
five  meetings,  an  annual  meeting,  and  numerous  meetings 
of  the  executive  committee  of  which  1 am  a member.  Since 
this  council  includes  among  its  members  the  foremost 
Nutritionists  in  the  State  as  well  as  many  individuals  in 
allied  fields  such  as  The  State  Dental  Association,  State 
Department  of  Health,  State  Department  of  Education, 
State  Departemnt  of  Welfare,  Connecticut  Bakers  Associa- 
tion, Hartford  and  the  Grace-New  Haven  Hospitals,  Con- 
necticut, St.  Josephs,  and  Teachers’  Colleges,  Yale  and  Wes- 
leyan Universities — these  meetings  have  been  interesting, 
informative,  and  of  great  value  not  only  to  its  members 
but  to  many  other  agencies. 

1 he  two  most  outstanding  contributions  this  year  were: 
1.  Our  program  of  assistance  to  teachers  colleges  in  Willi- 
mantic  and  Danbury,  anil  2.  Our  meeting  and  display  at  the 
G.  Fox  and  Company  store  emphasizing  “Eating  For  Health 
in  Connecticut.” 

The  council  was  asked  by  Dr.  Alice  Donnelly  of  Danbury 
State  Teachers  College  for  assistance  with  their  Nutrition 
Education  Program.  Through  its  offices  a meeting  was 
arranged  there  at  which  Dr.  Franklin  Erlenbach,  Bureau 
of  Dental  Hygiene,  Connecticut  State  Department  of 
Health;  Miss  Janina  Czajkowski,  University  of  Connecticut 
School  of  Home  Economics;  and  Miss  Gloria  J.  Pepi, 
Nutrition  Unit,  Connecticut  State  Department  of  Health; 
participated.  There  was  considerable  interest  in  this  meet- 
ing and  it  was  felt  that  as  a result  of  this  more  nutrition 
education  may  be  included  in  the  school  curriculum  in  Con- 
necticut. At  Willimantic  State  Teachers  College,  through 
the  offices  of  our  council,  a panel  discussion  on  nutrition 
at  the  college  assembly  was  held.  200  students  attended 
this  as  well  as  some  outsiders.  Dr.  Martha  Potgieter  of  the 
University  of  Connecticut  discussed  the  importance  of  good 
nutrition — Dr.  Gilbert  LeVine  Mellion,  Connecticut  Den- 
tal Association  pointed  out  the  role  of  nutrition  in  dental 
health,  and  Rosemary  Neagle,  Connecticut  Dairy  and  Food 
Council,  reviewed  nutrition  education  materials.  An  ex- 
hibit was  set  up  in  the  library  and  books  were  available 
for  loan. 

Two  members  of  the  council  Dr.  Potgieter  and  Dr.  Ross 
A.  Gortner,  Jr.,  who  recently  returned  from  trips  to 
Flurope,  helped  us  to  learn  about  research  in  nutrition  in 
Holland,  England,  Norway,  Sweden  and  other  countries. 
The  role  of  vitamins,  fluoridation,  obesity,  cholesterol, 
antibiotics,  etc.,  were  elucidated.  The  emphasis  on  nutri- 
tion education  in  these  foreign  countries  seems  to  exceed 
that  shown  here. 

Most  of  the  members  of  the  council  have  been  active 
during  the  year  emphasizing  the  teaching  of  nutrition  in 
all  our  schools,  advocating  the  use  of  enriched  bread, 
interdicting  the  use  of  candy  rewards  by  dentists,  pediatri- 
cians, barbers,  etc.,  opposing  school  practices  of  selling 
carbonated  beverages  anil  candy  to  students,  speaking  be- 
fore service  clubs  and  other  organizations  on  nutrition 
and  health.  To  acquaint  the  council  members  with  the 
problems  of  nutrition  in  other  countries,  a panel  discussion 
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in  which  representatives  from  Jamaica,  Israel,  Iran,  Viet 
Nam,  and  China,  was  held. 

Sources  of  materials  which  might  be  used  for  exhibits  at 
nutrition  meetings  were  pointed  out  to  our  members.  1 he 
Nutrition  Unit  of  the  Connecticut  State  Department  of 
Health  has  prepared  a “Selective  Bibliography  of  Nutrition 
Reference  Materials  for  Teachers  in  Elementary  Schools” 
has  been  made  available  and  Miss  Marion  Arnold  of  the 
Connecticut  Dairy  and  Food  Council  has  prepared  an  up  to 
date  list  of  nutrition  materials  for  use  in  the  elementary 
; schools. 

In  the  March-April  issue  of  Nutrition  Committee  News, 
a ten  point  nutrition  program  was  presented.  In  an  analysis 
of  the  accomplishments  of  the  Connecticut  Nutrition 
Council  during  1950-1955,  each  of  these  ten  points  was 
considered,  and  I am  happy  to  say  that  we  have  been 
very  active  in  carrying  out  the  suggestions  outlined  in  these 
ten  points. 

Respectfully  submitted, 

Max  Caplan 


REPORT  OF  THE  COMMITTEE  ON 
EMERGENCY  MEDICAL  SERVICE 


Benjamin  B.  Whit 
Alfred  L.  Burgdorf 
Luca  E.  Celentano 
Carl  C.  Chase 
Franklin  M.  Goodchild 
Edward  H.  Kirschbaum 
John  C.  Larkin 
William  B.  Smith 

Mr.  Feli: 


amb,  Chairman 
Samuel  Spinner 
C.  Frederick  Yeager 
Henry  M.  Young 
James  C.  Hart 
Mrs.  Helen  Cullen 
Mr.  Stuart  W.  Knox 
Dr.  Frederic  S.  Harold 
Blanc 


No  formal  meetings  of  this  committee  have  been  held 
during  the  past  year.  The  pattern  recommended  by  the 
committee  and  voted  by  the  State  Society  of  organization 
for  civil  disaster  on  the  local  level  through  the  hospital 
staffs  is  being  carried  on  throughout  the  state.  This  has 
been  given  impetus  by  the  effectiveness  of  the  program  of 
the  Waterbury  Hospital  when  put  to  use  during  the  August 
(food  disaster.  The  report  of  this  effort  points  up  some 
problems  which  are  being  disseminated  to  various  hospitals 
in  the  state  for  their  benefit.  None  of  the  disasters  during 
the  past  year  have  required  outside  medical  aid  of  a pro- 
fessional nature. 


A few  reports  have  been  requested  from  political  sources 
regarding  the  Society’s  activities  in  relation  to  civil  disaster. 

Respectfully  submitted, 
Benjamin  B.  Whitcomb 


REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITH  THE  CONNECTICUT  STATE  DENTAL 
ASSOCIATION 

Edward  T.  Wakeman,  Chairman 
David  J.  Cohen  Camille  H.  Huvclle 

Cornelius  S.  Conklin  Brae  Rafferty 

This  committee  is  appointed  to  be  the  conference  group 
with  the  State  Dental  Association  and  to  discuss  with  that 


group  problems  of  mutual  interest  to  the  two  professions 
and  bring  the  professions  into  closer  relationship  in  all 
fields. 

There  have  been  five  meetings  since  last  report.  These 
have  been  well  attended  testifying  to  the  sustained  interest 
of  committee  members  in  subjects  common  to  both  physi- 
cians and  dentists.  I am  sure  these  conferences  have  been 
valuable  to  the  individual  members  of  the  committee.  Too 
often,  I fear,  the  value  of  deliberation  does  not  get  back 
to  the  parent  organizations  to  be  of  benefit  to  a larger 
audience. 

The  five  meetings  covered  the  following  subjects: 

Alarch  8,  1955 — Subject:  Cooperation  between  Physicians 
and  Dentists  in  the  Care  of  Children.  Guests:  Dr.  Irving 
Eichenbaum,  Pedodontist  of  New  Britain;  Dr.  James  Root, 
Jr.,  Pediatrician  of  Waterbury. 

It  seems  to  be  generally  conceded  that  deciduous  teeth 
should  receive  dental  care.  However,  there  arc  few  dentists 
who  wish  to  bother  with  small  children  or  who  have  special 
training  in  the  care  of  children’s  teeth.  There  are  very  few 
schools  that  give  such  training. 

Three  major  deferents  to  early  dental  care  arc: 

1.  The  public  is  not  educated  to  its  need. 

2.  Too  many  dentists  are  afraid  of  small  children  and 
don’t  like  to  work  on  them. 

3.  The  economic  factor.  It  takes  more  time  to  deal  with 
children  and  to  charge  for  this  time  seems  exorbitant. 
There  would  undoubtedly  be  more  dental  care  available  to 
young  children  if  the  public  were  educated  to  appreciate 
its  value. 

It  was  pointed  out  in  discussion  that  physicians  should 
take  more  interest  in  and  responsibility  for  the  care  of  the 
mouth.  It  was  also  emphasized  that  dentists  should  be  used 
to  examine  the  teeth  in  the  “pre-school  round-up.” 

June  14,  1955 — Subject:  Adequate  Medical  Examination 
of  Patients  Hospitalized  for  Dental  Surgery.  Guests:  Alar- 
tin  E.  Aronson,  D.D.S.,  Bridgeport;  Paul  B.  Beeson,  m.d., 
Professor  of  Aledicinc,  Yale  University  School  of  Alcdicine, 
New  Haven. 

General  Discussion  revealed  great  variation  in  practice 
of  different  hospitals  in  the  care  of  patients  admitted  for 
dental  surgery.  Because  of  a legal  liability  involving  the 
operator  and  the  hospital,  it  was  strongly  recommended  that 
all  hospitals  require  an  adequate  physical  examination  of 
the  patient  within  48  hours  of  operation.  The  record  of 
this  examination  should  be  available  to  the  dental  surgeon 
and  to  the  anesthetist  before  operation.  Prophylactic  chem- 
otherapy should  be  given  if  there  is  a history  of  rheumatic 
fever  or  congenital  heart  disease  or  if  a long  operative 
procedure  is  anticipated. 

September  13,  1955 — Subject:  Public  Relations.  Guests: 
Professor  Leo  W.  Simmons,  Sociologist;  Professor  Robert 
L.  Calhoun,  Layman  and  Theologian;  Air.  James  G.  Burch, 
Public  Relations  Director. 

Professor  Simmons  spoke  from  carefully  prepared  notes 
on  the  application  of  medical  knowledge  in  contemporary 
society.  His  comments  included  a review  of  the  Toledo- 
Loomis  County  Experiment.  There  was  so  much  food  for 
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thought  in  his  expositi  n that  we  have  asked  him  to  prepare 
an  article  t:>  he  published  in  the  Connecticut  Journal. 

Professor  Calhoun  spoke  as  a layman  describing  elo- 
quently what  the  public  expects  of  the  medical  profession. 
I le  has  been  asked  to  su  nmari  e his  remarks  in  an  editorial 
to  be  published  in  the  Journal. 

Mr.  Burch  gave  us  an  account  of  what  is  being  done 
locally  and  by  th.  American  Medical  Association  to  educate 
the  public  in  medical  affairs  and  to  keep  physicians  in- 
formed. lie  :pike  particularly  of  the  many  problems  re- 
lated to  press  releases,  and  radio  and  television  publicity. 

' o ember  15,  1955 — Subject:  National  Legislation  of 

Interest  to  the  Health  Profession.;.  Guest:  Mr.  R.  G. 
VanBuskirk,  Law  Department,  American  Medical  Associa- 
tion 

Mr.  VanBuskirk  discussed  Amendments  to  the  Social 
Security  Act,  Narcotics  legislation,  the  President’s  I lealth 
Program,  Hill-Burton  Bill,  Jenkins-Keogh  Bill,  Bricker 
.Amendment,  and  I)  >ctors’  Draft.  Pointing  out  many  of 
the  dangers  in  the  proposed  Amendments  to  the  Social 
Security  Act,  he  concluded  with  the  sound  advice,  “Let’s 
investigate  before  we  legislate.” 

February  14,  1956 — Subject:  I he  Place  of  Dentistry  in 

the  Cerebral  Palsy  Program.  Guests:  Mr.  Robert  B.  Reilly, 
Executive  Director,  United  Cerebral  Palsy  Association  of 
Connecticut;  John  F.  Pager,  m.d.,  Chairman,  Connecticut 
State  Medical  Society  Medical  Advisory  Committee  to  the 
Cebral  Palsy  Association. 

Mr.  Reilly  described  in  detail  the  organization  of  local, 
state,  and  national  societies  for  the  care  of  Cerebral  Palsy 
patients.  It  is  estimated  that  there  arc  4:00  afflicted  with 
Cerebral  Palsy  in  Connecticut.  Cerebral  Palsy  Societies  are 
concerned  with  many  services  such  as  raising  funds,  legis- 
lation, organization  and  operation  of  diagnostic  and  treat- 
ment centers,  public  education,  etc. 

Dr.  Paget  described  the  work  of  the  Cerebral  Palsy  Clinic 
in  Bridgeport  emphasizing  the  importance  of  a team  ap- 
proach. Each  patient  with  Cerebral  Palsy  may  have  the 
benefit  of  consultation  by  a Pediatrician,  Neurologist,  Or- 
thopedist, Physiatrist,  Otolaryngologist,  Plastic  Surgeon, 
Dentist,  Dental  Surgeon,  Psychologist,  Speech  Therapist, 
Occupational  Therapist,  etc.  as  needed. 

Cerebral  Palsy  patients  arc  particularly  prone  to  poor 
dental  hygiene.  Repair  must  usually  be  done  under  general 
anesthesia.  If  this  is  necessary,  it  should  always  be  done 
in  a hospital. 

Respectfully  submitted, 
Edward  T.  Wakeman 


REPORT  OF  THE  COMMITTEE  ON  PERINATAL 
MORBIDITY  AND  MORTALITY 


Roswell  D.  Johnson,  Chairman 


William  K.  Bannister 
Ronald  S.  Beckett 
Martha  L.  Clifford 
David  J.  Cohen 
Joseph  A.  Fiorito 
Louis  Guss 


Winston  C.  Hainsworth 
Clarence  W.  Harwood 
C.  Stanley  Flitchins 
Charles  A.  Murphy 
Albert  U.  Peacock 
Charles  H.  Peckham 


AT  THE  ANNUAL  MEETING 
Dr.  Marvin  Dr.  Stringfield  Dr.  Ogden  Dr.  Barker 


I he  Committee  on  Perinatal  Mortality  and  Morbidity 
has  held  regular  meetings  monthly  at  the  Society  headquar- 
ters in  New  Haven. 

The  Committee  has  asked  and  received  permission  from 
the  Council  to  change  its  official  name  from  the  Committee 
on  N eonatal  Mortality  to  the  Committee  on  Perinatal  Mor- 
bidity and  Mortality.  This  is  done  in  line  with  the  current 
thinking  that  committees  of  this  nature  should  be  just  as 
interested  in  those  infants  who  die  within  a short  period 
subsequently. 

A great  deal  of  our  activity  this  year  has  been  along  the 
lines  of  stimulating  the  formation  of  local  Perinatal  Mor- 
tality Committees  and  helping  these  committees  to  survey 
the  problem  in  their  own  hospitals.  At  the  present  time, 
we  have  eighteen  committees  throughout  the  state  with 
chairmen  interested  in  the  problem. 

The  Committee  feels  that  all  premature  babies  should  he 
seen  by  a qualified  consultant,  and  that  all  sick  newborns, 
likewise,  should  have  the  benefit  of  consultation. 

In  November,  the  Committee  held  an  open  meeting  to 
which  we  invited  representatives  from  local  committees  and 
this  was  attended  by  seventeen  separate  hospitals  in  addition 
to  the  regular  committee  members.  All  those  attending  com- 
municated an  interest  in  further  open  meetings  of  this  type, 
and  the  Committee  is  now  working  on  plans  to  hold  com- 
mittee meetings  at  the  various  hospitals  around  the  state 
in  cooperation  with  the  local  committees.  Three  members 
of  the  Committee  served  on  a panel  to  discuss  the  problem 
in  one  community  hospital.  This  will  be  expanded. 

The  Committee  planned  to  sponsor  a premature  institute 
in  the  Spring  of  ’56;  but  in  order  to  do  a more  thorough 
job  on  the  project,  it  was  decided  to  defer  this  until  the 
Spring  of  ’57  and  the  committees  arc  now  actively  at 
work. 

Respectfully  submitted, 

, Roswell  D.  Johnson 

(To  be  continued) 
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The  Fifty  Year  Award 


Dr.  Griswold  Dr.  Swenson  Dr.  Ganey 


One  of  the  highlights  of  the  annual  dinner  of  the 
State  Society  in  April  was  the  presentation  of  the 
Fifty  Year  Membership  Awards  by7  the  retiring 
president,  Oliver  L.  Stringfield.  Seven  venerables  in 
our  Society  were  eligible  for  these  awards  this  year 
as  follows: 

John  Law  Bridge,  Hazardville 
Ralph  Benjamin  Cox,  Collinsville 
Joseph  Matthew  Ganey,  New  London 
Maude  Taylor  Griswold,  Torrington 
Isaac  William  Kingsbury,  West  Hartford 
Thomas  Joseph  McLarney,  Hartford 
Andrew  Clay  Swenson,  Middlebury 
Of  the  seven,  only  three  were  able  to  be  present. 
They  are  pictured  above. 

Dr.  Braceland  Doubly  Honored 

Francis  J.  Braceland,  psychiatrist-in-chief  of  the 
Institute  of  Living,  Hartford,  assumed  the  office  of 
president  of  the  American  Psychiatric  Association 
at  its  recent  annual  meeting.  Dr.  Braceland  well 
deserves  this  signal  honor.  He  also  received  the 
annual  Clarence  E.  Shaffrev,  S.J.,  award  recently 
from  St.  Joseph’s  College,  Hartford.  This  award, 
presented  to  men  who  have  distinguished  themselves 
in  their  particular  field  of  medicine,  is  made  by  the 


medical  alumni  of  the  college  and  consists  of  an 
inscribed  medal  and  citation. 

For  a quarter  of  a century  Dr.  Braceland  has  had 
a distinguished  career  in  the  field  of  psychiatry.  He 
was  appointed  by  former  President  Hoover  and 
former  President  Truman  to  advisory  and  fact 
finding  groups.  President  Eisenhower  has  called 
upon  his  services  in  an  advisory  capacity. 

I he  Journal  feels  confident  it  speaks  for  all  the 
members  of  the  Connecticut  State  Medical  Society 
in  extending  congratulations  to  Dr.  Braceland. 
During  his  five  years  in  Hartford  he  has  shown  the 
true  characteristics  of  a leader  in  his  profession. 
Physicians  and  laymen  alike  have  profited  by  his 
presence  in  our  midst. 

Testimonial  Dinner  to  Dr.  Isidore  Hendel 

More  than  650  patients  and  friends  gathered  at 
Ocean  Beach  Park  auditorium  in  New  London  on 
the  evening  of  April  14  to  honor  Dr.  Isidore  Hendel 
who  has  served  this  community  for  over  35  years. 
I lie  feature  of  the  program  was  the  tracing  of  Dr. 
Hendel’s  life  from  his  birth  to  the  present  day, 
illustrated  by  living  characters— relatives,  friends  and 
patients— and  by  pictures  flashed  on  the  screen. 
Tributes  were  paid  by  Joseph  C.  Woodward,  presi- 
dent of  the  New  London  Medical  Society,  by  Eric- 
Blank,  past  president  of  the  Society,  and  by  Oliver 
L.  Stringfield,  president  of  the  State  Medical 
Society. 

Dr.  Tuch  Honored  by  IS  Physician  Babies 

Morris  Tuch,  who  has  practised  in  Hartford  since 
1906,  was  honored  at  a dinner  on  May  12  by  the 
eighteen  physicians  whose  entry  into  the  world  he 
helped  to  negotiate.  For  50  years  Dr.  Tuch  has 
carried  on  a practice,  first  as  a general  practitioner 
on  foot  and  by  bicycle  in  good  weather,  by  trolley 
and  horse  and  buggy  in  bad  weather,  then  as  a 
gynecologist  and  obstetrician  by  automobile.  Morris 
Tuch  was  born  in  Austria-Hungary  but  came  to  this 
country  when  1 1 years  old  to  continue  his  educa- 
tion in  the  public  schools  of  Hartford.  From  there 
he  went  to  Yale  Medical  School  and  then  to  New 
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Y< irk  University  Medical  School.  In  1912  lie  went 
to  Vienna  for  a year  of  study  in  h is  chosen  specialty. 

I he  list  of  iK  physicians  who  owe  their  life,  at 
least  in  part  to  l)r.  I nch  is  an  imposing  one  and 
contains  specialists  in  almost  all  the  branches  of 
medicine  from  Massachusetts,  Connecticut,  New 
York,  Pennsylvania  and  California. 

Connecticut  Regional  Blood  Program 

It  has  often  been  said  that  bv  statistics  one  can 
prove  anything;  on  the  other  hand,  no  one  can  deny 
their  value  if  properly  applied.  Recently  the  out- 
dating  of  blood  by  hospitals  w as  reviewed  by  the 
Blood  Center  as  it  appeared  that  the  number  of  re- 
turned bloods  was  increasing.  The  figures  in  per- 
centage for  the  past  three  calendar  years  are:  1953, 
9.1  per  cent;  1954,  9.8  per  cent;  1955,  12.1  per  cent. 
While  a 3 per  cent  increase  may  not  look  a large 
figure,  it  is  approximately  2,500  pints  of  unused 
blood  per  annum. 

There  appeared  to  be  two  main  causes  for  this 
increase,  both  of  which  arc  under  the  control  of 
the  medical  profession.  The  first  of  these  is  the  un- 
necessary reservation  of  blood  for  a particular 
patient  which  ages  on  the  shelves  of  the  laboratory 
and  is  never  given.  The  second  is  the  drawing  by 
hospitals  of  blood  when  no  emergency  exists.  1 he 
Red  Cross  chapters  will  take  care  of  emergency 
cases  and  such  drawings  can,  therefore,  be  kept  to 
a minimum.  Furthermore,  if  it  were  generally 
realized  that  at  all  times  there  are  approximately 
3,500  pints  of  available  blood  in  the  hospital  blood 
banks  throughout  the  State,  the  reason  for  hoarding 
blood  for  the  use  of  individual  patients  or  for  emer- 
gencies which  do  not  occur  does  not  appear  to  be 
valid.  Admittedly,  outdated  blood  is  processed  into 
blood  fractions:  but  such  fractionation  is  a salvage 
process  and  not  the  primary  purpose  of  the  State 
blood  bank. 


Let  us  keep  our  donor  on  the  hoof  for  times  of 
emergency  and  let  us  share  the  total  supply  fairly 
for  all  patients. 
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THROUGH 

APRIL 

APRIL  30, 

1956 

1956 

DONORS 

Donors 

accepted  

8,565 

74'27° 

Donors 

rejected  

847 

8,854 

1 )onors 

registered  

9,4' 2 

83,124 

BI.OOD  ISSUED  TO  HOSPITALS 

To  Connecticut  hospitals  from  center 6,066  59, 1 <>7 

Blood  collected  by  hospitals 832  8,698 

To  out  of  State  hospitals 290  1,773 


7,188  69,638 

PROCESSING  AT  CENTER 


Processed  into  fresh  frozen  plasma 150  760 

Processed  into  packed  cells 3 51 

Processed  into  liquid  plasma 1,034  9,600 

1,187  10,411 

Discarded — unfit  and  broken 56  410 

Grand  1 otal — distribution  of  blood 8,431  80,459 

Blood  returned  to  center  for  pr  cessing 

into  plasma  and  fractions 754  7,485 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 53  411 

Frozen  plasma  (125  cc.) 149  1,213 

Serum  albumin  (100  cc.) 136  1,461 

Scrum  albumin  (20  cc.) o 47 

Immune  scrum  globulin  (2  cc.) o 125 

Packed  red  cells 3 51 


Commission  on  Alcoholism  Opens  New 
Facility 

On  Tuesday,  February  21,  1956  The  Commission 
on  Alcoholism  opened  a new  facility  as  part  of  an 
experimental  program  directed  at  the  rehabilitation 
of  the  chronic  drunkenness  offender.  The  new  facil- 
ity, The  Compass  Club,  is  located  in  New  Haven 
and  has  accommodations  for  fifteen  selected  patients. 
This  pilot  study  program  is  being  supported  by  a 
small  special  grant  for  the  1955-57  biennium  made 
available  by  the  last  General  Assembly  of  the  Con- 
necticut State  Legislature. 

Hartford  County 

Douglas  J.  Roberts,  past  president  of  the  medical 
and  surgical  staff  of  the  Hartford  Hospital,  was 
made  president  elect  of  the  American  Radium 
Society  at  its  recent  meeting  in  Houston,  Texas. 

Total  attendance  at  the  three  health  forums  held 
at  the  Bushnell  Memorial  Auditorium,  in  coopera- 
tion with  the  Hartford  Times,  was  1,500.  The  Heart 
Forum  was  the  most  popular  w ith  an  attendance  of 
about  750  persons. 

New  associate  members  of  the  County  Associa- 
tion are  Arnold  Fieldman,  Roger  S.  Beck,  William 
E.  Hart,  Benjamin  1).  Thaw,  Harry  J.  Tamoney, 
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IMPORTANT  RESEARCH  CONTRIBUTION 


Sear/e  Introduces: 

A Practical  New  Steroid 
for  Protein  Anabolism 


Nilevar 

(BRAND  OF  NORETHANDROLONE) 

PROTEOGENIC  EFFECTIVENESS  • The  newest  Searle  Research 
development,  Nilevar,  exerts  a potent  force  in  protein  anabo- 
lism. Yet  it  is  without  appreciable  androgenic  effect  (approxi- 
mately one-sixteenth  of  that  exerted  by  the  androgens). 

Investigations  with  Nilevar  show  that  nitrogen,  potassium 
and  phosphorus  are  retained  in  ratios  indicating  protein  anab- 
olism. Nilevar  is  thus  the  first  steroid  which  is  primarily  ana- 
bolic and  which  provides  a practical  means  of  meeting  the 
numerous  demands  for  protein  synthesis. 

nilevar  is  ORALLY  effective  • Clinical  response  to  Nilevar 
is  characterized  not  only  by  protein  anabolism  but  also  by  an 
increase  in  appetite  and  an  improved  sense  of  well-being. 

safety  and  precautions  • Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic  effects  after 
six  months  of  continuous  administration  of  high  dosages. 
Nilevar  should  not  be  administered  to  patients  with  prostatic 
carcinoma.  Nausea  or  edema  may  be  encountered  infrequently. 

dosage  • The  daily  adult  dose  is  three  to  five  Nilevar  tablets 
(30  to  50  mg.)  but  up  to  100  mg.  may  be  administered.  For 
children  the  daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight.  Individual  dosages  depend  on  need  and  response  to 
therapy.  Nilevar  is  available  in  10  mg.  tablets.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


INDICATIONS: 

Nilevar  is  indicated  in  the  vast 
area  of  surgical,  traumatic  and 
disease  states  in  which  protein 
anabolism  is  desirable  for  has- 
tening recovery.  The  specific 
indications  are : 

1.  Preparation  for  elective  sur- 
gery. 

2.  Recovery  from  surgery. 

3.  Recovery  from  illness:  pneu- 
monia, poliomyelitis  and  the 
like. 

4.  Recovery  from  severe 
trauma  or  burns. 

5. .Nutritional  care  in  wasting 
diseases  such  as  carcinoma- 
tosis and  tuberculosis. 

6.  Domiciliary  care  of  decubi- 
tus ulcers. 

7.  Care  of  premature  infants. 


*Trademark  of  G.  D.  Searle  & Co. 
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Hartford  County’s  Newest  ® Built  for  the  Purpose 


FARMINGTON 

CONVALESCENT  HOSPITAL 


PRESENTING  A MODERN  APPROACH 
TO  FILLING  CONVALESCENT  NEEDS 

The  Farmington  Convalescent  Hospital  built-for-the-pur- 
pose  has  incorporated  many  features  and  ideas  to  make 
for  comfortable  convalescence. 

1.  There  are  no  stairs  to  climb. 

2.  There  is  a large  covered  patio  for  rest  and  recreation, 
facing  wooded  land.  There  is  also  an  outside  recreation 
area  bordered  on  two  sides  by  the  L-shaped  building. 

A garden  borders  the  recreation  area. 

3.  All  room  doors  and  exit  doors  are  proportioned  to  per- 
mit moving  the  beds  of  non-ambulatory  patients  out 
into  the  fresh  air  and  sunshine  . . . weather  permitting. 

4.  The  kitchen  location  at  the  junction  of  the  halls  elim- 
inates food  odors  from  the  rooms. 

5.  A cozy  hospital  lounge  with  fireplace  for  indoor  recrea- 
tion. 

6.  Doctor’s  Medical  Office  with  adjoining  lavatory. 

7.  Both  private  and  semi-private  rooms,  all  with  three 
windows. 

8.  Indirect  ventilation  avoids  drafts. 

9.  Accoustical  tile  ceilings  for  quiet. 

10.  Hospital  type  construction  of  Waylite  Stone. 

ROUTE  6 • FARMINGTON  • WEST  OF  CORBIN  CORNERS 


LOCATED  ON  ROUTE  6, 
FARMINGTON,  2 MILES 
WEST  OF  CORBIN  COR- 
NERS. 

Within  Easy  Reach  of  Cen- 
tral Connecticut  Cities. 

4 miles  from  West 
Hartford  Center 

4 miles  from  New  Britain 

6 miles  from  downtown 
Hartford 

8 miles  from  Bristol 


WILLIAM  P.  QUISH,  JR. 
EVERETT  H.  COLE 


ORchard  7-1671 
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l)r.  Thomas  M.  Feeney  presents  the  gavel  of  the 
presidency  of  the  Hartford  Medical  Association  to 
newly  elected  president  Dr.  Harold  M.  Clarke  of 
New  Britain  at  the  1 64th  annual  meeting  of  the 
Association 


CLASSIFIED  ADVERTISING 

S5.00  for  50  words  or  less 
5(1  each  additional 

25^  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut,  UN  5-3149. 


WE  GUARANTEE  every  item  listed  in  our  advertisements 
will  bring  you  complete  satisfaction  or  your  money  will  be 
refunded.  \\  ith  this  sound  business  policy,  you  assume  no 
risk  and  you  can  buy  with  complete  confidence.  Budget 
terms.  Our  low  overhead  permits  us  to  undersell  and  save 
you  up  to  50%  on  National  brand  items.  Our  references: 
hundreds  of  completely  satisfied  doctors.  Visit  our  store 
and  compare  our  low  prices.  Evenings  and  Sundays  by 
appointment.  Phone  BEverly  7-3145,  or  write  Harry  Sacker, 
188  Grove  Street,  Meriden,  Connecticut. 


FOR  SALE — Tremendous  savings  on  new  and  refinished 
treatment  room  furniture — New  examining  tables  $225.00 — 
Instrument  and  treatment  cabinets  $45.00  up — EENT  chairs 
$30.00  up — Mayo  stand  $18.00 — Three  panel  screen  $20.00 — 
Leg  dressing  stand  $8.00 — Scales  $40.00 — Examining  lamps 
$8.00  up — Chrome  and  stainless  steel  waste  receptacles — 
Stools  $10.00 — Microscopes,  all  makes  $85.00  up — Pelton  and 
Castle  sterilizers  $40.00  up — New  blood  pressures  $32.00 
Welch-Alien  otiscope  $71.00 — National  cauteries  $20.00 — 
Sahli  hemometers  $12.50 — Hand  centrifuge  $8.00 — Low 
prices  on  stainless  instruments — Jones  basal  metabolism 
$150.00 — Shockproof  vertical  fluoroscope,  complete  $495.00. 
Hundreds  of  other  items.  Evenings  and  Sundays  by  ap- 
pointment. Harry  Sacker,  188  Grove  Street,  Meriden,  Con- 
necticut. Phone  BEverly  7-3145. 


FOR  SALE — Ophthalmic  equipment  at  tremendous  savings— 
New  short  wave  $225.00 — Infra-red  lamps  $25.00 — Dazor 
examining  lamp  $18.00 — Lumetron  electric  hemoglobin  and 
glucose  meter  $65.00 — Instrument  sterilizer  $8.00 — X-rav 
tanks  $40.00 — X-ray  film  dryer  $50.00 — Stainless  wares — New 
Emdee  bags,  at  large  savings.  Evenings  and  Sundays  by 
appointment.  Harry  Sacker,  188  Grove  Street,  Meriden, 
Connecticut.  Phone  BEverly  7-3145. 


FOR  SALE — Canterbury,  Connecticut.  Ideal  year  ’round 
home  with  separate  entrance,  rooms — bath  for  doctor’s 
office.  Village  center  early  colonial  perfectly  restored  for 
gracious  living.  No  practicing  physician  in  many  square 
miles.  Village,  old  Connecticut  families,  prosperous  sur- 
rounding farms,  nearby  industrial  towns.  New  450-em- 
ployee  plant — building — in  area.  Write  H.  M.  Pierce,  188 
East  75th  Street,  New  York  City,  giving  telephone  number 
and  preferred  inspection  time. 


|!  PHYSICIANS  WANTED  (male  and  female),  licensed,  for 
I children’s  camps;  good  salary,  summer;  Free  Placement 
j Service  (250  Member  Camps).  Association  of  Private 
I Camps,  55  West  42nd  Street,  New  York  36,  New  York. 


^iiiiiuiiiiiiiiiiiiiiiniiiiiiiiiiiiiMiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiMiimiiiiiiimiiiiiiiiiiiiiiiiiiijiijt* 


i In  very  special  cases 

A very 

| superior  Brandy 

| SPECIFY  ★ lit 


§ THE  WORLDS  PREFERRED  COGNAC  BRANDY  = 

84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 
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BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERI8ELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


LAKESIDE  LABORATORIES 

"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

’•  Moyer,  J.  H.,  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 


William  E.  Shemick,  Edmund  T.  Welch,  James  B. 
Given,  Walter  E.  Gustafson,  John  Giligian,  Douglas 
J.  Roberts,  Jr.,  and  Arthur  T.  Davidson. 

T homas  M.  Healey  of  Manchester  is  the  newly 
elected  president  of  the  Chamber  of  Commerce. 

Elected  to  the  School  Committee  of  New  Britain 
is  Andrew  J.  Canzonetti.  Dr.  Canzonetti  was  top 
man  in  votes  cast. 

Recently  (diaries  Tucker  and  William  Neidlinger 

J C 

of  1 lartford  and  Amos  Friend  of  Manchester  attend- 
ed the  New  Orleans  meeting  of  the  American 
Rhinologic  Society. 

Last  month  saw  Paul  T waddle  participating  in 
the  northeastern  regional  meeting  of  the  American 
Bar  Association  in  Hartford.  He  assisted  attorneys 
in  the  preparation  of  medical  evidence  involving 
heart  cases. 

Speaker  for  the  Hartford  Association  for  Re- 
tarded Children  this  month  w as  Frederick  Flynn. 

Attending  the  semi-annual  meeting  of  the  Ameri- 
can Board  of  Anesthesiology  recently  were  Stevens 
J.  Martin,  Curtiss  B.  Hickox  and  Ralph  Al.  Tovcll. 

William  J.  Lahey  of  Hartford  is  president  of  the 
Greater  1 lartford  Tuberculosis  Society  for  the 
coming  year.  Chairmen  of  committees  for  the 
Society  include  Llewellyn  Hall  of  the  finance  com- 
mittee and  Charles  E.  Roll  of  the  medical  advisory 
committee. 

Joseph  Raffa  of  Glastonbury  is  the  new  president 
of  the  I lartford  County  Chapter  of  the  American 
Academy  of  General  Practice.  Other  officers  are 
Joseph  Alassaro  of  Manchester,  president  elect;  Mark 
Conway  of  Hartford,  secretary;  Isadore  Friedberg 
of  Newington,  treasurer;  and  Law  rence  Gardy  of 
Hartford  and  Sigfried  Schattcn  of  West  1 lartford, 
directors  for  two  years. 

Charles  E.  Henry,  director  of  electroencephal- 
ography at  the  Institute  of  Living,  has  been  ap- 
pointed head  of  the  department  of  encephalography 
at  the  Hartford  Hospital.  Dr.  Henry  is  a consultant 
at  Mansfield  State  Training  School  and  electro- 
encephalographer  at  St.  Mary’s  Hospital,  Water- 
bury. 

Egmont  J.  Orbach  of  New  Britain  is  the  author 
of  “Contribution  an  traitement  des  varices”  pub- 
lished in  Extract  Dc  Phlebologic  No.  4.,  Octobre- 
Decembre  1955.  Dr.  Orbach  is  also  the  author  of  a 
chapter  on  varicose  veins  included  in  Diagnosis  and 
Treatment  of  Vascular  Disorders  edited  by  Saul  S. 
Samuels,  m.d.,  and  published  by  William  & Wilkins 
Company  of  Baltimore. 

C.  Brewster  Brainard,  a former  president  of  the 
Hartford  County  Medical  Association  and  of  the 
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Hartford  Medical  Society,  died  at  the  Hartford 
Hospital  on  May  7 at  the  age  82. 

Litchfield  County 

T he  192nd  Annual  Meeting  of  the  Litchfield 
County  Medical  Association  was  held  at  the  Tor- 
rington  Country  Club,  Goshen,  on  April  17.  Present 
at  the  meeting  was  the  president  of  the  State  Medi- 
cal Society,  Oliver  L.  Stringfield,  and  J.  H.  Green, 
the  delegate  from  New  Haven  County. 

The  following  officers  were  elected  for  the  year 
1956  to  1977:  President,  John  F.  Kilgus,  Litchfield; 
Vice  President,  John  R.  Elliott,  Canaan;  Secretary- 
Treasurer,  Isadore  S.  Goldberg,  Torrington;  Coun- 
cilor, Frank  1).  Ursone,  Norfolk;  Alternate  Coun- 
cilor, Royal  A.  Meyers,  Watertown. 

The  speaker  for  the  evening  was  Mr.  Joseph  J. 
Casper,  special  agent  in  the  State  for  the  F.B.I.  I le 
gave  us  a most  interesting  account  of  his  experiences 
with  criminals. 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


Litchfield  County  Hospital  Cited 

The  Litchfield  County  Hospital  was  selected  for 
national  recognition  as  the  “modern  hospital  of  the 
month”  for  February,  1956.  T he  national  awards 
are  made  monthly  bv  a committee  of  editors  set  up 
by  the  monthly  publication,  The  Modern  Hospital , 
and  are  based  on  excellence  of  architectural  design, 
functional  planning,  economy  of  construction  and 
operation,  and  proper  provisions  for  the  hospital 
needs  of  the  community. 

One  of  the  unique  features  of  this  87  bed  hospital 
is  the  lift-slab  building  technique  whereby  a pre- 
stressed, reinforced  concrete  slab  for  each  entire 
floor  is  lifted  into  position  by  means  of  hydraulic- 
jacks.  The  Litchfield  County  Hospital  is  expected 
to  be  ready  for  occupancy  in  March,  1957. 

Middlesex  County 

The  annual  meeting  of  the  Middlesex  County 
Medical  Association  was  held  at  the  Ivoryton  Inn, 
Ivoryton,  on  April  12.  Officers  for  the  coming  year 
were  elected.  Joseph  Magnano  is  president;  Vincent 
J.  Vinci  is  vice  president,  and  Clarence  Harwood  is 
clerk.  There  were  two  visitors  from  State  headquar- 
ters: Oliver  Stringfield,  the  president,  and  James 
Burch,  director  of  public  relations.  There  are  added 
to  our  rolls  five  new  members:  Margaret  Kelly,  who 
is  practicing  obstetrics  and  gynecology  in  Middle- 
town;  John  Kelly,  who  is  practicing  surgery  in 
Middletown;  Frank  Geiser,  Jorge  Paras  and  Anselm 


LEDERLE  LABORATORIES  DIVISION 

American  Cianamid  company 

PEARL  RIVER,  NEW  YORK 


BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A11  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  has  set  a 
minimum  daily  adult  requirement. 


Distributed  by 

Borden’s  Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin; 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
5646 


Schurgast  who  arc  on  the  stall'  at  the  Connecticut 
State  1 lospital.  The  speaker  of  the  evening  was  Prof. 
Forrest  Holey  of  the  Wesleyan  physics  department, 
llis  topic:  “Atomic  F.nergy  for  the  Uninitiated.” 
Mark  1 luimim  took  a one  week,  full  time  prac- 
tical course  in  car,  nose  and  throat  surgery  at  the 
University  of  Cincinnati  Medical  School  the  latter 
part  of  April. 


New  Haven  County 

James  David  McGaughey,  a practising  physician 
in  Wallingford,  died  at  Gaylord  Farm  Sanitarium 
on  April  18. 

William  Core  Duffy,  professor  of  clinical  surgery 
at  Yale,  died  at  his  home  on  May  5 at  the  age  of  57. 

New  London  County 

Flic  new  ly  elected  officers  for  the  New  London 
County  Medical  Association  arc  as  follows:  Presi- 
dent, John  Raymcr,  Norwich;  Vice  President  and 
President  Elect,  E.  Roland  Hill,  Mystic;  Secretary- 
Treasurer,  William  J.  Murray,  Jr.,  New  London. 
Newly  elected  members  to  the  Board  of  Trustees 
arc  Edward  Gipstein,  New  London  and  Benjamin 
Lord,  Norw  ich. 

The  New  London  Chapter  of  the  Connecticut 
Heart  Association  had  for  its  most  recent  guest 
speaker  Conger  Williams,  associate  physician  at  the 
Massachusetts  General  Hospital  and  Harvard  Medi- 
cal School,  who  spoke  on  “Paracardial  Tamponade.” 

At  the  monthly  dinner  lecture  at  the  Lawrence 
and  Memorial  Associated  Hospitals,  the  main  speak- 
er was  Harold  F.  Rheinlander,  asssistant  professor 
of  surgery  at  Tufts  University  School  of  Medicine, 
and  surgeon  at  the  Pratt  Diagnostic  Clinic,  New 
England  Center  Hospital.  His  subject  was  “Indica- 
tions and  Results  on  Splenectomy  and  Blood  Dys- 
crasia.” 

On  May  1 the  St.  Luke’s  Physicians  Guild  pre- 
sented Lt.  Thomas  A.  Duley,  Medical  Corps,  United 
States  Naval  Reserve,  in  a lecture  on  “Passage  to 
Freedom,”  which  was  delivered  at  the  St.  Patrick’s 
Cathedral  Auditorium  in  Norwich. 

Windham  County 

Flic  165th  Annual  Meeting  of  the  Windham 
County  Medical  Association  was  held  at  the  Ben 
Grosvenor  Inn,  Pomfret,  on  April  19.  Olga  Little 
of  Willimantic  was  elected  president;  James  Jones 
of  Danielson,  vice  president;  and  Frederick  A. 
Beardsley  of  Willimantic,  clerk. 
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Fifth  Congress  of  the  Association  of  European  and 
.Mediterranean  National  Societies  of  Gastroenterology 
London,  England 
July  18-21,  1956 


Eighth  International  Pediatric  Congress 
Copenhagen,  Denmark 
July  22-27,  !9 56 


Eighth  International  Congress  of  Radiology 
Mexico 

July  22-28,  1956 


First  International  Congress  of  I Iuman  Genetics 
Copenhagen,  Denmark 
August  1-6,  1956 


Latin  American  Union  of  Societies  of  Phthisiology — 
11  th  Pan  American  T uberculosis  Congress 
.Medellin  and  Bogota 
August  1 -1 5,  1956 


PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHT  ★ 


r 


★ Insole  extension  and 
heel  where  support  is 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  " The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

k y 


LAKESIDE  LABORATORIES 


Ninth  Annual  Meeting  of  the  World  Federation  for  Mental 
Flealth 

Berlin,  Germany 
August  12-18,  1956 


Fourth  International  Congress  on  Diseases  of  the  Chest — 
American  College  of  Chest  Physicians 
Cologne,  Germany 
August  19-23,  1956 


Second  International  Congress’ of  Physical  Medicine 
Copenhagen,  Denmark 
August  20-24,  1956 


Sixth  International  Congress  of  Blood  Transfusion 
Boston,  Mass. 

August  29 — September  2,  1956 


Fifth  International  Congress  of  Anthropological  and 
Ethnological  Sciences 
Philadelphia,  Pa. 

September  2-9,  1956 


International  Congress  of  Haematology 
Boston,  Mass. 

September  3-8,  1956 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 
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A bed  board  can  only  prevent  a 
box  spring  from  sagging;  it  cannot 
correct  the  mattress.  Here's  why; 


Soft  mattress  and  box  spring  sags  — giving 
improper  support. 


ioth  International  Biennia)  Congress  of  the  International 
College  of  Surgeons 
Buenos  Aires,  Argentine 
September  9-13,  1956 


Second  Congress  of  the  European  Society  of  Cardiology 
Stockholm,  Sweden 
September  10-14,  1956 


25  International  Congress  Against  Alcoholism 
Istanbul,  Turkey 
September  10-15,  >956 


Seventh  International  Congress  of  Catholic  Doctors 
The  Netherlands 
September  10-16,  1956 


International  Congress  of  Internal  Medicine 
Madrid,  Spain 
September  19-23,  1956 


Association  of  Industrial  Medical  Officers — 
21st  Anniversary  Meeting 
London,  England 
September  25-29,  1956 


With  bed  board  added,  mattress  still  sags,  spine 
is  still  distorted. 


The  complete  answer  to  correct  support:  Only  the 
Sealy  Posfurepedic  is  designed  in  cooperation 
with  Orthopedic  surgeons  — adjusts  the  body  to 
comfortably  correct  sleeping  posture. 


Sealu 


POSTUREPEDICMATTRESS 


Available  to  doctors  in  both  foam  rubber 
and  innerspring,  at  professional  discount. 


WRITE  TODAY  for  information  on  professional 
discount  for  doctors'  personal  use  and  new  free 
booklet,  "The  Effect  of  Bedding  on  Posture, 
Health  and  Sleeping  Comfort”. 

SEALY  MATTRESS  COMPANY 

79  Benedict  St.  Waterbury  20,  Conn. 


International  Professional  Union  of  Gynecologists  and 
Obstetricians 
Madrid,  Spain 
September  28-29,  1956 


Association  of  Clinical  Pathologists 
London,  England 
October  4-6,  1956 


WORLD  MEDICAL  ASSEMBLY  IN  HAVANA 
OCTOBER  9-14,  1956 

The  World  Medical  Association  will  hold  the  opening 
plenary  session  of  its  ioth  General  Assembly  in  Havana, 
Cuba,  on  October  10,  which  is  Cuban  Independence  l)av. 
This  is  the  first  time  that  an  Assembly  has  been  held  in 
Latin  America.  The  only  other  meeting  held  in  the  West- 
ern Hemisphere  was  the  1950  Assembly  in  New  York  City. 

The  1956  Assembly  will  begin  with  a day  of  registration 
on  October  9 and  sessions  will  continue  through  October 
14.  October  15  will  be  devoted  to  an  excursion  to  Veradero 
Beach. 

On  October  8 and  9,  the  Latin  American  doctors  will 
meet  jointly  with  representatives  of  The  World  Medical 
Association  and  the  International  Hospital  Association  to 
consider  ways  and  means  of  improving  the  hospital  stand- 
ards in  Latin  America. 

The  morning  session  of  the  Assembly  on  October  1 1 will 
be  devoted  to  consideration  of  problems  of  medical  pub- 
lications in  Latin  America,  and  the  Scientific  Session  will 
be  devoted  to  two  main  subjects — cardiology  and  nutrition. 
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AMERICAN  HEART  ASSOCIATION  ANNUAL 
MEETING  OCTOBER  26-31,  1956 
CINCINNATI,  OHIO 

The  first  evening  will  offer  a special  scientific  program 
on  instrumentation  and  will  include  presentation  of  papers 
on  electrocardiography,  vectocardiography,  ballistocardio- 
graphy and  related  subjects. 

The  remainder  of  the  scientific  program  will  be  presented 
on  the  three  following  days,  Saturday,  Sunday  and  Mon- 
day, October  27  through  29.  Morning  sessions  will  be  de- 
voted to  presentation  of  original  scientific  papers  of  broad 
cardiological  interest,  special  lectures  and  a symposium  on 
cardiac  rehabilitation.  Afternoon  sessions  will  be  taken  up 
with  panel  discussions  under  the  auspices  of  the  Section 
on  Clinical  Cardiology7  and  with  simultaneous  specialized 
sessions  of  other  sections  of  the  Scientific  Council,  the 
Council  on  Rheumatic  Fever  and  Congenital  Heart  Disease, 
and  the  Council  on  Community  Service  and  Education. 


COURSE  IN  OCCUPATIONAL  MEDICINE 

A full-time,  eight-week  comprehensive  course  in  occu- 
pational medicine  for  physicians  will  be  given  in  the  Post- 
Graduate  Medical  School  of  New  York  University-Bellevuc 
Medical  Center  from  September  10  through  November  2, 
1956.  Among  the  subjects  being  offered  to  physicians  are: 
organization  and  administration  of  an  industrial  medicine 
department;  preventive  and  constructive  medicine  in  in- 
dustry; occupational  diseases;  toxicology7  and  industrial 
hygiene  for  the  physician;  as  yvell  as  biostatistics,  com- 
municable disease  control  and  epidemiology.  Opportunities 
will  be  provided  for  attendance  at  medical,  surgical  and 
clinico-pathological  conferences  during  the  course.  Tuition: 
$350.  For  further  information  and  application  address; 
Dean,  New  York  University,  Post-Graduate  Medical  School, 
New  York  16,  New  York. 


NEW  BOOKS  IN  REVIEW 

e*x><:>o<5><x><><s><£>^^  annst 

YEAR  BOOK  OF  DRUG  THERAPY.  Year  Book  Pub- 
lishers, Inc.:  Chicago,  Illinois.  1955-56.  $6. 

Reviewed  by  Douglas  A.  Rofrano 

I recently  encountered  tyvo  interesting  problems  on  the 
yvards:  one  involved  the  sterilization  with  antibiotics  of  a 
respiratory  tree  which  yvas  constantly  contaminated  from 
both  an  esophagotracheal  fistula  and  a tracheotomy;  the 
other  involved  a rheumatoid  arthritic  yvith  cardiac  decom- 
pensation, and  who  yvas  refractory  to  most  antirheumatic 
agents.  In  the  former  case  it  yvas  quite  difficult  to  sterilize 
the  tracheobronchial  tree  with  antibiotics;  in  the  latter 
case,  steroids  yvere  risked,  and,  to  the  amazement  of  all, 
diuresis  occurred.  Later,  in  thumbing  through  the  Year 
Book  of  Drug  Therapy,  I yvas  further  amazed  to  find 
abstracts  of  articles  in  which  the  authors  had  almost 
similar  problems  which  yvere  handled  accordingly7.  This, 
in  essence,  is  the  worth  of  the  “Year  Book.”  A physician 
cannot  peruse  more  than  four  or  five  pages  yvithout  noting 
abstracts  of  articles  pertaining  to  problems  which  are  cur- 
rent in  his  oyvn  practice. 


Have  you  ever 
read  the  back  off 
a 7-Up  bottle? 


(you.  ,6iu>uMJ) 

On  the  back  of  this  well-known  green 
bottle — for  all  the  world  to  see — are  listed 
the  ingredients  of  this  sparkling,  crystal- 
clear  drink.  A soft  drink  doesn’t  have  to 
list  its  ingredients — and  most  don’t — but 
7-Up  is  proud  to  let  you  see  how  pure  and 
wholesome  it  really  is. 

Seven-Up  is  so  pure  and  wholesome, 
folks  of  all  ages  can  have  it.  Famous — 
and  worthy  of  its  fame — as  the  All-Family 
Drink. 

Nothing  does  1#  like  Seven-Up! 

The  Seven-Up  Bottlers  of  Connecticut 
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UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANK  DISCOUNT  CORP. 

230  W.  41st  ST.  HEW  YORK 

Phone:  LO  5-2943 


HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR-,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 

1 clcp'.o-ic:  JAckson  5-0024 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 


See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Over  35  Years’  Experience 
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The  Year  Book  of  Drug  Therapy  (1955-56  series)  con- 
sists of  560  pages  of  articles  abstracted  from  journals 
received  by  the  editor  between  August  1954  and  August 
1955.  Flic  hook  is  well  indexed  and  is  divided  into  fifteen 
major  sections  which  include  Allergy,  Antibiotics  and  Sul- 
fonamides, Cardiovascular  Disease,  Llcmatology,  Vircology, 
etc.  1 he  abstracts  are  well  written  and  contain  the  essence 
of  the  original  article  with  the  appropriate  documentary 
referral.  As  usual,  Dr.  Harry  Beckman  does  an  excellent 
job  as  editor. 

In  this  day  of  the  busy  physician  when  time  is  at  a 
premium  and  the  medical  world  is  deluged  with  medical 
literature,  it  is  both  refreshing  and  enlightening  to  find  a 
source  which  offers  selective  reading  material  that  is  worth 
while.  The  Year  Book  of  Drug  Therapy  provides  such  a 
source.  Accordingly  I recommend  it  strongly. 

THE  YEARBOOK  OF  MODERN  NURSING  Edit- 
ed by  M.  Cornelia  Cowan.  New  York:  G.  /'.  Putnam's 

Sons.  1956.  446  pp.  $5.95. 

Reviewed  by  John  Foot 

I bis  book  represents  a completely  new  effort  in  the  field 
of  nursing  publications.  It  is  the  first  of  what  is  planned  to 
be  an  annual  summarization  of  the  year’s  developments  in 
nursing.  The  content  has  been  contributed  by  over  one 
hundred  fifty  persons,  who  arc  leaders  in  nursing  and  re- 
lated fields.  The  volume  is  effectively  organized  into  twenty- 
eight  major  sections  covering  many  facets  of  nursing:  c.g., 
nursing  the  patient  in  the  various  clinical  areas,  the  occupa- 
tional fields  of  professional  nursing,  nursing  education — 
basic  and  advanced,  the  Federal  Government  nursing  serv- 
ices, the  nursing  organizations,  and  research  in  nursing. 
The  concluding  section,  Continuing  Progress  in  Nursing, 
presents  the  trends  in  nursing  and  predictions  for  the 
future  as  seen  by  outstanding  leaders  in  nursing. 

Because  of  the  wide  scope  presented,  each  article  is  brief 
and  often  does  not  give  much  detail.  However,  in  most 
instances  there  is  a comprehensive  annotated  bibliography 
following  each  area. 

It  is  well  to  realize  that  a given  section  presents  one  per- 
son’s viewpoint  of  that  subject  rather  than  an  overview  of 
existing  viewpoints  or  developments.  For  example,  the 
section,  Preparation  for  Teachers  in  Schools  of  Nursing, 
describes  only  the  program  offered  by  the  School  of  Nurs- 
ing, University  of  Pennsylvania. 

Nurses  and  members  of  allied  groups  will  find  this  book 
a source  of  current  information  on  every  aspect  of  nursing. 


HlTe 

CONNECTICUT  STATE  MEDICAL  JOURNAL 

Vol.  XX  JULY,  1956  No.  7 


TRUSTEE-STAFF  RELATIONSHIPS 


npHK,  voluntary  hospital  in  the  United  States  is  an 
institution  of  which  we  can  be  justifiably 
proud.  Since  the  nationalization  of  British  hospitals, 
those  of  this  country  and  Canada  are  practically  the 
sole  remaining  examples  of  one  of  the  finest  wavs  in 
which  man  shows  his  spontaneous  concern  for  his 
fellow  men.  Elsewhere  hospitals  are  tax  supported 
and  governmentally  controlled. 

From  the  founding  of  the  first  hospital  in  this 
country,  at  Philadelphia  in  1751,  up  to  the  end  of 
the  19th  century  hospitals  were  almost  exclusively 
charitable  institutions,  providing  a place  where  the 
destitute  sick  could  Ire  sheltered  and  cared  for. 
Those  who  could  afford  it  were  sick  at  home.  Be- 
cause of  this  charitable  nature,  hospitals  were  built 
and  maintained  by  gifts  from  generous  donors  w ho 
acknowledged  the  hospital  as  the  appropriate 
agency  for  discharging  man’s  responsibility  to  care 
for  the  health  of  his  less  fortunate  fellows. 

CHANGE  IN  THE  VOLUNTARY  HOSPITAL 

The  first  half  of  the  20th  century  probably  saw 
more  dramatic  changes  in  medical  science  than  any 
other  similar  period  in  history.  During  this  time  the 
role  of  the  voluntary  hospital  has  undergone  equally 
dramatic  changes.  From  an  institution  that  was 
essentially  a place  that  provided  the  patient  only  with 
a bed  and  nursing  care,  and  was  frequently  regarded 
simply  as  a wav  station  en  route  to  the  undertaker, 
it  has  now  become  a symbol  of  hope  for  the  sick  and 
a center  supplying  all  the  complex  services  for  diag- 
nosis, therapy,  teaching,  and  research  to  aid  the 
doctor  in  his  care  of  the  patient  and  in  his  work  for 
the  advancement  of  medical  knowledge. 

I hat  the  voluntary  hospital  has  been  able  to  keep 
pace  with  the  demands  made  upon  it  is  a tribute  to 
the  devotion  of  the  trustees  and  the  doctors  who 
have  worked  side  by  side  to  assure  public  under- 
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SUMMARY 

The  voluntary  hospital,  locally  supported  and  local- 
ly administered,  is  one  of  the  principal  factors  in  the 
development  and  maintenance  of  the  high  quality  of 
medical  care  in  this  country.  It  is  a valuable  possession 
and  one  worth  preserving. 

This  possession  is  in  danger  of  being  lost  through 
pricing  itself  out  of  existence  and  being  replaced  by 
governmentally  supported  and  controlled  hospitals. 
To  guard  against  this  is  a task  requiring  the  most 
complete  cooperation  between  trustee  and  doctor. 
This  calls  for  the  presence  of  men  of  good  will  on  the 
Board  of  Trustees  and  on  the  staff;  for  the  recognition 
of  the  sole  reason  for  the  existence  of  the  hospital — 
the  welfare  of  the  patient;  for  awareness  that  trustees 
and  doctors  are  equal  partners  in  the  enterprise;  and 
for  the  provision  of  some  form  of  organization  that 
will  promote  the  most  complete  exchange  of  informa- 
tion between  trustees  and  doctors  and  will  foster  a 
feeling  of  sharing  in  the  determination  and  execution 
of  policy  for  the  operation  of  the  hospital. 


standing  of  the  hospital’s  functions  and  problems 
and  public  support  of  its  varied  activities.  This  is  a 
heartening  circumstance,  but  we  should  not  spend 
our  time  viewing  with  pride  what  has  been  done  in 
the  past.  Rather  should  we  consider  how  the  part- 
nership of  trustee  and  doctor  can  make  the  voluntary 
hospital’s  role  of  even  greater  significance  in  the 
promotion  of  the  health  of  the  nation. 

The  special  skills  and  facilities  made  necessary  by 
the  complexity  of  modern  medical  science  mean 
that  it  is  no  longer  feasible  to  attempt  to  care  for 
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serious  illness  nr  home.  Consequently  the  hospital  is 
essential  to  rich  and  poor  alike.  Thus  the  voluntary 
hospital  is  no  longer  exclusively  charitable  in  nature, 
although  it  still  does  a lot  of  charity  work.  It  is, 
however,  nonprofit  in  character  and  it  is  still  the 
agency  by  which  society  provides  health  care  for  all 
of  its  members,  whatever  may  be  their  economic 
circumstances. 

Fortunately  the  habit  of  giving  has  been  so  firmly 
established  that  the  voluntary  hospital  is  still  the 
beneficiary  of  generous  gifts,  some  of  which  are  used 
to  provide  buildings  and  equipment  for  the  use  of 
all  patients.  Because  of  this  generosity  the  hospital 
is  able  to  soften  for  all  patients  the  financial  shock 
of  sudden  or  prolonged  illness.  It  is  very  fitting  that 
society  should  thus  continue  to  accept  some  respon- 
sibility for  the  care  of  all  members  of  the  com- 
munity. 

HOSPITAL-DOCTOR  PARTNERSHIP 

I am  convinced  that  it  is  this  partnership  of  vol- 
untary hospital  and  doctor  which  has  been  largely 
responsible  for  the  superb  quality  of  medical  care 
enjoyed  by  the  people  of  this  country.  This  is  a 
precious  possession  and  one  that  is  worth  any 
amount  of  effort  to  retain. 

This  possession  is  in  peril  of  being  lost,  and  to 
guard  against  that  loss  it  is  necessary  to  be  aware  of 
the  causes  of  the  peril  and  to  see  what  can  be  done 
to  counteract  them. 

INCREASED  COST  OF  HOSPITAL  CARE 

The  increased  complexity  of  hospital  function  and 
the  discovery  of  the  many  diagnostic  and  thera- 
peutic aids  which  have  wrought  miracles  in  the  care 
of  the  patient  have  greatly  increased  the  cost  of  that 
care.  The  cost  of  these  ancillary  services  may 
amount  to  from  one  third  to  one  half  or  more  of  the 
total  cost  of  caring  for  the  patient.  At  the  same  time 
tax  demands  upon  potential  donors  have  meant  that 
gifts  in  support  of  the  hospital’s  operations  have  not 
kept  pace  with  these  costs.  In  consequence  the  hos- 
pital has  become  big  business  and  is,  at  the  same 
time,  less  able  to  count  on  deficit  financing  by  gifts 
to  keep  it  solvent.  Accordingly,  along  with  increased 
costs  has  risen  the  necessity  to  ask  the  patient  to 
bear  a greater  proportion  of  these  costs.  Some  of  us 
feel  that  because  of  this  there  is  a real  danger  that 
the  voluntary  hospital  is  pricing  itself  out  of  exist- 
ence; that  the  patient,  faced  with  charges  that  he 
thinks  are  unreasonable,  will  take  what  appears  to 
him  to  be  the  easy  way  out  by  demanding  tax  sup- 
port and  government  control.  I do  not  believe  that 


this  is  the  easy  way  out.  I fear  that  it  will  result  in 
decreased  morale  and  lowered  standards  of  quality 
in  patient  care  and  I am  sure  that  it  w ill  increase 
the  total  bill  to  the  taxpayer  for,  as  someone  has 
said,  government  support  simply  returns  to  the  tax- 
payer a thin  sliver  of  the  thick  slice  originally  taken 
off  his  ow  n hide. 

I believe  that  the  voluntary  hospital,  locally  con- 
trolled and  supported  by  the  generosity  of  the  com- 
munity it  serves,  is  worth  preserving  and  that  the 
initiative  must  come  from  those  best  situated  to  pro- 
vide it,  the  doctors  and  the  hospital  trustees. 

The  cost  of  an  illness  is  the  over  all  cost— doctors’ 
bills,  hospital  bills,  and  the  loss  of  earning  power— 
and  it  is  this  cost  that  we  must  keep  within  reason 
without  sacrifice  of  quality.  This  requires  the  high- 
est degree  of  cooperation  between  doctors,  admin- 
istrators, and  trustees.  They  are  the  members  of  a 
team  which  should  have  but  one  objective—  the 
welfare  of  the  patient.  If  the  preservation  of  the 
voluntary  hospital  is  to  be  accomplished  there  can 
be  no  room  for  self  interest  on  the  part  of  the 
various  members  of  the  team.  It  must  be  doctors 
and  trustees,  not  doctors  versus  trustees. 

DOCTORS  AND  TRUSTEES 

This  essential  cooperation  can  result  only  w here 
there  is  mutual  trust  and  understanding  and  a sense 
of  participation  on  the  part  of  all  concerned.  This 
may  seem  a trite  remark  but  it  is  the  crux  of  the 
whole  matter.  Too  often  we  see  the  opposite,  sus- 
picion and  ignorance  of  the  other  side’s  point  of 
view  and  a feeling  of  being  told  what  to  do  rather 
than  having  a voice  in  reaching  policy  decisions 
affecting  both  sides.  Too  often  the  trustees  think 
that  the  doctors  behave  as  if  the  hospital  had  a 
license  to  print  money,  while  the  doctors  feel— at 
times,  I am  afraid,  with  some  justice— that  there  is 
nothing  wrong  with  the  hospital  that  could  not  be 
cured  by  a few  deaths  on  the  Board  of  Trustees. 

The  essential  thing  is  the  realization  that  doctors 
and  trustees  are  equal  partners  with  a common  ob- 
jective, the  welfare  of  the  patient,  that  this  is  our 
sole  claim  to  public  approval  and  public  support  and 
that  the  men  on  both  parts  of  the  team  must  be  of 
good  will,  anxious  to  understand  the  other  side  and 
ready  to  make  concessions  for  the  good  of  all. 

I may  simply  have  been  fortunate  in  my  experience, 
but  the  doctors  with  whom  it  has  been  my  privilege 
to  be  associated  are  of  this  type  and  I hope  that  their 
trustees  have  also  appeared  so  to  them.  It  would  be 
foolish  not  to  admit  that  there  may  be  occasionally 
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men  on  both  sides  who  do  not  meet  these  standards, 
but  they  should  not  be  allowed  to  nullify  the  team 
work  of  the  rest. 

If  then  we  can  assume  that  doctors  and  trustees 
both  recognize  that  they  have  a common  objective 
and  are  anxious  to  cooperate  in  its  attainment,  the 
problem  becomes  one  of  facilitating  the  most  com- 
plete interchange  of  information  concerning  prob- 
lems and  aspirations,  and  of  conferring  on  all  a sense 
of  participation  at  the  policy  making  level.  The 
trustee  cannot  be  sympathetic  to  problems  that  he 
does  not  understand,  nor  can  the  doctor  be  expected 
to  be  an  enthusiastic  supporter  of  policies,  in  the 
determination  of  which  he  had  no  voice. 

The  doctor  is  properly  primarily  concerned  for 
the  welfare  of  his  patient  and  may  not  be  aware  of 
the  problems  encountered  by  the  hospital  in  pro- 
1 viding  care  for  the  patients  of  many  doctors.  On 
the  other  hand,  the  trustee  seldom  sees  patients,  is 
frequently  unaware  of  the  complexity  of  modern 
medical  care,  and  may  limit  his  concern  to  the  color 
of  ink  used  in  the  monthly  financial  statement.  I 
am  not  suggesting  that  the  trustee  accompany  the 
doctor  on  his  rounds  or  attend  an  operation,  nor 
that  the  doctor  spend  a day  in  the  hospital’s  admit- 
ting, purchasing,  or  accounting  offices,  but  the  first 
step  toward  solving  the  problem  is  to  devise  a 
mechanism  that  w ill  promote  this  mutual  under- 
standing. 

JOINT  CONFERENCE  COMMITTEE 

One  way  of  accomplishing  this  is  by  use  of  the 
Trustee-Staff  Joint  Conference  Committee.  This, 
however,  is  limited  in  its  effectiveness.  It  is  undoubt- 
edly good  for  those  who  are  members  of  the  com- 
mittee but  too  frequently  its  benefits  do  not  spread 
to  the  rest  of  the  staff  and  trustees. 

PHYSICIAN  MEMBER  ON  BOARD  OF  TRUSTEES 

My  personal  experience  has  convinced  me  that  the 
presence  of  a staff  member  on  the  Board  of  Trustees 
of  the  hospital  is  the  best  means  of  assuring  a con- 
tinuing interchange  of  ideas  and  an  awareness  of 
each  other’s  problems.  I realize  that  persuasive 
arguments  have  been  advanced  both  for  and  against 
this  practice  but  I believe  that  its  advantages  far 
outweigh  any  possible  disadvantages.  The  President 
of  the  Trustees  should  always  be  a welcome  guest 
at  staff  meetings  when  administrative  rather  than 
clinical  affairs  are  discussed  and  periodic  meetings, 
to  which  all  members  of  the  staff  and  of  the  Board  of 
Trustees  are  invited,  are  excellent  aids  to  mutual 
understanding  but,  in  my  opinion,  neither  of  these 


devices  can  be  used  as  a substitute  for  staff  repre- 
sentation on  the  Board. 

I he  presence  of  a staff  representative  as  a voting 
member  of  the  Board  of  Trustees  is  also  vital  to  the 
accomplishment  of  the  second  objective,  that  of 
promoting  staff  cooperation  by  creating  the  sense 
of  staff  participation  in  determining  policies  which 
the  staff  are  going  to  be  asked  to  support.  This  is 
of  importance  equal  to,  if  not  greater  than,  the 
freedom  of  communication  also  gained.  If  this  staff 
membership  is  to  be  effective  it  must  be  accom- 
plished in  such  a w7ay  that  the  staff  feels  that  it  is 
truly  represented  on  the  Board,  that  is,  the  repre- 
sentative should  not  be  appointed  by  the  trustees 
but  should  be  chosen  from  and  by  the  staff  in  a 
manner  satisfactory  to  them. 

1 his  representation  serves  a dual  purpose.  It  keeps 
the  staff,  through  its  representative,  aware  of  bud- 
getary and  administrative  problems  and  it  conveys 
to  the  staff  a sense  of  joint  authority  as  well  as  joint 
responsibility  in  their  solution.  It  also  keeps  the 
trustees  continually  informed  of  medical  problems 
and  aspirations.  As  a valuable  by-product  it  may  also 
help  to  prolong  the  administrator’s  life. 

I he  administrator  is  the  executive  officer  for  the 
Board  of  Trustees  and  is  responsible  for  carrying 
out  policies,  with  regard  to  the  operation  of  the  hos- 
pital, that  have  been  determined  by  the  Board. 
Almost  without  exception  these  policies  affect  in 
some  way  the  professional  staff  and  if,  because  of  a 
lack  of  understanding  and  of  a sense  of  participa- 
tion in  the  formation  of  these  policies,  the  adminis- 
trator finds  himself  between  the  irresistible  force  of 
a trustee  directive  and  the  immovable  body  of  staff 
resistance  his  lot,  like  that  of  Gilbert  and  Sullivan’s 
policeman,  “is  not  a happy  one.” 

One  of  the  inevitable  consequences  of  lack  of  staff 
representation  on  the  governing  board  is  that  the 
staff  has  less  opportunity  to  develop  an  awareness 
of,  and  a feeling  of  responsibility  for,  the  increasing 
burden  placed  on  hospital  finances  (which  is  a 
euphemism  for  the  patient’s  bill)  bv  the  requests  of 
staff  members  for  more  elaborate  and  more  exten- 
sive use  of  diagnostic  and  therapeutic  aids.  This  is 
something  over  which  the  trustees  have  little  con- 
trol, for  the  layman  cannot  contradict  the  physician 
when  the  latter  savs  that  a piece  of  equipment  or  a 
procedure  is  necessary  for  the  good  of  the  patient. 
The  natural  enthusiasm  of  the  doctor  to  use  all  of 
the  aids  at  his  disposal  must  be  tempered  with  an 
awareness  of  their  cost  to  the  patient.  He  must  be 
encouraged  to  distinguish  between  what  is  clinically 
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useful  in  a particular  case  and  what  is  merely  satis- 
fying curiosity. 

In  these  days  of  increasing  use  of  Blue  Cross  and 
other  third-party  payment  methods  for  meeting  hos- 
pital bills  the  patient,  unfortunately,  frequently 
adopts  the  attitude  of  a small  boy  at  a table  d'hote 
dinner— since  somebody  else  is  paying  for  it  he  is 
going  to  have  the  works  if  it  kills  him.  This  has  led 
to  abuses  which  must  be  well  known  to  all  and 
which  inevitably  result  in  increased  costs  to  all. 
For  the  control  of  this  situation  the  cooperation  of 
the  doctor  is  essential. 

Efficient  use  of  facilities,  such  as  operating  rooms, 
requires  rather  careful  scheduling  and  adherence  to 
schedules.  If  the  trustees  look  to  the  surgeon  for 
his  cooperation,  he  should  be  fully  acquainted  with 
the  need  for  such  procedure  and  granted  a voice  in 
the  determination  of  policy  concerning  the  prob- 
lem. I am  sure  that  many  other  examples  will  come 
to  mind  where  the  cooperation  of  the  members  of 
the  team  will  work  to  the  physical  and  financial  well- 
being of  the  patient. 

RESPONSIBILITY  OK  TRUSTEES  EOR  MEDICAL  CARE 

For  many  years  it  has  been  conceded  that  the 
trustees  of  the  voluntary  hospital  are  morally  re- 
sponsible to  the  patient  for  the  quality  of  the  care 
which  he  receives  in  the  institution.  Recent  court 
decisions  indicate  to  me  that  this  is  rapidly  becoming 
a legal  responsibility.  In  other  words,  if  the  patient 
suffers  harm  in  the  hospital  and  if  it  can  be  shown 
that  this  harm  has  resulted  from  failure  of  the 
trustees  to  exercise  due  care  in  their  selection  of 
the  personnel,  including  staff  members,  who  attend 
the  patient,  then  the  patient  may  be  able  to  recover 
damages  from  the  hospital  and,  in  the  case  that  the 
resources  of  the  hospital  or  its  liability  insurance  do 
not  cover  the  damages,  the  trustees  as  individuals 
may  be  liable. 

With  this  in  mind  it  should  be  clear  that  authority 
for  staff  appointments  must  accompany  this  respon- 
sibility and  therefore  lie  with  the  trustees.  In  exer- 
cising this  authority  the  trustees  will  base  their 
decisions  upon  the  professional  competence  and  the 
character  of  the  applicant.  Since  laymen  cannot  be 
qualified  to  judge  of  professional  competence  they 
must  rely  upon  the  best  professional  advice  that 
they  can  get.  I do  consider  that  the  trustees  can  be 
competent  judges  of  character  and  the  final  decision 
must  be  theirs.  I believe  that  all  staff  appointments 
should  be  for  one  year  only,  to  give  the  trustees  not 
only  the  opportunity  but  the  necessity  of  reviewing 


annually  the  qualifications  of  the  staff.  Otherwise 
there  is  question  as  to  whether  or  not  they  are  ful- 
filling their  responsibility  to  the  patient. 

Once  the  trustees  have  assured,  through  their  | 
power  of  appointment,  the  quality  of  the  staff  of  the 
hospital  I believe  that  the  morale  of  the  staff,  so  1 
vital  to  efficient  and  economical  care  of  the  patient, 
requires  that  the  staff  have  a voice  in  its  own  organi- 
zation and  administration.  The  staff  should  have  the 
right  to  make  nominations  to  the  trustees  for  chiefs  ‘ 
of  services  and  heads  of  departments  and  should 
elect  its  own  representative  to  the  governing  board 
or  Joint  Conference  Committee.  The  staff  as  a whole  i 
should  have  the  right  of  discussion  of  matters  per- 
taining to  medical  administration  and  medical  policy. 
They  are  the  partners,  not  the  subordinates  of  the 
trustees. 

PAYMENT  OF  ALLIED  HOSPITAL  EXPENSES 

Another  field  in  which  cooperative  effort  of  1 
trustees  and  doctors  can  do  much  to  control  the 
cost  of  being  hospitalized  is  to  find  ways  and  means  ( 
by  which  the  costs  of  the  research,  educational,  and 
charitable  work  of  the  hospital  may  be  met  other 
than  by  adding  them  on  to  the  patient’s  bill,  as  they 
all  too  frequently  are  now.  The  hospital  which  it 
has  been  my  privilege  to  serve  operates  a school  of 
nursing.  A recent  survey  shows  that  each  patient  in 
the  hospital,  in  addition  to  meeting  the  costs  of  the 
care  he  receives,  pays  over  a dollar  a day  to  educate 
student  nurses.  This  is  not  right.  Society  as  a whole 
is  the  beneficiary  of  nursing  education  and  society 
as  a whole  should  underwrite  its  costs.  This  will 
require  education  of  the  public  to  accept  its  respon- 
sibility and  this  is  the  task  of  the  hospital  trustee 
and  the  doctor. 

Whenever  care  is  rendered  to  patients,  under 
contract  to  third-party  payers,  be  they  govern- 
mental units  or  insurance  companies,  at  less  than 
cost,  the  hospital,  in  order  to  stay  in  business,  must 
recoup  its  losses  either  from  endowment  income  or 
from  bills  rendered  to  patients  who  pay  their  own 
way.  Progress  has  been  made  toward  remedying  this 
situation  but  much  remains  to  be  accomplished  and 
this  calls  for  courageous  action  on  the  part  of 
trustees  and  doctors. 

If  we  can  by  these  means  ensure  the  continuation 
of  the  voluntary  hospital  all  our  efforts  are  justified. 
No  plan  for  doing  this  will  succeed  without  the 
good  will  of  all  concerned.  On  the  other  hand,  with 
that  priceless  ingredient  probably  any  scheme  will 
be  successful. 
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PROFESSIONAL  PERSONNEL  ATTITUDES  TOWARD  THE  TUBERCLJLOSIS 
si, PATIENT 

, Jules  \ . Coleman,  m.d..  New  Haven 


it  A patient  enters  a chronic  illness  as  into  a foreign 
land.  He  can  no  longer  orient  himself  by 
accustomed  landmarks;  he  has  given  up  his  own 
routines  of  living;  and  in  so  far  as  his  usual  symbols 
of  communication  take  on  new  meanings  and  new 
references,  he  must  even  learn  a new  language.  The 
reaction  of  patients  with  tuberculosis  have  been 
given  considerable  study.  It  has  been  recognized  that 
they  are  in  a sense  uprooted  people,  isolated  from 
their  past  and  current  life  environments,  not  only 
by  their  infection  and  by  the  nature  of  their  sani- 
tarium experience,  but  as  much  by  their  own  sense 
of  difference  from  those  with  whom  they  have  lived 
in  intimate  association.  They  may  have  reactions  of 
sensitivity  and  defensiveness;  they  may  become 
alert  to  rejection,  fearful  of  their  dependent  needs, 
and  angry  with  the  unsympathetic  world  they  pro- 
ject as  an  image  on  the  screen  of  their  perceptions. 

In  recent  years  we  have  sensed  more  concretely 
and  imaginatively  the  plight  of  the  tuberculous 
patient  and  have  accepted  his  special  needs  for 
understanding  and  emotional  support  as  a primary 
condition  of  response  to  treatment.  For  the  tuber- 
culous patient  illness  takes  on  all  kinds  of  meanings, 
depending  on  his  personality  and  his  life  situation. 
Many  patients  seem  to  react  as  if  their  illness  were 
an  act  of  fate  or  God,  a curse,  or  punishment  for 
some  real  or  imagined  misdeed.  Such  patients  may 
show  a compulsive  need  to  allay  feelings  of  guilt 
and  to  pay  for  their  “sins”  by  engaging  in  activities— 
for  which  they  always  find  rationalizations— that 
tend  to  defeat  their  recovery. 

There  are  patients  who  seem  to  believe  that  the 
1 illness  is  a process  of  inner  contamination  and  t'nere- 
i fore  find  it  difficult  to  accept  the  idea  that  they  can 
have  the  disease.  The  emotional  syllogism  appears 
to  be:  Tb  is  a dirty  disease.  If  I have  Tb,  I must  be 
| dirty  or  filthy.  So  I cannot  have  Tb. 

The  inability  to  accept  the  possibility7  of  having 
the  disease  is  fairly  widespread  and  may  have  some- 
thing to  do  with  the  reluctance  of  many  persons  to 

j Presented  at  the  Annual  Conference  of  the  New  York  Tube 
York , N.  Y .,  and  reprinted  front  the  American  Journal  of 
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SUMMARY 

The  plight  of  the  tuberculosis  patient  is  emphasized, 
together  with  the  need  for  a better  understanding  of 
him  in  the  carrying  out  of  treatment.  His  problems 
tend  to  increase  during  the  course  of  the  disease. 
Beside  personal  problems  there  are  those  created  by  a 
hospital  environment  and  particularly  by  bed  rest. 
The  professional  worker  must  understand  all  these 
problems  and  the  reactions  in  the  patients  engendered 
by  them. 

In  addition  to  the  above,  it  must  be  recognized  that 
each  successive  phase  in  the  course  of  the  patient’s 
disease  necessitates  a change  in  the  treatment  plan. 
Emphasis  is  placed  on  the  need  for  the  medical  team 
to  acquire  a psychiatrically  oriented  attitude  toward 
the  patient.  His  emotional  requirements  are  of  im- 
portance as  well  as  those  resulting  from  his  tuber- 
culosis. 


participate  in  mass  x-ray  surveys  or  to  enter  a sani- 
tarium after  the  diagnosis  is  made.  Other  psycho- 
logic factors,  however,  must  play  a part  in  this  con- 
nection, probably  involving  ideas  of  omnipotence 
and  inviolability,  and  fears  of  passivity  and  depend- 
ency. 

I hese  are  some  of  the  infinite  variety  of  patient 

reactions  to  the  illness.  Different  problems  arise  at 
every  phase  in  the  course  of  the  disease.  The  initial 

reactions  of  the  patient  on  learning  the  diagnosis 
may  be  dramatic  and  traumatic,  a mixture  of  in- 
credulousness, consternation,  bewilderment,  and 
denial.  He  is  flooded  with  thoughts  of  what  he  must 
give  up,  the  economic  and  personal  problems  he  and 

his  family  must  begin  to  face,  and  the  vague  fears  of 
social  stigmatization  which  have  by  no  means  en- 

tirely7 disappeared.  If  he  is  married,  there  are  fears 
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for  his  wife  and  children.  If,  as  with  many  new 
patients,  he  is  still  preparing  for  a career,  he  is  be- 
deviled by  fears  of  recurrent  or  permanent  handi- 
cap. 

PERSONAL  PROBLEMS  OK  TB  PATIENT 

In  the  long,  drawn-out  course  of  his  illness,  he  is 
troubled  by  many  personal  problems  of  his  own  and 
of  his  family.  Separated  from  his  family,  either  in 
fact— if  he  goes  to  a sanitarium— or  by  the  many 
subtle  and  overt  disruptions  imposed  by  his  illness  if 
he  remains  at  home,  the  patient  inevitably  makes  a 
far-reaching  emotional  investment  in  the  profes- 
sional people  who  care  for  him.  They  become  as 
important  to  him  in  many  ways  as  members  of  his 
family  and  his  close  circle  of  friends.  He  is  depend- 
ent on  them  not  only  for  health  but  for  emotional 
sustenance,  and  in  the  long  run  even  for  the  way  of 
life  that  the  limitations  of  his  illness  will  permit. 

Attitudes  of  professional  workers  are  partly  deter- 
mined by  the  popular  view  of  the  physician  and  his 
associates  in  the  Samaritan  role.  The  patient  expects 
the  physician  to  be  kindly,  benevolent,  disinterested, 
and  professionally  skillful.  He  reacts  with  disap- 
pointment and  rejection  to  any  deviation  on  the  part 
of  the  physician  from  this  role  image.  He  also  will 
tend  to  react  to  such  disappointments  with  anxiety 
and  w ith  the  stirring  up  of  neurotic  potentials  in  his 
personality. 

T HE  PATIENT  AT  HOME 

In  dealing  with  a patient  in  his  own  home  it  will 
be  of  interest  and  importance  to  understand  him  as 
an  individual  and  to  be  aware  of  his  family  situation 
and  his  social  relationships.  The  patient  in  a tuber- 
culosis hospital  or  sanitarium  also  needs  to  be  under- 
stood in  the  same  way  but,  in  addition,  one  would 
want  to  know  the  effects  upon  the  patient  of  insti- 
tutional living.  An  institution  is  a special  form  of 
social  organization,  and  while  various  institutions 
do  have  their  own  individuality,  determined  largely 
1) v the  personalities  of  the  successive  directors,  they 
all  have  certain  features  in  common.  The  life  of  the 
institution  imposes  itself  upon  the  life  of  each 
patient.  The  effect  upon  the  course  of  the  illness  is 
negligible  where  the  patient  is  a fairly  mature  per- 
son, or  where  the  passive,  dependent  aspects  of  the 
personality  make  it  possible  for  the  patient  to  con- 
form submissively  to  the  particular  demands  of  the 
institution.  But  with  patients  who  are  subject  to 
conflict  about  authority— the  restless,  embittered, 
defiant  people  who  feel  life  has  cheated  them— the 


routine  of  the  institution  offers  a challenge  for  revolt 
which  may  take  many  forms. 

BED  REST 

As  a case  in  point  one  might  consider  the  problem 
of  bed  rest.  It  has  not  always  been  regarded  as  the 
cornerstone  of  the  treatment  of  tuberculosis.  You 
may  recall  that  in  Thomas  Mann’s  novel,  “The 
Magic  Mountain,”  bed  rest  was  used  only  for  the 
feverish  patient,  and  then  only  for  the  period  of 
fever.  Mann  makes  it  very  clear,  incidentally,  that 
the  fevers  of  his  main  character,  Hans  Castorp,  were 
emotional  and  spiritual  as  well  as  corporeal,  and 
basically  of  course  the  interest  of  the  novelist  is  to 
portray  a society  in  organic  decay.  Be  that  as  it  may, 
the  patient  in  the  novel  had  numerous  outlets  for  the 
expression  of  tensions  and  anxieties  which  are  in- 
conceivable for  our  patient  today. 

On  the  other  hand,  we  know  very  well  when  we 
talk  of  bed  rest  we  have  actually  no  way  of  evalu- 
ating its  meaning  for  the  individual  patient.  For 
many  patients  bed  rest  means  remaining  quietly  on 
one’s  back  so  long  as  nobody  on  the  staff  is  looking. 
Furthermore,  even  when  the  patient  does  comply 
faithfully  with  the  requirements  of  bed  rest,  we  still 
have  no  way  of  evaluating  its  effectiveness  with  any 
reality  measure,  as  long  as  we  are  unable  to  estimate 
energy  utilization  at  so-called  rest.  There  are 
patients  whose  autonomic  activity  maintains  a high 
level  at  all  times,  and  we  have  no  useful  method  at 
present  of  evaluating  differences  in  tension  expendi- 
tures. 

Why  do  so  many  patients  seem  to  find  it  difficult 
to  maintain  bed  rest,  even  after  they  have  been  told 
with  great  emphasis  that  it  is  of  the  greatest  import- 
ance in  their  cure?  It  would  almost  seem  as  if  they 
were  deliberately  inviting  danger  to  themselves  by 
their  activity.  It  might  seem  that  their  need  for 
independence  was  so  great  that  they  simply  could 
not  accept  the  submissive  dependency  of  curing  on 
bed  rest.  Or  that  they  were  driven  by  the  restless- 
ness of  anxiety.  We  know  that  there  are  people  with 
chronic  anxiety  tension  states  which  they  can  con- 
trol only  by  continuous  motor  activity.  However, 
for  the  most  part,  these  are  probably  people  for 
whom  being  dependent,  accepting  care  in  a passive, 
compliant  manner,  constitutes  a threat  to  their  feel- 
ings of  integrity. 

Institutional  living  tends  to  enhance  the  dual  con- 
flicts of  dependency  and  hostility.  It  is  the  type  of 
conflict  situation  that  we  encounter  in  adolescents 
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who  stand  at  the  threshold  between  childhood  and 
adulthood.  But  it  is  in  this  case  an  artificially  created 
situation,  in  which  the  dependency  is  fostered  by 
the  nature  of  the  illness  and  its  methods  of  cure,  and 
the  hostility  is  a reaction  to  the  frustrations,  petty 
inconveniences,  often  senseless  arbitrary  thought- 
lessness of  institutional  routine. 

i INCREASING  TENSION 

There  are  many  ways  of  accepting  dependency 
and  of  expressing  hostility,  and  both  may  go  on  at 
the  same  time.  For  example,  there  is  the  young  girl 
who  spent  her  first  year  in  the  hospital  sleeping  20 
hours  a day.  She  seemed  to  be  accepting  dependency 
completely,  doing  exactly  as  she  was  told,  but  at 
the  same  time  she  built  a wall  around  herself,  so  that 
nothing  could  touch  her,  shutting  out  other  patients 
and  staff  as  well.  Another  extremely  compliant 
patient  was  also  unable  to  talk  about  herself  and 
her  feelings,  but  got  rid  of  some  of  her  tensions  in 
the  form  of  attacks  of  mucous  colitis.  Another 
young  woman  prided  herself  on  being  good  and 
keeping  the  rules  and  regulations  but  was  full  of 
venom  for  others  who  did  not  and  had  periods  of 
depression,  her  hostility  turning  against  herself. 

Difficult,  provoking,  or  aggravating  reactions  of 
patients  are  often  a response  to  acute  situational 
anxiety.  The  responses  may  take  many  forms,  and 
at  times  seem  deliberately  calculated  to  irritate  or 
annoy  professional  workers.  There  are  the  patients 
who  always  seem  to  be  involved  in  infractions  of 
rules,  or  who  seem  to  persist  in  exposing  others  to 
infection.  Sometimes  they  become  hostile  to  mem- 
| bers  of  their  family,  or  at  an  institution  to  particular 
| doctors  or  nurses;  or  they  may  displace  their  hostil- 
ity to  minor  issues,  for  example,  to  complaints  about 
their  food,  their  rooms,  or  their  work  assignments. 
Some  patients  complain  of  being  guinea  pigs,  and 
j are  suspicious  and  distrustful  of  everything  that  is 
done  for  them. 

1 he  situations  which  arouse  anxiety  are  legion, 
j Many  patients  react  anxiously  to  every  change  in 
medical  procedure  or  in  hospital  rules,  and  to  every 
new  phase  of  treatment.  A common  complaint, 

! which  often  seems  incredible  to  attendants,  is  the 
statement,  “I  have  never  been  told.”  Changes  in  the 
patient’s  family— illnesses,  marriages,  divorces,  fears 
of  infidelity  of  the  spouse— are  common  causes  of 
J disturbance. 

attitudes  of  professional  workers 

Many  professional  workers  respond  to  the  emo- 
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tional  needs  of  their  patients  with  sensitive  under- 
standing. 1 hey  recognize  that  complaints  are  always 
real  to  the  patient  even  if  they  have  no  counterpart 
in  anatomy  or  physiology.  They  are  ready  to  look 
for  the  meaning  of  complaints  in  the  patient’s  dis- 
satisfactions and  fears,  in  his  feelings  of  bew  ilder- 
ment and  helplessness,  and  in  his  sense  of  loss  of 
continuity  in  the  routines  of  living.  They  recognize 
and  accept  a responsibility  to  deal  with  all  of  a 
patient’s  problems,  with  his  human  needs  as  well  as 
his  physical  disability. 

h or  many  professional  workers,  such  a response  is 
intuitive  and  direct.  It  does  not  need  to  be  sifted 
through  the  maze  of  psychologic  theory,  and  often 
it  does  not  depend  on  special  psychologic  training. 
However,  good  training  helps  to  channel  and 
routinize  such  responses;  it  strengthens  professional 
discipline  and  eases  the  burden  of  professional 
activity. 

Where  the  professional  worker  seems  unaware  of 
his  patient’s  emotional  needs  one  may  suspect  the 
presence  of  a number  of  misconceptions  which  may 
be  the  result  of  inadequate  or  poor  psychologic 
preparation,  or  of  emotional  difficulties  in  the 
worker  in  the  face  of  special  personality  problems 
in  patients.  Certain  common  misconceptions  are 
derived  from  theories  of  disease  which  are  now 
undergoing  revision.  The  materialistic  search  for 
specifics  in  the  treatment  of  various  infections,  for 
example,  while  eminentlv  successful  in  the  present- 
dav  triumph  of  antibiotic  therapy,  has  hardly  in  it- 
self tended  to  stimulate  an  interest  in  the  patient’s 
personality.  Actually,  however,  research  advances 
in  the  control  of  communicable  disease  have  led  to 
greater  realization  of  the  importance  of  social  and 
psychologic  factors  in  medical  practice,  and  if  the 
physician  is  to  maintain  his  Samaritan  role,  which 
after  all  is  socially  indispensable,  he  will  need  to 
acquire  professional  skills  in  the  social  and  psycho- 
logic, as  well  as  in  the  biologic  sciences. 

I he  transition  period,  in  the  meantime,  is  at- 
tended by  painful  readjustments  among  physicians 
and  their  co-workers.  Many  have  very  little  belief 
in  the  effects  of  psychologic  forces  on  organic- 
processes,  or  in  their  own  ability  to  help  patients 
through  psychologic  means.  They  are  often  led 
to  depersonalize  their  relationships  with  patients 
by  ignoring  the  patient’s  emotional  life  or  by  deriv- 
ing any  responsibility  for  their  own  psychologic 
behavior.  There  is  then  a tendency  to  militarize  the 
doctor-patient  relationship  with  the  doctor  giving 
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rhc  orders  and  the  patient  quickly  and  submissively 
obeying  them.  Such  an  attitude  is  often  rationalized 
w ith  the  idea  that  rhc  patient’s  recovery  depends  on 
his  following  medical  advice  and  if  he  chooses  to 
ignore  it,  that  is  his  bad  luck,  and  it  is  his  own  fault 
if  he  does  not  get  well. 

Professional  workers  who  are  not  alert  to  the 
underlying  meanings  in  the  reaction  of  patients  may 
experience  a patient's  expression  of  dependency  as 
the  equivalent  of  an  excessive  demand  for  affection 
and  may  respond  by  shutting  themselves  away  emo- 
tionally in  their  contact  with  the  patient.  I hey 
may  develop  routines  of  avoidance  of  emotional 
interplay,  or  find  it  difficult  to  listen  to  patients,  or 
when  they  have  to  listen,  to  pay  attention  to  what 
the  patient  is  saying.  They  may  place  undue  empha- 
sis on  purely  physical  procedures  and  on  a strict, 
routinized  carrying  out  of  such  procedures.  They 
may  tend  to  interpret  a treatment  plan  in  a formal- 
ized and  stereotyped  manner,  neglecting  the  factors 
of  individual  variation,  such  as  differences  in  tem- 
perament and  personality,  and  overlooking  the 
presence  of  neurotic  disorders,  manifested  for  ex- 
ample by  such  symptoms  as  motor  restlessness, 
depression,  or  morbid  fears  of  “needles”  or  opera- 
tions. 

Thus  far  I have  pointed  out  that  reactions  of 
patients  with  a chronic  illness  depend  mainly  on 
three  sets  of  factors:  the  nature  and  course  of  the 
illness,  and  methods  by  which  it  is  treated  in  its 
various  phases;  the  patient’s  personality,  and  the 
special  meanings  which  the  illness  acquires  for  him; 
and  the  attitudes  of  professional  workers,  on  whom 
the  patient  becomes  emotionally  dependent  during 
the  course  of  his  illness. 

THE  PSYCHO-SOCIO-BIOLOGIC  DIAGNOSIS 

Medical  personnel  who  deal  with  such  patients 
are  more  and  more  accepting  the  idea  that  social 
and  psychologic  dimensions  must  be  added  to  the 
biologic  in  understanding  and  treating  illness,  and 
that  the  personal  orientations  of  the  patient  and  his 
interpersonal  interactions  are  important  aspects  of 
the  disease  picture  and  of  the  general  organismic 
response  to  treatment. 

In  tuberculosis  a new  treatment  plan  needs  to  be 
formulated  at  each  successive  phase  in  the  patient’s 
course.  Each  changing  phase  creates  a new  situa- 
tion, as  it  creates  new  problems  for  the  patient  and 
his  family.  It  is  thus  important  for  the  medical  team 
to  think  in  terms  of  what  might  be  called  a psycho- 


socio-biologic  diagnosis.  A simple  way  of  formu- 
lating this  is  by  the  question,  given  the  organic 
disease  process,  what  w ill  treatment  mean  to  a par- 
ticular patient  in  his  particular  life  circumstances? 

In  more  concrete  terms  it  might  be  helpful  to 
keep  in  mind  two  psychologic  principles:  The 
patient  is  a person  with  his  individual  character  and 
an  effort  must  be  made  to  understand  his  behavior 
more  or  less  in  the  way  he  would  see  it  himself,  and 
all  behavior  is  meaningful  if  it  can  be  sufficiently 
understood  and  appreciated  as  necessary  to  the  main- 
taining of  some  kind  of  psychologic  equilibrium. 

It  should  be  emphasized  that  a medical  team 
caring  for  a patient  with  tuberculosis  need  not 
assume  responsibility  for  a pre-existing  psychiatric 
illness.  When  a patient  with  a neurosis  or  character 
disorder  acquires  tuberculosis,  the  entire  focus  of 
his  psychiatric  disturbance  undergoes  a shift,  and  his 
major  psychologic  concern  becomes  the  threat  to 
his  health  and  survival.  Not  that  the  psychiatric 
condition  disappears,  rather  that  it  becomes  sub- 
merged as  the  forces  of  the  personality  are  re- 
oriented to  meet  the  external  threat  of  disease.  For 
this  reason  only  a small  percentage  of  patients  with 
tuberculosis  will  be  in  need  of  treatment  by  a psy- 
chiatrist, or  be  able  to  benefit  by  such  treatment. 

On  the  other  hand,  it  is  extremely  important  for 
the  medical  team,  particularly  the  physician,  the 
nurse,  and  the  social  worker,  to  acquire  a psvehi- 
atrically  oriented  attitude  toward  the  patient.  It  has 
often  been  noted  that  in  tuberculosis  the  emotions 
appear  to  be  deeply  stirred,  although  this  may  be 
true  of  any  chronic  illness,  particularly  where  the 
course  and  the  consequences  are  uncertain  and  un- 
predictable. In  any  event,  good  medical  treatment 
would  seem  to  require  that  supportive  emotional 
measures  be  given  as  much  consideration  as  a sup- 
portive physical  regimen,  and  that  the  balance  sheet 
of  mental  and  physical  hygiene  be  properly  main- 
tained throughout  the  course  of  illness. 

Fortunately,  all  medical  personnel— physicians, 
nurses,  social  workers,  and  workers  in  other  allied 
fields— are  now  receiving  more  intensive  psychiatric 
orientation,  both  in  their  school  curriculums  and  in 
postgraduate  training.  With  the  help  of  such  orienta- 
tion workers  are  interested  in  developing  a dynamic, 
longitudinal  view'  of  the  patient’s  course  through 
chronic  illness.  They  ask  themselves  new  questions, 
as  for  example:  What  stresses  are  involved  for  the 
particular  patient  in  learning  the  diagnosis,  in 
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going  to  a sanitarium,  in  learning  to  adjust  himself 
to  institutional  living,  or  to  readjust  himself  to  living 
at  home  with  his  illness?  How  can  the  patient  be 
helped  to  maintain  a sense  of  personal  integrity 
and  of  continuity  of  experience  with  his  family? 
How  can  he  he  supported  emotionally  in  times  of 
difficulty,  when  troubles  arise  in  his  family,  or  when 
he  finds  himself  reacting  with  turmoil  to  certain 
aspects  of  his  treatment?  How  can  he  be  helped  to 
accept  his  illness  realistically,  with  all  its  implica- 
tions for  his  own  future  and  his  family’s? 


These  are  some  of  the  questions  that  must  be  asked 
in  the  modern  treatment  of  tuberculosis.  For  the 
professional  worker  they  call  for  attitudes  which 
are  as  disciplined  to  the  service  of  the  patient’s 
emotional  distress  as  to  that  of  his  physical  disorder. 
1 he  emotional  component  of  illness  is  inseparable 
from  the  whole  and  a high  level  of  medical  prac- 
tice would  seem  to  be  unthinkable  in  association 
with  primitive,  undisciplined,  and  unprofessional 
performance  in  the  response  to  a patient’s  emo- 
tional needs. 


PRIMARY  CARCINOMA  OF  THE  FALLOPIAN  TUBE 

Cytologic  Diagnosis 

Lawrence  L.  Malinconico,  m.d.,  Hartford 


npHK  rarest  and  most  malignant  of  pelvic  neoplasms 
A is  carcinoma  of  the  Fallopian  tube.  Orthman  in 
1888  wrote  the  most  complete  description  of  this 
disease  though  it  had  been  previously  reported  by 
Raymond  in  1847  and  Rokitansky  in  1861. 

The  incidence  of  these  tumors  is  from  0.16  per 
cent  to  0.5  per  cent  of  all  female  generative  tract 
malignancies.  One  third  of  the  cases  have  bilateral 
involvement.  Carcinoma  of  the  Fallopian  tube 
occurs  in  ages  varying  from  eighteen  to  eighty,  but 
is  most  common  in  the  fifth  decade. 

T he  preoperative  diagnosis  of  this  lesion  is  diffi- 
cult and  seldom  made.  The  possibility  of  establishing 
the  diagnosis  of  this  disease  by  vaginal  cytologic 
examination  has  been  described  by  Hu1  and  Vo  Seup 
Song.2  The  frequency  of  correlating  the  abnormal 
vaginal  cytology  findings  with  Fallopian  tube  car- 
cinoma is  unknown  because  of  the  rarity  of  this 
neoplasm.  It  is  well  recognized  that  the  presence  of 
abnormal  cells  in  the  vaginal  secretions  of  females 
with  malignancies  of  the  generative  tract,  other  than 
the  cervix  and  uterus,  is  rare.  We  wish  to  report  a 
case  in  which  the  only  positive  finding  was  a per- 
sistently abnormal  vaginal  smear. 

CASE  REPORT 

M.  W.,  63  year  old,  obese,  white  female  was  seen  in 
August,  1954  for  a routine  examination.  There  were  no 
complaints  at  this  time  and  pelvic  examination  was  found 
to  be  within  normal  limits.  Vaginal  smear  was  reported  as 
Class  III.  The  smear  was  repeated  and  the  report  was  again 
Class  III.  In  September,  1954  the  patient  was  hospitalized  and 
dilatation  and  curettage  of  the  uterus  and  cervical  biopsy 


The  Author.  Formerly  Senior  Resident  in  Obstetrics 
and  Gynecology , Hartford  Hospital;  Fellow  of  the 
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SUMMARY 

A case  report  is  presented  of  primary  carcinoma  of 
the  Fallopian  tube  with  vaginal  smears  indicative  of 
malignancy  in  some  pelvic  organ.  The  actual  discovery 
of  the  lesion  occurred  through  a surgical  accident. 

The  author  discusses  briefly  the  incidence  of  malig- 
nancies of  the  Fallopian  tube  and  the  lack  of  corre- 
lating vaginal  cytology  findings  in  the  literature.  The 
final  discussion  includes  reports  of  six  patients  from 
other  authors,  five  of  whom  had  positive  vaginal 
smears. 


was  done.  No  curettings  were  obtained.  Pathological  report 
of  the  biopsy  was  chronic  cervicitis. 

On  June  6,  1955  pelvic  examination  revealed  normal 
pelvic  organs.  Vaginal  smear  was  reported  as  Class  III. 

Because  of  family  problems  the  patient  was  not  seen  again 
until  September  14,  1955,  at  which  time  pelvic  examination 
showed  no  abnormalities.  Vaginal  smear  was  Class  IV,  “cells 
suggestive  of  adenocarcinoma.” 

The  patient  was  admitted  to  Hartford  Hospital  October 
24,  1955  for  repeat  dilatation  and  curettage  and  examination 
under  anesthesia. 

Physical  examination  on  admission  revealed  a well  devel- 
oped, obese,  white  female  with  no  complaints.  The  only 
positive  physical  finding  was  a blood  pressure  of  210/110. 
Preoperative  intravenous  urograms  and  electrocardiograms 
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were  negative.  The  hematocrit  was  48,  hemoglobin  14.2 
Gm.,  92  per  cent,  white  blood  count  5,050  with  a normal 
differential,  N.P.N.  30  mgm.  per  cent  and  fasting  blood 
sugar  106  mgm.  per  cent. 

On  the  second  hospital  day  dilatation  and  curettage  of  the 
uterus  was  performed.  Curettage  produced  a negligible 
amount  of  tissue.  In  an  attempt  to  obtain  more  tissue  the 
fundus  of  the  uterus  was  perforated  by  the  curet.  explora- 
tory laporatomy  was  decided  upon  and  carried  out  through 
a midline  incision.  The  omentum  was  found  almost  entirely 
replaced  by  a hard  tumor  mass.  The  remainder  of  the 
abdominal  exploration  was  negative  except  for  the  pelvic 
organs.  The  left  Fallopian  tube  was  found  to  be  dilated  to 
one  cm.  throughout  its  entire  length.  The  fimbriated  end 
was  replaced  by  a friable  tumor  mass  which  protruded  from 
the  lumen.  The  uterus  and  ovaries  appeared  grossly  nor- 
mal. The  pelvis  was  otherwise  free  of  tumor  except  for  a 
three  by  one  cm.  subserous  nodule  on  the  left  lateral  wall 
of  the  sigmoid  colon.  Frozen  section  of  the  tumor  showed 
adenocarcinoma.  The  fundal  perforation  was  sutured.  A left 
salpingo-oophorectomy  and  omentectomy  was  performed. 
The  abdomen  was  closed  in  layers.  The  patient  withstood 
the  procedure  well. 

The  postoperative  course  was  uneventful.  On  the  ninth 
postoperative  day  high  voltage  therapy  with  the  Cobalt 
bomb  (Thcratron)  was  started.  The  patient  received  3ooor 
through  opposing  15  by  15  cm.  fields  over  the  lesser  pelvis. 
She  was  discharged  on  the  25th  postoperative  day. 


V 
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PATHOLOGICAL  REPORT 

Vaginal  smear  (September  14,  1955)  (Figure  1)  shows 
occasional  clusters  of  oval-shaped  cells  that  stain  deeply. 
The  nuclei  are  irregularly  shaped.  The  cytoplasm  shows 
vacuolization.  These  cells  are  consistent  with  adenocar- 
cinoma. 

Macroscopic:  Specimen  submitted  is  a Fallopian  tube 
(Figure  2)  six  cm.  in  length  with  a two  cm.  fibrotic  ovary 
attached.  The  tube  is  dilated  in  its  entire  length  measuring 
one  cm.  in  diameter.  The  serosal  surface  of  the  tube  is 
smooth  and  intact.  The  fimbriated  end  is  dilated  with  a 
large  friable  cauliflower  shaped  mass  measuring  three  cm. 
which  protrudes  from  the  lumen.  On  cut  section  the  tumor 
mass  is  composed  of  white,  firm,  homogenous  tissue  which 
has  a feathery-appearing  surface. 

The  portion  of  omentum,  measuring  30  X8  X4  cm.,  con- 
tains lanje  areas  of  firm,  hard,  white  tissue  replacing  the 
normal  omental  fat. 

Microscopic:  Sections  of  the  Fallopian  tube  show  masses 
of  neoplastic  cells  forming  papillary  structures.  The  com- 
ponent cells,  which  tend  to  be  columnar  in  shape,  have 
atypical  nuclei  which  vary  in  size.  Many  mitotic  figures 
are  identified.  Occasional  small  psammoma  bodies  arc  seen. 
Histologic  picture  is  that  of  a Grade  II  papillary  adenocar- 
cinoma of  the  tube. 

Sections  of  the  ovary  show  it  be  atrophic.  One  section 
shows  a small  area  of  superficial  invasion  with  several  small 
gland  formations  seen  just  beneath  the  tunica  albuginea. 

Sections  of  the  omentum  show  involvement  by  neoplastic 
tissue  which  has  a similar  histologic  picture  to  that  of  the 
lesion  in  the  tube. 


Figure  i 

Photomicrograph  of  vaginal  smear  showing  clus- 
ters of  deeply  stained  oval  cells.  The  nuclei  are 
irregular,  the  cytoplasm  is  vacuolated.  These  cells 
are  consistent  with  adenocarcinoma. 


Figure  2 

Fallopian  tube  with  ovary  attached.  The  tube  is 
enlarged  with  friable  tumor  mass  protruding  from 
the  lumen. 
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Diagnosis:  Papillary  adenocarcinoma.  Grade  II,  of  the 
left  Fallopian  tube  with  extension  to  the  omentum  and  left 
ovary. 

DISCUSSION 

There  are  no  characteristic  signs  and  symptoms 
of  this  disease.  Those  most  frequently  described  are 
a bloody,  serosanguineous  or  watery  vaginal  dis- 
charge and  lower  abdominal  pain.  Postmenopausal 
bleeding  in  this  disease  may  be  a frank  flow  or 
intermittant  spotting.  Low  abdominal  pain  is  oeca- 
Isionally  associated  with  carcinoma  of  the  tube  and 
is  presumably  due  to  distension  of  the  tube.  Occa- 
sionally pelvic  examination  may  reveal  an  adenexal 
mass. 

T he  vaginal  smear  was  a useful  adjunct  in  the 
present  case.  Isbell  and  associates3  described  a 67 
year  old  female  who  had  persistent  postmenopausal 
bleeding  and  positive  vaginal  smears.  At  operation 
ia  carcinoma  of  the  Fallopian  tube  and  carcinoma 
in  situ  of  the  endometrium  was  found.  Yo  Seup 
Song  reported  the  case  of  vaginal  smear  done  at 
necropsy  on  372  year  old  female.  The  smear  showed 
well  differentiated  adenocarcinoma  cells.  At  post- 
mortem a carcinoma  of  the  Fallopian  tube  was  dis- 
covered. Fuller  and  Loch4  reported  four  cases  of  car- 
cinoma of  the  Fallopian  tube  in  which  cervical 
smears  were  obtained.  Three  cases  had  positive 
smears.  All  four  patients  gave  a history  of  post- 
menopausal bleeding  or  discharge. 

The  present  case  is  of  special  interest  since  the 


only  finding  pointing  toward  malignant  pelvic- 
disease  was  a persistently  positive  vaginal  smear. 
Pelvic  examination  was  repeatedly  negative  in  this 
obese  female. 

We  feel  that  postmenopausal  women  with  per- 
sistently positive  vaginal  smears,  negative  findings 
on  adequate  dilatation  and  curettage  of  the  uterus, 
and  cervical  biopsy  should  be  seriously  considered 
for  exploratory  laparotomy  to  rule  out  extrauterine 
malignancy. 

I wish  to  thank  Dr.  H.  G.  Thompson  for  permission  to 
use  the  above  case. 
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ACUTE  COLONIC  DIVERTICULITIS 


C lightly  over  a century  ago  Virchow  for  the  first 
O time  described  diverticulitis  coli,  a benign  con- 
dition which  so  frequently  presents  itself  to  the 
surgeon  as  an  acute  abdominal  emergency.  Diver- 
ticulitis of  necessity  is  preceded  by  diverticulosis, 
which  is  usually  asymptomatic.  A deficiency  of  tone 
and  elasticity  of  the  colon  muscularis  so  commonly 
present  in  older  persons  allows  herniation  of  colonic 
mucosa  and  submucosa  through  the  muscularis  layer 
at  a point  of  weakness  forming  a diverticulum.  In 
the  colon  the  weak  areas  are  located  on  the  convex- 
aspect  between  the  taeniae  in  association  with  the 
entrance  and  emergence  of  blood  vessels.  Inflamma- 
tion of  the  diverticuli  may  be  acute;  usually  the  first 
evidence  of  any  abnormality  is  the  onset  of  ab- 
dominal pain.  The  mucosal  inflammatory  process  is 
usually  precipitated  by  the  impaction  of  fecal 
material  or  inspissated  mucus  in  the  narrow-necked 
diverticulum  leading  to  a reaction  of  spasm  in  the 
bowel.  Nonoperative  management,  composed  of 
intestinal  antibiotics  and  dietary  control,  is  com- 
monly adequate  therapy  in  mild  cases  without  com- 
plications. Operative  management  of  diverticulitis, 
however,  becomes  mandatory  when  perforation  or 
one  of  the  sequelae  of  diverticulitis  such  as  fistula 
formation,  hemorrhage  or  obstruction  intervenes 
(Figure  i).  When  diverticulitis  becomes  chronic, 
extramucosal  inflammation  may  produce  a dense 
fibrous  reaction  and  narrowing  of  the  bowel  lumen; 
in  such  cases  operation  is  urgent  to  rule  out  the 
possibility  of  a coexistent  malignant  process  (Figure 
2). 

Perforation  of  a colonic  diverticulum,  in  general, 
is  the  commonest  way  the  disease  presents  itself. 
Nausea,  vomiting,  severe  abdominal  pain  and  fever 
may  all  be  present  for  varying  periods  of  time;  as  a 
result  the  patient  commonly  is  in  poor  condition 
for  major  surgical  intervention. 


Surgical  Management 

Ira  S.  Goldenberg,  m.d.,  New  Haven 

The  Author.  Instructor  in  Surgery,  Yale  Univer- 
sity School  of  Medicine,  New  Haven,  Connecticut 


SUMMARY 

Colonic  diverticulosis  most  commonly  is  an  asymp- 
tomatic entity  but  in  about  10  per  cent  of  patients 
with  this  condition  inflammation  becomes  prominent 
at  some  time  and  diverticulitis  develops.  Often  medical 
management  will  suffice  but  frequently  surgical  inter- 
vention is  required  to  control  such  complications  as 
perforation  with  peritonitis  and/or  abscess,  fistula 
formation  or  obstruction. 

The  following  report  covers  a detailed  account  of 
the  results  in  the  surgical  management  of  69  patients 
who  were  operated  upon  for  acute  diverticulitis. 
Prompt  surgical  intervention  is  emphasized  where 
acute  perforated  colonic  diverticulitis  is  suspected  and 
the  importance  of  a barium  enema  after  colostomy 
and  before  resection  is  stressed. 


Primary  resection  of  the  involved  bowel  may  be 
difficult  and  dangerous  despite  antibiotics  and  good 
surgical  technique  and  a path  of  moderation  must 
be  followed  which  usually  includes  primary 
colostomy  diversion  of  the  fecal  stream  with  plica- 
tion of  the  perforation  if  feasible.  Frequently  the 
fecal  leak  will  have  been  sealed  off  in  an  abscess 
which  must  be  drained.  In  some  patients  primary 
resection  can  be  accomplished  if  the  inflammatory 
reaction  has  remained  localized.  When  one  is  deal- 
ing with  complications  of  diverticulitis  in  a non- 
acute situation,  preoperative  preparation  of  the 
bowel  is  possible  with  modern  chemotherapeutic 
agents.  These  have  made  intestinal  surgery  safe  with 
minimal  risk  of  infection  and  specific  resective 
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Figure  i 

79  year  old  female  with  nausea,  vomiting  and  abdominal  pain  of  3 days'  duration.  Admission  abdominal  film  on  left 
interpreted  as  early,  incomplete  colon  obstruction  probably  due  to  intraluminal  inflammatory  process.  Film  on  right 
from  postcolostomy  barium  enema  shows  diverticulosis  and  diverticulitis  of  descending  colon. 


techniques  can  now  be  employed  where  a few  years 
ago  they  were  impossible. 

Multiple  operative  procedures  are  necessary  in 
patients  who  have  a colostomy  as  emergency  ther- 
apy in  order  that  bowel  continuity  ultimately  may 
be  restored.  As  a rule  resection  of  the  involved  area 
is  accomplished  as  a second  procedure  some  months 
after  the  colostomy  is  established.  Closure  of  the 
colostomy  is  the  final  operation.  The  entire  sequence 
commonly  requires  six  to  eight  months  to  complete 
and  the  economic  loss  to  the  patient  can  be  great. 
Bartlett  and  McDermott1  have  demonstrated  that 
symptom  patterns  can  be  detected  which  indicate 
the  progressive  or  recurrent  nature  of  the  basic 
pathological  process  and  they  believe  that  prophy- 
lactic resection  should  be  considered  in  many 
patients  before  complications  arise. 

Report  of  Cases 

From  1945  to  193  3,  inclusive,  605  roentgeno- 
graphically  proven  cases  of  diverticulosis  were  seen 


at  the  Yale-New  Haven  Medical  Center.  During 
this  same  period  69  additional  patients  were  oper- 
ated upon  for  acute  diverticulitis  which  approxi- 
mates the  10  per  cent  of  diverticulosis  patients  who 
are  said  eventually  to  develop  diverticulitis.2  Only 
2 1 patients  in  the  former  group  were  admitted  for 
specific  symptoms  attributable  to  their  diverticu- 
losis. In  the  remaining  patients  diverticulosis  was 
noted  during  complete  gastrointestinal  tract  studies 
for  other  reasons.  The  present  report  details  the 
results  in  the  surgical  management  of  the  69  patients 
who  had  acute  diverticulitis.  Females  represented  60 
per  cent  of  the  group  and  42  per  cent  of  the  entire 
group  was  60  years  of  age  or  older.  The  youngest 
patient  was  3 1 years  of  age  and  the  oldest  was  90 
years  of  age. 

SYMPTOMS  AND  PHYSICAL  FINDINGS  (TABLES  I AND  II) 

Abdominal  pain  was  the  admission  complaint  com- 
mon to  the  largest  number  of  patients  being  present 
in  71  per  cent.  Constipation  was  noted  by  23  per 
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Figure  2 

51  year  old  female  with  several  days’  history  of  abdominal  distention  and  cramps.  Physical  examination  revealed 
pelvic  mass  with  fixation  of  organs.  Barium  enema  at  outside  hospital  (film  on  left)  interpreted  as  partial  colon 
obstruction  from  sigmoid  carcinoma.  Repeat  barium  enema  at  Yale-New  Haven  Medical  Center  demonstrated 
diverticulosis  and  intravenous  pyelogram  revealed  left  ureteral  obstruction  with  hydroureter  and  hydronephrosis. 
Film  at  right  demonstrates  latter  as  well  as  residual  barium  in  diverticuli  of  descending  colon.  Patient  was  explored 
with  tentative  diagnosis  of  carcinoma  but  only  perforated  diverticulum  found  with  abscess  formation. 


Table  I 

Symptoms  and  Past  History  (69  Patients) 

per  CENT 


Abdominal  pain  71 

Constipation  23 

Melena  18 

Nausea-vomiting  17 

Diarrhea  1 2 

Chills-fever  8 

Fistula  3 

PER  CENT 

Duration  less  than  3 days 55 

Chronic  symptoms  22 

Vague  GI  symptoms  many  years 16 

Past  history  diverticulitis 8 


cent  and  diarrhea  bv  12  per  cent.  Nausea  and  emesis 
preceded  admission  in  17  per  cent  while  chills  and 
fever  were  noted  in  8 per  cent  of  patients.  Cathartics 
or  enemas  had  been  used  by  1 2 per  cent  and  in  all 
of  these  patients  abdominal  pain  increased  after- 
ward. Melena  was  present  in  14  per  cent  and  an 


Table  II 

Physical  Examination  and  Laboratory  Findings  Including 
X-ray  Studies  (69  Patients) 

PER  CENT 


Temperature  over  99.6  (rectal) 76 

Leukocytosis  over  10000 72 

Lower  abdominal  tenderness 60 

Abdominal  mass  palpable 13 

Rectal  exam  abnormal 12 

Rebound  tenderness  10 

Peritonitis  6 

Upper  abdominal  tenderness 5 

PER  CENT 


Diverticulitis  by  preop.  barium  enema  (23  patients)  100 
Flat  film  of  abdomen  abnormal  (mass,  obstruction 

ileus)  (20  patients) 70 

Sigmoidoscopy  abnormal  preoperative  (19  patients)  66 

additional  4 per  cent  had  guaiac  positive  stools  on 
admission.  Two  patients  had  massive  rectal  hemor- 
rhage and  this  was  the  reason  for  seeking  medical 
attention.  Fistula  formation  was  noted  in  only  two 
patients  on  admission. 
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Symptoms  were  present  less  than  three  days  in  55 
per  cent  of  patients  while  22  per  cent  had  recurrent 
episodes  of  low  grade  abdominal  pain  for  several 
months  prior  to  admission.  Only  six  patients  had 
proven  diverticulitis  before  hospitalization  while  an 
additional  12  had  long  histories  of  vague  gastro- 

I intestinal  disturbances  which  had  never  been  investi- 
gated. Temperature  elevation  over  99.6  degrees  per 
rectum  was  present  in  76  per  cent  on  admission  and 
leukocytosis  over  10,000  was  noted  in  72  per  cent 
of  patients. 

Physical  examination  revealed  abdominal  tender- 
ness to  be  present  in  approximately  two  thirds  of 
patients.  This  was  restricted  to  the  lower  abdomen  in 
60  per  cent  and  to  the  upper  abdomen  in  five  per 
cent.  Rebound  tenderness  was  noted  in  an  additional 
10  per  cent  and  an  abdominal  mass  could  be  palpated 
in  1 3 per  cent.  Rectal  examination  was  abnormal 
! with  tenderness  or  a mass  noted  in  1 2 per  cent. 
Classical  signs  and  symptoms  of  generalized  peri- 
tonitis were  present  in  only  four  patients.  At  opera- 
tion, however,  an  additional  13  patients  had  general- 
ized peritoneal  irritation  none  of  whom  displayed 
any  more  than  localized  abdominal  tenderness 
preoperatively. 

PRE-OPERATIVE  DIAGNOSIS  (TABLE  III) 

In  53  per  cent  of  the  total  series  perforated 
diverticulitis  was  the  preoperative  diagnosis,  while 
acute  appendicitis  was  entertained  as  a diagnosis  in 
10  per  cent  and  acute  obstructive  carcinoma  was  felt 
to  be  present  in  an  additional  10  per  cent.  In  the 
group  who  were  not  acutely  ill  such  diagnoses  as 
ovarian  tumor,  regional  enteritis,  endometriosis  or 
carcinoma  were  made. 

Table  III 

Preoperative  Diagnosis  (69  Patients) 

per  CENT 


Perforated  diverticulitis  53 

Acute  appendicitis  10 

Obstructing  carcinoma  colon 10 

Other  (acute  cholecystitis,  ovarian  tumor,  etc.) 27 


A preoperative  barium  enema  was  done  in  23 
patients  and  in  all  diverticulitis  was  demonstrated. 
Fistula  formation  was  noted  in  two  patients.  Sig- 
moidoscopy was  done  in  only  19  patients  and  six 
were  negative  for  abnormality.  Survey  roentgeno- 
grams of  the  abdomen  showed  positive  pathological 
findings  such  as  pelvic  mass,  obstruction,  etc.,  in  70 
per  cent  of  20  patients  so  studied. 


TREATMENT  (TABLE  iv) 

At  this  center,  in  general,  it  is  felt  that  a diversion 
colostomy  should  be  done  primarily  where  recent 
soiling  of  the  peritoneal  cavity  has  taken  place.  If 
abscess  is  present,  it  should  be  drained  and  closure 
of  the  perforation  should  be  done  if  possible  to 
prevent  further  fecal  spillage.  In  63  per  cent  of 
patients  emergency  operation  was  undertaken  be- 
cause of  signs  and  symptoms  of  an  acute  abdominal 
condition  while  the  remainder  of  the  group  were 
operated  upon  electively. 

Table  IV 

Treatment  (69  Patients) 

per  cent 

Emergency  operation  63 

Elective  operation  37 

Colostomy  alone  52 

Plication  in  addition 10 

Primary  resection  alone 20 

Exploration  alone  13 

Primary  resection  (with  decompressing  cecostomy  or 

colostomy)  5 

Pelvic  abscess  drainage 7 

Staged  Operations  (27  Patients) 

LESS  THAN  MORE  THAN 

3 MONTHS  3-6  MONTHS  6 MONTHS 
AFTER  AFTER  AFTER 

COLOSTOMY  COLOSTOMY  COLOSTOMY 

Resection  of  colon 5 22 

Resection  with  colostomy 

closure  6 

Colostomy  closure  7 14 

In  slightly  over  half  of  the  total  number  of 
patients  colostomy  alone  was  performed;  in  all  but 
25  per  cent  of  this  group  the  transverse  colon  was 
utilized.  Plication  of  the  perforation  was  possible  in 
an  additional  10  per  cent  of  the  total.  Primary  re- 
section of  the  involved  colon  was  done  with  ease 
in  20  per  cent  and  an  additional  three  patients  had 
resection  with  a decompressing  colostomy  or  cecos- 
tomy. All  of  the  lesions  of  the  ascending  colon  with 
one  exception  were  primarily  resectable  and  hence 
diversion  ileostomy  was  not  necessary.  One  patient 
with  diverticulitis  of  the  cecum  had  this  area 
exteriorized  because  of  very  poor  general  condition 
and  was  resected  at  a second  operation.  In  1 3 per 
cent  only  exploration  was  done  because  no  peri- 
toneal contamination  was  present  and  disease  was  so 
minimal.  Five  patients  had  pelvic  abscesses  drained 
as  part  of  their  therapy.  General  anesthesia  was 
utilized  in  all  patients  except  five  critically  ill 
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patients  who  had  only  local  anesthesia.  Of  the  total 
group  operated  upon  the  sigmoid  colon  was  the  site 
of  the  pathology  in  Ho  per  cent,  the  transverse  colon 
in  1 1 per  cent,  and  the  ascending  colon  in  the 
remainder  (Table  V).  Penicillin  and  streptomycin 
w ere  administered  pre-  and  postoperatively  in  73  per 
cent  of  patients  and  other  wide  spectrum  antibiotics 
or  sulfa  preparations  in  the  remainder. 

Table  V 

Location  and  Pathology  (69  Patients) 

per  CENT 


Descending  and  sigmoid  colon Ho 

Transverse  colon  11 

Ascending  colon  9 

Diverticulitis  with  carcinoma H 


Twenty-seven  patients  had  multiple  staged  proce- 
dures consisting  first  of  a colostomy,  second  of  re- 
section of  bowel  alone  or  with  colostomy  closure  at 
the  same  time,  and  third  of  colostomy  closure.  Five 
patients  had  the  second  operation  done  less  than 
three  months  later.  Resection  with  colostomy  closure 
where  it  was  done  as  the  final  operation  followed 
the  initial  establishment  of  the  colostomy  in  three 
to  six  months  in  seven  patients  and  in  over  six 
months  in  14  patients. 

FOLLOW-UP  AND  COMPLICATIONS  (TABLE  VI ) 

Carcinoma  was  found  in  the  resected  specimen 
in  addition  to  the  diverticulitis  in  eight  per  cent  of 
the  total.  In  half  of  these  it  was  believed  that  the 
carcinoma  may  have  been  responsible  for  obstiuc- 
tion  causing  already  present  diverticulosis  to  develop 
into  diverticulitis.  Postoperative  barium  enemas 
demonstrated  the  diverticulitis  and  diverticulosis 
for  the  first  time  in  one  third  of  the  total  patients 
operated  upon.  Sigmoidoscopy  postoperatively  in 
three  cases  demonstrated  sacculation  of  the  bowel 
with  spasm. 

Table  VI 
Complications 

(15  patients — 21  per  cent  of  total) 

NUMBER 


Fistula  4 

Wound  abscess  3 

Pelvic  abscess  3 

Hernia  2 


Anastomotic  stricture  2 

Dehiscence  1 

Deaths  (H  per  cent  of  total) 5 

Wound  abscess  occurred  in  three  patients  and 

postoperative  pelvic  abscess  developed  in  an  addi- 
tional three  patients.  The  latter  were  patients  in 


whom  it  was  felt  that  the  perforation  had  sealed 
off  only  to  break  open  later  with  fecal  spill  and 
abscess  formation.  Only  two  of  these  were  sub- 
sequently drained.  Fistula  formation  followed  cecos- 
tomy  or  pelvic  abscess  drainage  in  four  patients  all 
of  whom  were  treated  without  difficulty  at  sub- 
sequent operation.  Incisional  herniae  developed  in 
two  patients  and  one  wound  dehiscence  occurred. 
Stricture  at  the  anastomosis  developed  in  two 
patients  after  resection  and  each  had  to  be  resected 
again.  I he  recovery  was  benign  after  the  second 
operation  without  further  anastomosis  problems. 

Five  patients  in  the  group  expired.  Two  patients 
each  72  years  of  age  died  of  generalized  peritonitis 
shortly  after  operation,  while  two  additional  patients 
aged  78  and  86,  respectively,  who  were  in  poor 
general  condition  had  slow  downhill  courses  to 
death  after  emergency  colostomy.  Another  68  year 
old  patient  had  multiple  emboli  to  lungs  with 
superior  mesenteric  artery  occlusion  finally  leading 
to  death. 

COMMENT 

Prompt  surgical  intervention  is  indicated  when 
acute  perforated  colonic  diverticulitis  is  suspected. 
Absence  of  past  history  of  gastrointestinal  symptoms 
should  not  lessen  the  likelihood  for  diverticulitis 
being  suspected.  An  abdominal  survey  film  often 
demonstrates  abnormalities  and  may  aid  materially 
in  making  the  diagnosis.  Peritoneal  irritation  must  he 
halted  as  soon  as  possible,  especially  in  the  older 
patient  who  is  less  able  to  tolerate  such  trauma  than 
the  younger  individual.  In  the  present  series,  despite 
early  operation,  peritonitis  contributed  substantially 
to  the  demise  of  four  of  the  five  patients  who  died 
after  operation.  Antibiotics  have  certainly  improved 
the  outlook  in  patients  with  peritonitis  but  operation 
is  mandatory  w hen  continued  peritoneal  soiling  is 
possible. 

A barium  enema  after  colostomy  is  important  to 
ascertain  quiescence  of  the  acute  diverticulitis 
before  definitive  resection  is  attempted.  Resection  is 
easier  mechanically  and  the  chances  for  spread  of 
infection  are  less  after  the  acute  inflammatory 
process  has  subsided.  Medical  management  with  diet 
and  antibiotics  as  indicated  can  do  much  to  control 
the  inflammation  after  diversion  colostomy.  This 
has  decreased  considerably  the  long  delay  between 
stages  which  has  been  present  in  the  past.  In  general, 
when  staged  operations  are  necessary,  it  is  better  not 
to  close  the  colostomy  at  the  same  time  the  defini- 
tive bowel  resection  is  done.  The  colostomy  should 
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he  utilized  until  such  time  as  one  can  be  sure  that 
the  anastomosis  has  healed  without  stricture  or 
fistula  formation.  Barium  enema  prior  to  colostomy 
closure  is  indicated  in  all  cases  (Figure  3).  If  per- 
forated diverticulitis  cannot  he  differentiated  from 
carcinoma,  sigmoidoscopy  may  he  helpful  in  estab- 
lishing the  diagnosis  once  the  acute  phase  has  been 
controlled. 

I CONCLUSIONS 

Surgical  therapy  of  diverticulitis  may  conveni- 
1|  ently  be  divided  as  follows: 

1.  Primary  resection  of  bowel  is  possible  in  cases 
( of  obstruction  or  perforation  with  localized  i.nflam- 
I matory  reaction.  Temporary  cecostomy  is  indicated 

in  many  of  these  patients  where  decompression  is 
necessary  to  protect  the  anastomosis. 

2.  Primary  colostomy  as  a rule  is  required  to 
divert  the  fecal  stream  in  cases  of  perforation  or 

1 fistulization.  Plication  of  the  perforation  is  done 
: where  feasible  and  pelvic  abscess  drained  if  present. 
Definitive  resection  is  performed  at  a second  opera- 
1 tion  after  the  peritoneal  irritation  has  subsided.  In 
the  usual  elderly  patient  with  borderline  nutritional 
status  it  is  best  to  postpone  colostomy  closure  to  a 
third  operation.  In  this  way  an  opportunity  is  pro- 
vided to  ascertain  the  integrity  of  the  anastomosis 
before  restoring  the  fecal  stream  to  its  normal 
! course. 
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Figure  3 

A 49  year  old  male  had  emergency  transverse 
colostomy  after  perforating  sigmoid  diverticulum. 
Sigmoid  resection  done  and  barium  enema  3 months 
later  revealed  anastamotic  leak  (at  arrow  in  film). 
This  closed  spontaneously  as  demonstrated  in  later 
barium  enema.  Colostomy  then  closed  and  no  com- 
plication ensued. 
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ACQUIRED  THROMBOCYTOPENIA  FOLLOWING  TRANSFUSION  WITH 
BANK  BLOOD 

Report  of  a Case 

Harvey  \V.  Kaetz,  m.d.,  New  Haven , Gioacchino  S.  Parrella,  m.d.,  Milford , 

and  Robert  Malone,  m.d.,  Devon 


A hemorrhagic  disorder  following  massive  w hole 
*■  blood  transfusions  has  recently  been  described 
by  Krevans  and  Jackson.1  These  authors  expressed 
the  view  that  the  degree  of  thrombocytopenia  seen 
in  their  thirty-two  patients  was  related  to  the  vol- 
ume of  blood  transfused  and  to  the  rate  of  infusion. 
Thirteen  of  their  adult  patients,  w ho  received  less 
than  five  liters  of  whole  blood  within  a forty-eight 
hour  period,  showed  a scattering  of  patients  with 
thrombocytopenia,  but  no  evidence  of  abnormal 
bleeding.  Fourteen  of  their  adult  patients  received 
more  than  five  liters  of  blood  in  forty-eight  hours 
or  less  and  all  in  this  group  showed  thrombocyto- 
penia; eleven  of  this  fourteen  showed  clinical  abnor- 
mal bleeding.  This  view  implies  that  the  thrombo- 
cytopenia observed  was  more  or  less  a washing-out 
phenomenon,  platelets  being  lost  via  bleeding  and 
not  being  replaced  by  platelet-poor  and/or  non- 
viable  platelets  in  bank  blood. 

Not  disputing  the  existence  of  this  mechanism, 
we  have  recently  observed  a patient  who  exhibited 
a striking  thrombocytopenia  with  severe  hemor- 
rhagic diathesis,  after  receiving  less  than  two  liters 
of  apparently  compatible  bank  blood. 

CASE  REPORT 

R.  G.,  a 57  year  old  housewife  and  factory  worker,  was 
admitted  to  the  Milford  Hospital  on  July  25,  1954.  Six 
months  before  admission  the  patient  developed  “indigestion,” 
heartburn  and  vague  abdominal  pain.  Four  months  before 
admission  there  was  complaint  of  tenesmus,  associated  with 
cramps  in  the  right  lower  quadrant,  particularly  just  before 
and  during  a bowel  movement.  For  two  weeks  before 
admission  there  had  been  increasing  weakness  and  dizziness. 
There  had  been  “constipation”  for  years  but  no  recent 
change  in  bowel  habit;  weight  loss  of  about  twenty-five 
pounds  had  been  noted  during  the  present  illness.  There 
had  never  been  jaundice,  nor  had  there  been  exposure  to 
noxious  chemicals,  drugs,  or  vapors.  There  was  no  prior 
history  of  bleeding  into  the  skin  or  mucosal  surfaces  or  from 
any  orifice.  She  had  never  received  blood  transfusions  at  any 
time.  The  family  history  was  negative  for  hemorrhagic 
tendency.  Her  mother  had  died  of  cancer  at  the  age  of  60. 

Physical  examination  revealed  normal  vital  signs.  The 
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SUMMARY 

The  case  of  a patient  with  thrombocytopenia  fol- 
lowing the  use  of  bank  blood  is  described.  Some  of  the 
possible  mechanisms  accounting  for  thrombocytopenia 
associated  with  the  use  of  bank  blood  are  briefly  out- 
lined. One  of  these  is  said  to  be  due  to  a washing-out 
phenomena  with  loss  of  platelets  not  replaced.  In  the 
case  reported  the  thrombocytopenia  developed  after 
receiving  less  than  two  liters  of  apparently  compatible 
bank  blood  and  was  the  major  defect  in  the  coagula- 
tion mechanism. 

No  definite  conclusion  is  reached  as  to  etiology 
in  the  case  herein  reported.  The  hypothesis  accepted 
is  that  one  of  the  donor  bloods  contained  a high  titer 
of  platelet  isoagglutinins  and  that  the  normal  mega- 
karyocyte recovery  was  in  some  way  retarded  by  the 
effect  of  anoxia  due  to  blood  loss  on  an  already 
diseased  liver.  Hydrocortisone  helped  to  control  the 
bleeding. 

This  complication  of  thrombocytopenia  points  out 
one  more  hazard  to  contemplate  prior  to  the  use  of 
blood  transfusion. 


patient  was  a pale,  middle-aged  woman,  who  looked 
chronically  ill  but  who  was  in  no  acute  distress.  The  ab- 
dominal examination  disclosed  slight  tenderness  in  the  lower 
left  quadrant  and  a suggestion  of  a movable  mass.  The 
spleen,  liver,  and  lymph  nodes  were  not  palpable.  On  rectal 
examination  a firm,  tender,  partially  fixed  and  irregularly 
shaped  mass  could  be  felt  high  in  the  midline.  G.  I.  and 
G.  B.  series  w ere  indeterminate.  Sigmoidoscopy  to  25  cms. 
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I was  negative  except  for  pale  mucous  membranes,  but  the 
barium  enema  revealed  an  annular  constricting  lesion  of  the 
upper  sigmoid. 

Initial  laboratory  study  showed  the  urine  to  be  normal. 
The  S.  G.  was  1.016;  albumin,  sugar,  acetone,  and  bile  were 
not  present.  The  sediment  showed  an  occasional  white  blood 
cell.  The  fasting  blood  sugar  was  120  mgm.  per  cent,  the 
' N.P.N.  was  28  mgm.  per  cent,  reticulocyte  count  was  0.7 
per  cent,  the  V.  I).  R.  L.  was  negative.  The  initial  C.  B.  C. 
showed  the  Hgb.  to  be  10.9  Gm.  per  100  cc.,  the  RBC  3.45 
m.  per  c.mm.,  the  WBC  6150  per  c.mm.,  and  the  differential 
count  normal.  Platelets  were  adequate  in  number  and 
kind;  small  clumps  were  present  in  almost  every  field 
studied.  The  patient’s  blood  type  was  AB  Rh  negative  (d). 

Preparatory  to  operation,  on  July  31,  1954  the  patient  was 
to  be  transfused  with  two  pints  of  bank  blood.  After  some- 
what less  than  one  pint  had  been  given  she  developed  a 
shaking  chill  and  the  transfusion  was  stopped.  An  hour  later 
her  rectal  temperature  w'as  105.4  degrees  F.  I he  blood  w as 
then  recrossmatched  and  again  found  to  be  compatible  by 
the  slide  technique.  No  Coomb’s  test  was  done.  It  was  then 
felt  that  the  patient  had  had  a febrile  reaction.  No  hemo- 
globinuria,  hematuria,  nor  oliguria  followed;  the  next  day 
(August  1),  her  temperature  was  normal  and  there  was  no 
additional  complaint. 

August  2,  the  day  of  operation:  An  anterior  resection  of 
a carcinoma  of  the  sigmoid  was  done  with  an  end-to-end 
anastomosis.  Exploration  revealed  extensive  metastatic  stud- 
ding of  the  right  lobe  of  the  liver;  the  uninvolved  liver 
looked  grossly  normal.  Microscopically,  the  primary  lesion 
invaded  lymphatic  channels,  the  serosa  of  the  bowel  and 
adjacent  adipose  tissue.  The  patient  stood  the  procedure 
well;  she  received  one  liter  of  blood  during  the  operation. 
Postoperatively  there  was  no  shock.  I he  Hgb.  was  13.2  Gnu, 
the  hematocrit  42  per  cent,  the  RBC  4.0  m.  per  c.mm.  fol- 
lowing the  operation. 

On  the  first  and  second  postoperative  days  the  patient  was 
apparently  doing  well.  Intake  and  output  were  adequate. 
On  the  third  postoperative  day  she  had  a spontaneous  brown 
bowel  movement.  On  the  fourth  postoperative  day  ecchy- 
motic  areas  were  noted  about  hypodermic  needle  injection 
sites.  On  the  fifth  postoperative  dav  the  patient  passed  a 
grossly  bloody  urine,  followed  by  bright  red  bloody  bowel 
movements  and  bloody  vomitus. 

August  8,  the  sixth  postoperative  day.  The  RBC  was  3.45 
m.  per  c.mm.,  the  WBC  was  8700  per  c.mm.,  Hgb.  was  1 1 
Gm.  per  cent.  The  differential  count  showed  49  mature 
polymorphs,  18  stab  forms,  30  lymphocytes,  3 eosinophiles. 
Study  of  the  stained  blood  smear  showed  only  a very  rare 
small  platelet  in  numerous  fields.  The  one  stage  plasma 
prothrombin  time  was  15  seconds,  the  control,  14  seconds. 
The  Lee-White  coagulation  time  was  nine  minutes;  the  Ivy 
bleeding  time  was  stopped  after  20  minutes.  Clot  retraction 
was  greatly  prolonged,  no  retraction  being  noted  even  after 
24  hours  at  room  temperature.  A transfusion  with  fresh 
“plastic  bag”  blood  was  attempted  but  was  stopped  when 
severe  chills  recurred.  Hvdrocortisone,  300  mgm.  per  day, 
was  then  started. 

August  9,  the  seventh  postoperative  day.  The  patient’s 
appearance  was  now  quite  startling.  The  skin  and  oral 


mucosal  surfaces  were  covered  with  petechiae  and  ecchy- 
moses;  the  lips  with  bloody  black  crusts.  The  ocular  fundi 
were  spared.  The  spleen  and  liver  were  not  palpable.  I he 
clotting  time  was  now  repeated  and  found  to  be  1 1 minutes. 
The  bleeding  time  was  stopped  after  15  minutes.  The  N.P.N. 
was  35  mgm.  per  cent. 

August  10,  the  eighth  postoperative  day.  The  patient  was 
now  coughing  up  bloody  sputum.  X-ray  of  the  lungs  showed 
infiltration  of  the  left  lower  lobe,  possibly  due  to  intra- 
pulmonary  hemorrhage.  Bleeding  from  the  mouth,  rectum 
and  urinary  tract  continued.  An  abdominal  scout  film 
showed  small  bowel  obstruction.  Despite  the  normal  pro- 
thrombin time,  she  was  treated  with  vitamin  Ki,  as  well  as 
ascorbic  acid.  Fresh  plastic  bag  blood,  as  well  as  washed  red 
blood  cells  with  antihistamines  added,  were  again  used  in 
an  attempt  to  transfuse  the  patient,  but  these  attempts  had 
to  be  stopped  because  of  chills.  No  further  attempt  at  trans- 
fusion was  made  after  this  date.  On  this  date  the  platelet 
count  was  reported  as  27,000  per  c.mm.,  the  WBC  as  18,600 
per  c.mm.,  the  RBC  as  2.05  m.  per  c.mm.,  the  Hgb.  as  6.7 
Gm.  per  100  cc.  of  blood.  The  differential  count:  lymphs 
2o,  myelocytes  1,  polys  66,  stab  forms  13  per  cent.  Platelets 
were  hard  to  find  on  the  stained  film. 

August  12,  the  tenth  postoperative  day.  The  urinary,  oral 
and  rectal  bleeding  appeared  to  be  much  less.  No  new 
petechiae  or  ecchymoses  were  noted.  The  abdominal  dis- 
tention was  now  relieved  with  the  use  of  a Kantor  tube. 
The  platelet  count  was  20,000  per  c.mm.,  the  Hgb.  6.9  Gm., 
the  RBC  2.10  m.  per  c.mm.,  the  WBC  29,900  per  c.mm. 

August  16,  the  fourteenth  postoperative  day.  The  patient 
had  continued  to  improve  from  August  12.  There  was  no 
further  bleeding.  The  urine  showed  only  i to  3 RBC  per 
h.p.f.,  the  S.  G.  was  1.014,  there  was  no  albuminuria.  The 
hydrocortisone  dosage  was  decreased  to  75  mgm.  per  day. 

The  patient  was  discharged  on  August  23,  1954.  At  this 
time  her  platelet  count  was  39,000  per  c.mm.,  but  her 
bleeding  time  was  reported  as  normal.  Eighteen  days  after 
discharge  the  platelet  count  was  270,000  per  c.mm.  The 
Hgb.  was  10.7  Gm.  per  100  cc.,  the  RBC  was  j.a  m.  per 
c.mm.,  the  WBC  was  9000  per  c.mm.  Hydrocortisone  was 
continued  until  early  October,  at  which  time  she  had  gained 
20  pounds  in  weight.  Despite  her  metastatic  cancer,  the 
patient  is  still  alive  and  apparently  well  almost  18  months 
later.  She  does  all  her  own  housework  and  still  carries  on 
with  her  work  at  the  factory.  There  had  been  no  recur- 
rence of  hemorrhagic  tendency,  hi  December,  1955  a com- 
plete blood  count  was  normal.  The  platelet  count  was  226.000 
per  c mm.  A Coomb’s  test  using  the  patient’s  plasma  and 
AB-d  blood  cells  was  negative. 

DISCUSSION 

When  the  patient  first  began  to  exhibit  abnormal 
bleeding;,  we  suspected  one  of  several  or  perhaps 
multiple  factors  as  etiological.  We  considered  a 
fibrinolytic  mechanism,  a circulating  anticoagulant, 
hvpofibrinogenopenia  and  finally  thrombocyto- 
penia. The  normal  one-stage  plasma  prothrombin 
time  and  the  normal  clotting  time  were  points 
against  a circulating  anticoagulant  and  hypofibrino- 
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genopenia.  And  since  there  w as  no  “complete  break- 
down of  the  coagulation  mechanism,”3  we  felt  that 
we  could  exclude  fibrinolysis.  Then  too,  there  was 
no  apparent  lysis  of  the  clot,  once  formed.  The  hos- 
pital laboratory  at  that  time  w as  not  set  up  for  the 
prothrombin  consumption  tests  and  so  none  was 
done. 

It  seems  quite  evident  that  the  onset  of  bleeding 
in  our  patient  w as  associated  with  extreme  thrombo- 
cytopenia and  this  defect  was,  if  not  the  only,  cer- 
tainly the  major  defect  in  the  coagulation  mecha- 
nism. 

Several  possibilities  exist  which  could  explain  the 
thrombocytopenia,  but  all  of  them  must  be  regarded 
as  speculative,  although  some  are  more  attractive 
than  others. 

Dilution:  It  is  not  possible  to  explain  this  patient's 
thrombocytopenia  as  due  to  loss  of  platelets  via 
bleeding  and  simple  dilution  with  platelet-poor, 
bank  blood,  inasmuch  as  she  received  only  1500  cc. 
of  whole  blood  in  all. 

Surgery:  The  operation  itself  can  quickly  be  ex- 
cluded as  etiological.  Adams2  noted  that  thrombo- 
cytosis is  the  rule  following  surgical  procedures. 

Blood  loss  and  poor  megakaryocyte  function:  The 
role  that  continued  blood  loss  in  large  amount  might 
play  in  keeping  the  platelet  count  low  is  difficult  to 
assess.  Acute  blood  loss  is  usually  associated  with 
thrombocytosis.  If,  however,  there  is  liver  disease,* 
the  anoxia  produced  by  blood  loss  might  further 
embarrass  liver  function  and  so  interfere  with  the 
normal  bone  marrow  response  to  hemorrhage. 

Antiplatelet  antibodies:  Thrombocytopenia  can  be 
produced  in  recipients  by  the  infusion  of  blood 
containing  antiplatelet  antibodies.  Harrington,  Min- 
nich,  Hollingsw  orth  and  Moore4  demonstrated  this 
phenomena  by  infusing  blood  from  patients  with 
idiopathic  thrombocytopenic  purpura  into  normal 
volunteers.  The  decrease  in  thrombocytes  occurred 
promptly  within  30  to  60  minutes  and  became  maxi- 
mal within  two  or  three  hours;  the  decrease  per- 
sisted for  four  to  seven  days,  a time  about  equal  to 
the  normal  life  span  of  platelets.  In  two  recipients, 
the  entire  clinical  and  laboratory  syndrome  of 
thrombocytopenic  purpura  was  produced  within  a 
few  hours.  The  effect  is  apparently  due  to  the  rapid 
disappearance  of  platelets  from  the  circulating  blood 
and  not  to  inhibition  of  megakaryocyte  maturation. 

*Patients  with  cirrhosis  frequently  exhibit  thrombocyto- 
penia, leucopenia  and  anemia,  singly  or  in  combination. 


Platelet  and  other  blood  cell  isoagglutinins  may 
exist  in  blood  donors  who  are  outw  ardly  well.  This 
is  certainly  true  of  donors  who  themselves  have  re- 
ceived multiple  transfusions  for  burns,  other  trauma, 
surgery,  etc.  Such  individuals  have  a strong  urge  to 
pay  their  debt  back.  Such  a donor  may  actually  be 
a menace,  albeit  an  innocent  well  meaning  one,  for 
he  has  had  the  opportunity  to  develop  antiplatclct, 
antirubricyte,  and  antileucocyte  antibodies  of  one 
type  or  another,  which  may  produce  varied  diffi- 
culty in  a recipient.  Stefanini5  and  Harrington6  have 
noted  the  presence  of  naturally  occurring  platelet 
isoagglutinins  in  a small  number  of  normal  indi- 
viduals. 

Such  antiplatelet  antibodies  could  have  contrib- 
uted to  the  thrombocytopenia  in  our  case,  although 
the  temporal  relationship  is  not  as  outlined  by 
Harrington  et  al. 

Incompatibility  reactions:  All  the  transfusions  1 
attempted  in  our  patient,  w ith  the  exception  of  the 
one  given  under  anesthesia,  were  associated  with 
severe  chills  and  high  fever.  These  reactions  may 
have  been  pyrogenic  in  kind,  but  it  is  more  likely 
that  they  represented  minor  incompatibility  re- 
actions; the  antibodies  in  the  patient’s  plasma  not 
being  picked  up  w hen  saline  suspensions  of  rubri- 
cytes  were  used  in  the  cross-matching  technique.  A 
Coomb's  test,  which  might  have  shown  this  incom- 
patibility, was  not  then  possible. 

Muirhead7  states  that  w hen  incompatible  blood  is 
given  while  the  patient  is  under  a general  anes- 
thetic, there  may  be  only  one  clinical  suggestion  of 
incompatibility,  the  development  of  a hemorrhagic 
tendency.  However,  his  cases  were  associated  w ith 
a prolonged  clotting  time.  Conley8  observed  throm- 
bocytopenia, hypoprothrombinemia,  and  hvpofi- 
brinogenopenia  after  severe  hemolytic  transfusion 
reactions.  The  incompatibility  reactions  in  our 
patient  were  not  hemolytic,  and  the  only  apparent 
defect  was  thrombocytopenia.  If  these  incompati- 
bility reactions  played  a part,  the  underlying 
mechanism  is  not  clear  with  the  data  in  hand. 

It  must  be  admitted  after  discussing  some  of  the 
possibilities,  that  no- definite  conclusion  as  to  the 
cause  of  the  thrombocytopenia  can  be  made  at  this 
time.  The  most  attractive  hypothesis  advanced  is 
that  one  of  the  donor  bloods  contained  a high  titer 
of  platelet  isoagglutinins  and  that  the  normal 
megakaryocytic  recovery  was  in  some  way  retarded 
by  the  effect  of  anoxia  due  to  blood  loss  on  an 
already  diseased  liver. 
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Finally,  it  seems  probable  that  hydrocortisone 
helped  control  the  bleeding  in  our  case.  Bleeding 
began  to  ebb  four  days  after  steroid  therapy  was 
begun  and  long  before  the  platelet  count  rose  to 
eyen  near  normal  levels.  This  might  represent  im- 
provement in  the  vascular  defect  seen  in  thrombo- 
cytopenic states. 
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Harold  Kaplan,  ai.d.,  a 
SUMMARY 

It  has  been  reliably  estimated  that  psychosomatic 
disorders  make  up  approximately  half  the  number  of 
medical  patients  seen  by  the  average  physician.  The 
authors  present  the  need  for  a psychosomatic  detection 
center  where  medical  patients  might  be  sent  for  a 
psychiatric  and  psychological  evaluation  and  if  neces- 
jsary  psychotherapy.  Such  psychiatric  treatment  would 
be  closely  coordinated  with  the  medical  therapy  of  the 
referring  physician.  Much  as  cancer  detection  clinics 
have  done  for  the  early  diagnosis  and  treatment  of 
cancer,  it  is  hoped  that  the  psychosomatic  detection 
center,  through  a combined  medical  and  psychiatric 
approach,  may  make  possible  eventual  prophylaxis  and 
jbetter  treatment  of  the  many  enigmatic  psychosomatic 
i disorders  which  have  heretofore  been  so  resistant  to 
our  therapeutic  endeavors. 


“Just  as  you  ought  not  attempt  to  cure  eyes  without  head 
or  head  without  body , so  you  should  not  treat  body  without 
soul." 

Socrates 
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According  to  various  statistics  available  in  the 
**  medical  literature  the  percentage  of  psycho- 
logically disturbed  patients  seen  by  the  general 
medical  practitioner  approximates  almost  half  his 
practice.  Lewis1  comprehensively  reviewed  the  in- 
cidence of  psychic  disorders  in  medical  patients 
noted  by  various  authors  who  have  studied  this 
subject.  His  combined  data  of  the  results  of  several 
recent  psychomedical  surveys  revealed  “that  psy- 
chological disturbances  were  responsible,  wholly  or 
in  part,  for  the  illnesses  of  949  (47  per  cent)  of  the 
2,038  selected  medical  patients  analyzed.”  On  the 
basis  of  such  findings,  we  can  clearly  see  the  import- 
ance of  understanding  psychological  malfunctioning 
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in  the  total  appraisal  of  the  medically  ill  patient. 

Psychological  factors  are  particularly  manifest 
and  significant  in  three  major  groups  of  medical 
patients: 

The  first  group  includes  those  patients  who  pre- 
sent themselves  suffering  from  a so-called  “psycho- 
somatic illness.”  This  is  a disease  process  w here  the 
etiological  relationship  between  emotion  and  somatic 
dysfunction  seems  suggestive  and  significant.  Oft- 
times  there  are  associated  organic  and  genetic 
factors.  In  the  disease  processes  considered  “psycho- 
somatic illnesses,”  the  soma  involved  is  innervated  by 
the  involuntary  autonomic  nervous  system.  Ex- 
amples of  this  grouping  are  peptic  ulcer  and  ulcera- 
tive colitis. 


In  the  next  category  we  see  the  psychiatrically  ill 
patient  who  presents  himself  w ith  a definite  psycho- 
logical problem  associated  w ith  a somatic  manifesta- 
tion. The  somatic  manifestation  may  be  real  or 
“imagined.”  When  real,  it  involves  the  voluntary 
musculature  or  sensory  apparatus  under  the  control 
of  the  voluntary  nervous  system,  and  we  speak  of  a 
conversion  hysteria.  The  “imagined”  group  of 
physical  ills  includes  hypochondriasis  and/or  delu- 
sional preoccupation  with  somatic  problems  as  is 
seen  in  various  psychotic  states  such  as  schizophrenia. 
It  is  important  to  note  that  into  this  group  fall 
those  patients  who  initially  present  themselves  to 
the  doctor  with  apparently  purely  physical  com- 
plaints. Closer  study  of  their  problem  reveals,  how- 


Chart  I 

Possible  Indications  for  Psychosomatic  Evaluations 


PSYCHIATRIC  CONDITIONS  FREQUENTLY 
MANIFESTING  SOMATIC  SYMPTOMS 


SYMPTOMS  WHICH  ARE 

FREQUENTLY  PSYCHOSOMATIC 

GASTROINTESTINAL 

RESPIRATORY 

Bulimia 

Hyperventilation 

Dyspepsia 

Wheezing 

Nervous  indigestion 
Vomiting 

Coughing 

Abdominal  pain 

CARDIO-VASCULAR 

Diarrhea 

Palpitation 

Constipation 

Chest  pain 

Dysphagia 

Belching 

Dyspnea 

Tenesmus 

MUSCULAR 

Weakness 

SKIN 

Tremors 

Itching 

Spasm 

Hyperhidrosis 

Blushing 

Paralysis 

Wheals 

BONE  AND  JOINTS 

Excoriation 

NEUROPSYCHIATRIC 

Arthralgia 
Back  pain 

Neuralgia 

GEN  ITO- URINARY 

Insomnia 

Nymphomania 

Tiredness 

Frigidity 

Fatiguability 

Menopausal  syndrome 

Seizures 

Dysmenorrhea 

Weakness 

Leucorrhea 

Faintness 

Amenorrhea 

Dizziness 

Dyspareunia 

Anxiety 

Premenstrual  tension 

Tinnitus 

Satyriasis 

Headache 

Impotence 

Anesthesia 

Male  climacterium 

Paresthesia 

Premature  ejaculation 

Numbness 

Urinary  frequency 
Burning  on  urination 

N eurosis: 

Anxiety  neurosis 
Hypochondriasis 
Phobia 

Obsessive-compulsive 

Psychoses: 

Schizophrenia 
Manic  depressive 
Reactive  depression 
Senile  psychoses 
Alcoholism 
Drug  addiction 
Malingering 
Sex  perversions 

PSYCHIATRIC  CONDITIONS  CHIEFLY 
CHARACTERIZED  BY  SOMATIC  SYMPTOMS 

Conversion  hysteria 
Speech  disorders 
Tic 

Nailbiting 
Enuresis 
Thumb  sucking 

PSYCHIATRIC  REACTIONS  SECONDARY  TO 
VARIOUS  ORGANIC  DISEASES 

For  example,  reactive  depression,  reactive 
anxiety  states,  etc.,  in  response  to  various 
acute  or  chronic  diseases  of  an  incapacita- 
ting, debilitating  or  disfiguring  nature 
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, ever,  the  fact  that  these  patients  are  suffering  w ith  a 
psychiatric  disorder  which  is  masked  by  the  pre- 
senting physical  symptomatology:  e.g.,  a patient 
who  has  a hysterical  paralysis  of  his  legs  which 
paralysis  is  emotional  in  origin. 

The  last  group  comprises  those  patients  who  have 
an  organic  physical  disorder  and  a resultant  psycho- 
logical disturbance  as  a reaction  to  the  organic 
disease:  e.g.,  a patient  with  a coronary  occlusion 
and  a subsequent  reactive  depression  as  a result  of 
the  occlusion. 

In  chart  1 some  of  the  more  common  presenting 
psychosomatic  symptoms  are  listed. 

Although  the  percentage  of  psychiatrically  ill 
patients  seen  by  the  general  practitioner  and  the 
various  medical  specialists  is  numerically  such  a 
great  part  of  his  daily  practice,  the  fact  nevertheless 
remains  that  he  is  not  particularly  well  equipped 
| through  his  training  to  handle  many  of  these  patients 
from  a total  viewpoint,  i.e.,  medically  and  psychi- 
atrically. Often  while  these  “psychiatric-medical” 
patients  receive  intensive  and  fully  adequate  medical 
treatment,  the  psychological  aspects  of  their  illness 
are  not  diagnosed  or  treated,  and  the  subsequent 
course  of  their  illness  is  one  in  which  the  psycho- 
logical problems  persist  unabated  and  help  to  per- 
petuate the  chronic  course  of  the  illness. 

The  concept  of  psychosomatic  medicine  as  used 
in  this  paper  means  the  study  “in  their  interrelation 
(of)  the  psychological  and  physiological  aspects  of 
all  normal  and  abnormal  bodily  functions.”2  The 
purpose  of  such  an  approach  is  to  “integrate  somatic 
therapy  and  psychotherapy  (and)  the  psychological 
approach  into  general  medicine.  It  takes  for  granted 
that  psychic  and  somatic  phenomena  take  place  in 
the  same  biological  system  and  are  probably  two 
aspects  of  the  same  process.”2  With  the  increasing 
degree  of  medical  specialization,  fragmentation  in 
this  ideal  holistic  approach  have  appeared:10  i.e.,  the 
ear,  nose  and  throat  specialist  focuses  on  his  one 
area;  the  internist  on  his,  and  the  psychiatrist  his. 
The  modern  psychosomatic  movement  has  attempt- 
ed to  reestablish  the  total  approach  to  the  human 
organism  by  emphasizing  the  hitherto  unexplored 
psychological  components  of  various  pathophysio- 
logical phenomena.  This  has  been  most  clearly 
accomplished  by  the  determination  in  recent  years 
of  the  connection  between  emotional  stress  and  cer- 
tain medical  disorders  which  have  been  designated 
as  psychosomatic  disorders.  However,  we  should 
constantly  bear  in  mind  that  psychosomatic  medi- 


cine in  its  broadest  sense  “encompasses  or  should 
encompass  all  of  medical  practice  with  treatment 
oriented  toward  the  individual  rather  than  the 
disease.”3 

To  treat  these  patients  adequately  from  a “total 
viewpoint,”  physicians  with  a comprehensive  train- 
ing in  psychiatry  and  medicine  are  essential.  It  is 
our  conviction  that  the  physician  of  the  future  with 
more  integrated  medical  training  will  eventually 
know  and  use  such  a total  approach  with  his 
patients.  Today,  however,  it  appears  that  there  are 
very  few  physicians  trained  to  utilize  such  an  ap- 
proach. Thus  we  feel  the  reality  of  the  situation 
of  the  present  demands  closer  cooperation  between 
general  medical  men  and  psychiatrists,  not  only  for 
treating  the  patients  of  today  but  also  in  teaching 
the  future  generations  of  physicians  a comprehen- 
sive medical  discipline.  The  keystone  of  this  ap- 
roach  would  be  medical-psychiatric  teamwork  and 
collaboration. 

I he  authors,  in  conjunction  with  a specialized 
institution  in  psychotherapy,*  the  Postgraduate 
Center  for  Psychotherapy,  have  in  response  to  this 
need  projected  the  establishment  of  a “psychoso- 
matic detection  center”  paralleling  in  purpose  the 
“detection  nature”  of  the  cancer-detection  centers 
existent  throughout  the  world.  The  purpose  of  such 
psychosomatic  centers  would  be  for  the  integrated 
diagnosis,  treatment  and  research  of  the  psycho- 
logical factors  in  medical  illness. 

In  brief,  such  a center  would  offer  the  following 
services  integrated  as  follows: 

I.  A CONSULTATION  AND  DIAGNOSTIC  SERVICE 

A consultation  and  diagnostic  service  would  be 
available  to  the  medical  practitioners  in  the  com- 
munity. Any  patient  might  be  referred  by  a private 
physician  for  a psychiatric  evaluation  and  psycho- 
logical testing  procedure.  These  would  be  used  to 
evaluate  the  psychological  components  in  the  medi- 
cal illness.  If  the  referring  physician  so  requested,  a 
medical  consultation  with  medical  specialists  would 
be  available.  At  the  completion  of  this  study,  the 
patient  would  be  returned  to  the  referring  physician 
with  recommendations  as  to  psychosomatic  diag- 

*The  Postgraduate  Center  for  Psychotherapy  is  a teach- 
ing center  chartered  by  the  Board  of  Regents  of  the  Uni- 
ersity  of  the  State  of  New  York,  offering  a comprehensive 
program  of  training  in  psychotherapy.  It  also  was  estab- 
lished to  provide  low  cost  psychotherapy  for  people  in  need 
of  such  services  and  presently  operates  one  of  the  largest 
continuous  psychiatric  treatment  centers  in  the  United  States. 
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nosis;  modification  of  medical  therapy  as  advised  by 
the  consultant  medical  personnel;  and  advice  on 
whether  psychotherapy  is  advisable  and  if  so 
whether  it  should  be  carried  out  bv  the  referring 
physician  or  whether  it  is  of  such  a nature  that  it 
requires  intensive  psychiatric  treatment  bv  a psy- 
chiatrist. One  of  the  assumptions  underlying  this 
project  is  that  the  average  physician  by  virtue  of  his 
close  relationship  with  his  patient  is  in  an  excellent 
position  to  provide  reassurance  and  educative 
psychotherapy  in  selected  cases  of  a mild,  transitory 
or  reactive  nature.  It  is  essential,  however,  to 
separate  these  milder  situations  from  those  which 
are  more  severe  or  deeply  rooted  and  require  more 
expert  psychotherapy.  The  latter  always  require  the 
services  of  the  trained  psychotherapist. 

2.  A THERAPEUTIC  SERVICE 

A low-cost  psychotherapeutic  service  would  be 
made  available  for  those  patients  who  cannot  afford 
psychiatric  treatment  and  for  whom  intensive  psy- 
chiatric treatment  is  indicated  and  agreed  to  bv  the 
referring  physician. 

Inasmuch  as  these  patients  also  have  somatic 
disease,  during  the  period  of  psychotherapy,  medi- 
cal treatment  would  be  carried  on  by  the  referring 
medical  practitioner.  The  physician  would  have  con- 
sultation available  to  him  with  the  medical  staff  of 
the  clinic.  While  the  practitioner  would  have  a 
free  hand  in  all  indicated  therapy  and  the  psycho- 
therapist in  psychotherapy,  it  is  intended  they  would 
have  frequent  and  continuous  consultations  during 
their  collaboration  so  that  the  total  therapy  would 
be  coordinated. 

Where  necessary,  the  social  work  department  of 
the  clinic  would  be  available  to  offer  casework 
services  in  relation  to  the  patient’s  family,  employ- 
ers, etc. 

3.  A RESEARCH  PROGRAM 

A program  of  clinical  and  experimental  research 
would  be  an  integral  part  of  the  projected  psycho- 
somatic center.  Research  would  be  concerned  with 
problems  associated  with  psychosomatic  medicine. 
There  is  much  necessary  research  still  to  be  done: 
for  example,  in  the  field  of  specificity,  i.e.,  deter- 
mination of  the  reason  one  patient  develops  one 
particular  psychosomatic  disorder  and  another 
patient  another  disease.  The  vast  amount  of  clinical 
material  that  would  be  available  at  such  centers 
would  facilitate  further  improvement  and  modifica- 


tion of  our  techniques  (both  psychiatric  and  medi- 
cal) in  treating  these  diseases. 

4.  A GENERAL  .MEDICAL  EDUCATIONAL  PROGRAM 

I lie  past  two  decades  have  seen  tremendous  ad- 
vances in  the  theory  and  practice  of  psvchosomatic 
medicine.  In  spite  of  this  fact,  the  general  medical 
profession  has  been  slow  to  avail  itself  of  the 
valuable  contributions  of  the  psychosomatic  ap- 
proach. Several  factors  appear  to  be  responsible  for 
this  situation,  some  of  which  may  be  attributed  to 
psychiatry  and  some  to  medicine. 

Basically  the  problem  seems  to  have  been  poor 
communication  between  psychiatry  and  medicine. 
Since  psychiatric  work  has  in  the  past  frequently 
been  carried  out  in  mental  hospitals,  there  has  been 
a tendency  on  the  part  of  psychiatrists  not  to  par- 
ticipate in  general  medical  hospital  work.  This 
physical  isolation  has  resulted  in  a lack  of  under- 
standing and  collaboration  between  psychiatry  and 
medicine.  I his  condition  has  been  aggravated  by  a 
lack  of  adequate  undergraduate  training  in  psychi- 
atry that  has  existed  in  many  medical  schools  up  to 
recently.  Another  problem  has  been  the  develop- 
ment of  a highly  technical  “psychiatric  language” 
by  psychiatry  and  psychoanalysis,  that  has  required 
extensive  specialized  training  in  order  to  understand 
and  use  it.  I hese  factors  have  combined  to  reduce 
the  comprehensibility  of  much  psychiatric  and  psy- 
chosomatic subject  matter  to  physicians. 

Many  medical  men  have  contributed  to  this 
dilemma  by  reacting  to  the  lack  of  communication 
and  mutual  understanding  with  a tendency  to  reject 
many  of  the  psychosomatic  concepts.  Some  of  them 
base  their  feelings  upon  the  conjecture  that  these 
concepts  are  “unscientific,”  “unproven”  or  “subjec- 
tive." Many  of  these  physicians  are  unaware  of  the 
tremendous  strides  that  have  been  made  in  recent 
years  in  the  field  of  psychosomatic  medicine  and 
psychopathology. 

For  these  reasons  we  feel  it  essential  that,  as  an- 
other aspect  of  this  project,  a general  educational 
program  in  psychosomatic  medicine  be  instituted 
for  all  the  practitioners  in  the  community.  The 
training  program  would  use  such  techniques  as 
lectures,  motion  pictures  dealing  with  basic  psycho- 
logical concepts,  tape  recordings  of  therapeutic 
interviews,  clinical  conferences,  etc.  Such  a training 
program  would  give  the  general  medical  man  the 
opportunity  to  gain  further  understanding  and  a 
greater  degree  of  facility  with  this  important  aspect 
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of  medicine.  Ir  would  offer  another  tool  in  the  ever 
expanding  armamentarium10  for  improving  the  in- 
tegration of  psychiatry  and  medicine. 

Psychiatric-Medical  Teamwork  and  Treatment: 
the  Keystone  of  the  Psychosomatic  Approach 

A keystone  in  the  therapeutic  approach  in  our 
psychosomatic  orientation  is  that  in  all  of  these 
patients  suffering  with  more  severe  psychosomatic 
difficulties  and  requiring  intensive  psychiatric  treat- 
ment, the  medical  therapy  would  invariably  remain 
in  the  hands  of  the  referring  medical  physician, 
while  the  psychiatric  therapy  would  he  handled 
by  a psychiatrist.  Inasmuch  as  two  physicians  would 
be  involved  in  the  treatment  of  one  patient,  this 
approach  would  require  the  closest  of  collaboration 
between  both  physicians.  For  example,  in  cases 
where  there  is  an  acute  medical  illness  of  a psycho- 
somatic nature,  as  for  example,  in  a patient  suffering 
from  an  acute  exacerbation  of  peptic  ulcer,  medical 
therapy  would  be  essential  and  primary,  while  psy- 
chiatric treatment  would  be  secondary  and  of  a 
(supportive  reassuring  nature.  As  the  pendulum 
shifted  and  the  ulcer  entered  a more  chronic  phase, 
medical  treatment  would  take  a more  secondary 
position  and  intensive  interpretive  psychotherapy 
would  commence  and  take  the  prior  role.  Because 
of  the  complementary  and  integrative  nature  of 
such  treatment,  it  would  be  essential  for  cooperation 
and  contact  to  be  constantly  maintained  between 
the  two  physicians.  Each  must  be  aware  of  and  be 
in  agreement  with  the  therapeutic  goals  of  the 
other.  The  contribution  of  each  would  go  toward 
making  up  the  therapeutic  whole  for  the  patient. 
The  authors  have  had  the  opportunity  to  apply  this 
collaborative  approach  in  their  private  psychiatric 
practices  where  they  have  conducted  some  of  their 
psychosomatic  treatment  in  collaboration  with  the 
intensive  treatment  of  other  physicians,  e.g.  intern- 
ists, and  have  found  this  approach  readily  appli- 
cable and  practical. 

The  advantages  of  this  type  of  therapeutic  regi- 
men  is  that  the  patient  receives  the  benefit  of  the 
collaborative  efforts  of  specialists  trained  in  multiple 
medical  disciplines,  each  utilizing  the  frame  of  refer- 
ence he  is  best  equipped  to  handle.  The  patient  at 
all  times  has  the  benefit  of  competent  medical 
examination  and  treatment  by  his  own  family  doc- 
tor or  a specialist.  The  psychiatrist  and  the  practi- 
tioner, each  recognizes  the  importance  of  his  role 
in  the  collaboration  and  the  isolation  of  medical 
specialization  is  minimized. 
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An  apparent  disadvantage  is  that  this  approach 
in  a sense  seems  to  reinforce  the  dichotomy  of 
psyche  and  soma  in  utilizing  two  physicians  to 
treat  a single  patient.  The  necessity  for  this  col- 
laboration seems,  however,  to  be  fully  in  accord 
with  the  view  of  Franz  Alexander,4  a pioneer  in 
this  field,  who  feels  that  this  is  the  only  solution  for 
the  dilemma  of  having  highly  trained  specialists  in 
separate  fields  who  cannot  master  the  techniques  of 
the  other  specialties  as  well  as  their  own.  It  thereby 
frankly  recognizes  the  present  situation  in  medicine 
and  offers  the  best  opportunity  at  the  moment  for 
truly  collaborative  medicine  that  can  be  offered  to 
those  difficult  psychosomatic  problems  which  make 
up  such  a great  percentage  of  the  patient  load  of  all 
physicians.  Our  immediate  purpose  is  to  attempt  to 
demonstrate  the  concept  of  the  total  patient  and 
disease  process  to  physicians  in  general  practice  to- 
day. “This  awareness  of  the  physician,  it  is  believed, 
will  round  out  his  training  and  result  thereby  in 
improved  patient  care,  the  goal  of  all  medical  in- 
struction.”3 

The  value  of  the  psychosomatic  detection  center 
would  be  great.  From  the  point  of  view  of  detec- 
tion, much  as  with  cancer  detection  services,  this 
psychosomatic  program  would  enable  medical 
patients  suffering  from  associated  psychological  dis- 
turbances to  be  “detected”  early  and  exposed  to 
proper  therapy.  Thereby  proper  “total”  treatment 
would  be  afforded  to  certain  patients  whose  psycho- 
logical problems  had  formerly  been  disregarded. 
This  would,  we  believe,  eventually  enable  medical 
treatment  to  be  more  successful  in  that  various 
pathological  processes  (such  as  peptic  ulcer)  might 
possibly  be  ameliorated  completely  through  early 
psychotherapeutic  intervention  before  the  organic 
pathology  had  progressed  to  an  irreversible  state. 

From  the  point  of  view  of  education,  the  general 
medical  population  would  be  made  av'are  of  the 
proper  diagnosis  and  appraisal  of  these  psychoso- 
matic and  psychiatric  conditions.  Such  psychologi- 
cal understanding  would  be  invaluable  to  the  average 
physician  even  in  his  approach  to  patients  suffering 
from  purely  organic  illness.  For  example,  iatrogenic- 
heart  disease,  the  term  popularly  attached  to  a 
persistent  cardiac  neurosis  that  has  been  caused  by 
a physician’s  carelessness  in  explaining  heart  symp- 
toms or  minor  heart  findings  to  his  patient,  can 
often  be  avoided  when  the  psychological  status  of 
the  patient  is  given  adequate  consideration.9  Eventu- 
ally the  medical  practitioner  might,  in  certain  cases, 
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be  able  to  perforin  with  some  degree  of  competence, 
various  psychotherapeutic  techniques  himself.  It  is 
our  hope  that  truly  adequate  medical  and  psychiatric 
therapy  of  these  psychosomatic  disorders  may 
eventually  serve  to  decrease  their  incidence. 
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MOBILE  HOME  TREATMENT  UNIT  FOR  RHEUMATISM  AND  ARTHRITIS 
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ORGANIZATIONAL  PLANS 

The  Mobile  Physical  Therapy  Home  T reatment 
Unit  in  the  Yale-New  Haven  Medical  Center  had 
its  inception  November  7,  1953.  We  had  discussed 
plans  for  this  Unit  for  approximately  the  previous 
six  months  with  the  Arthritis  and  Rheumatism 
Foundation.  It  was  precipitated  by  the  donation  of 
a station  wagon  to  the  Arthritis  and  Rheumatism 
Foundation.  We  were  aware  that  there  were  other 
such  units  in  the  United  States  but  could  uncover 
few  articles  about  them.  We  were  not  aware  of  their 
plans  for  organization,  nor  the  efficacy  of  these 
units.  We  felt,  however,  the  need  for  such  a unit 
in  the  New  Haven  area  for  the  severely  involved 
patient  with  rheumatoid  arthritis.  Because  of  the 
long  periods  of  hospitalization  necessary  for  these 
patients,  cost  was  usually  prohibitive  for  most  of 
them.  Transportation  for  outpatient  treatment  was 
impossible  or  contra-indicated.  On  the  other  hand, 
simply  remaining  at  rest  at  home  or  in  bed  was  pro- 
ducing in  many  cases  contractures  and  increasing 
loss  of  muscle  strength,  irreversible  after  a time. 
Drugs  were  not  effective  in  their  care  as  a single 
measure.  Thus,  we  felt  a Home  Treatment  Unit, 
while  more  expensive  than  outpatient  physical  ther- 
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SUMMARY 

A need  was  felt  for  a Mobile  Home  Treatment  Unit 
in  the  New  Haven  area  for  patients  suffering  from 
severe  rheumatoid  arthritis  because  ( 1 ) of  the  pro- 
hibitive cost  of  hospitalization,  (2)  of  the  impossibil- 
ity of  transportation  for  outpatient  care,  and  (3)  of 
the  unsatisfactory  results  from  simply  remaining  at 
home. 

The  details  for  financing  and  operating  the  Unit 
were  worked  out  with  the  Connecticut  Chapter  of  the 
Arthritis  and  Rheumatism  Foundation  and  are  pre- 
sented. The  source  and  type  of  equipment  is  also  given. 

A brief  report  of  the  first  year  of  operation  is 
included  and  plans  for  the  future  are  suggested. 


This  paper  by  mutual  agreement  is  appearing  simultaneously  in  The  British  Journal  of  Physical  Medicine 
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Figure  i 


;ipv\  would  offer  acceptable  treatment  and  bridge 
the  gap  between  hospitalization  and  outpatient  care. 

An  Arthritis  Clinic  was  in  operation  at  the  Vale- 
New  Haven  Medical  Center,  having  started  in  1942 
(Figure  1).  Manv  medical  disciplines  were  working 
in  this  Clinic  for  the  overall  care  of  rheumatoid 
arthritis.  Internal  medicine,  orthopedic  surgery, 
physical  medicine,  physical  therapy  and  social  serv- 
ice were  well  coordinated  for  patient  care.  It  was 
relatively  easy  then  to  organize  a home  program 
on  this  foundation. 

The  finances  for  the  Home  Treatment  Unit  were 
discussed  with  the  Connecticut  Chapter  of  the 
Arthritis  and  Rheumatism  Foundation.  This  group 
agreed  to  underwrite  the  deficit  incurred  bv  this 
Unit  which  basically  would  function  out  of  the 
Medical  Center  with  the  Arthritis  Clinic  the  center 
for  evaluation  and  referral  for  treatment.  Physical 
therapy  was  furnished  by  the  Department  of  Physi- 
cal Medicine  and  Rehabilitation  of  the  Yale-New 
Haven  Medical  Center.  It  was  decided  to  rotate 
therapists  from  this  department  on  a three  months 
basis.  In  this  way  we  felt  we  could  obtain  better 
physical  results,  avoid  patient-therapist  dependence, 
and  we  would  not  subject  one  therapist  to  the  very 
severely  involved  patients  over  a long  period  of  time 
which  can  be  discouraging  to  patient  as  well  as 
therapist.  All  therapy  would  be  prescribed  by  the 
physicians  of  the  Arthritis  Clinic.  Only  clinic 
patients  are  admitted  to  the  Home  Treatment  Unit. 
We  felt  that  private  patients  could  later  be  admitted 
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as  necessary  but,  for  the  present,  other  outlets  for 
treatment  were  available  for  these  patients  in  the 
form  of  private  physical  therapists  for  home  treat- 
ment. Only  clinic  category  patients  have  been 
treated  to  date. 

Regarding  charges  for  therapy,  it  was  felt  that 
patients  should  be  charged  on  our  usual  Dispensary 
schedule.  All  patients  are  referred  to  the  Clinic 
Admitting  Officer  who  determines  the  charge  per 
treatment.  This  is  graded  from  a maximum  of  $2.50 
per  treatment  to  zero,  depending  on  patient  or 
family  income.  Patients  on  one  of  the  State  pro- 
grams, (Welfare,  A.D.C.,  AD.)  are  billed  to  the 
State  at  the  previously  established  State  rate  for 
physical  therapy.  Private  patients,  when  admitted, 
will  be  charged  according  to  amount  of  time  for 
treatment;  this  is  the  basis  for  our  physical  therapy 
charges  at  the  present  time.  We  have  felt,  therefore, 
that  treatment  should  not  be  considered  free  but  on 
a limited  income-fee  basis. 

Equipment  for  the  Mobile  Unit  was  underwritten 
by  the  Connecticut  Chapter  of  the  Arthritis  and 
Rheumatism  Foundation.  This  consisted,  basically, 
of  the  following  at  a cost  of  approximately  $250. 

1.  Hydrocollator  steam  packs  of  varied  sizes. 

2.  Footdrop  boot  for  progressive  resistance  exer- 
cises. 

3.  Iron  weights  for  progressive  resistance  exer- 
cises. 

4.  Adjustable  aluminum  cane  and  crutches. 

5.  Bed  board  which  can  be  rolled  up. 

6.  Electric  baker. 

7.  Cervical,  leg  traction  outfits. 

8.  M iscellaneous— massage  cream,  linen,  etc. 

We  began  treatment  with  this  equipment.  I he 
patient  is  furnished  some  equipment  for  treatment 
on  temporary  loan  from  the  Physical  Medicine  and 
Rehabilitation  Department.  Other  equipment,  such 
as  parallel  bars,  crutches,  braces  and  hand  splints, 
can  be  furnished  through  our  brace  shop  in  the 
usual  manner.  Finances  can  be  obtained  through 
private.  State,  or  fund  raising  agencies  as  indicated. 

One  of  the  most  important  aspects  of  this  regime 
at  home  is  the  teaching  of  the  patient  and  family 
the  treatment  to  be  carried  out  on  their  own.  More 
patients  can  be  treated  if  the  therapists'  load  can  be 
somew  hat  lightened.  Thus,  simple  measures  can  be 
used  for  applying  traction  to  any  area  of  the  body 
and  inexpensive  measures  for  heat  application  and 
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progressive  resistance  exercises  (Figure  2)  can  he 
effectively  used.  Since,  however,  these  patients 
represent  the  very  severely  involved,  treatment  is 
lengthy.  Therefore,  relatively  few  patients  can  he 
treated  per  day. 

1'he  cost  of  treatment  is  relatively  high  compared 
w ith  routine  outpatient  care,  averaging  $5  a treat- 
ment in  our  experience.  This  compares  very  favor- 
ably to  the  $25  a day  average  hospital  cost  (all  in- 
clusive) that  pertains  in  our  area.  1 his  cost  also 
compares  favorably  with  cost  of  treatment  by  a 
private  physical  therapist,  $5-$  10.  The  hospital 
furnishes  linen,  laundry,  etc.  Insurance  and  running 


Figure  2 


expenses  for  the  station  wagon  are  financed  directly 
by  the  Connecticut  Chapter  of  the  Arthritis  and 
Rheumatism  Foundation.  For  the  first  year  of  oper- 
ation this  Unit  cost  $4,100  (excluding  cost  of 
station  wagon).  Income  from  patients,  State  and 
agencies  sponsoring  treatment  was  $972.  I hus,  only 
23.5  per  cent  of  cost  was  collected  in  treatment 
charges.  We  wish  to  emphasize  again  that  all  patients 
were  in  the  clinic  category  and  most  patients  were 
carried  well  below  the  maximum  clinic  fee.  We 
were  able  to  treat  an  average  of  twelve  patients  per 
month  with  an  average  of  four  or  five  daily.  As 


mentioned,  treatment  is  lengthy  and  we  feel  that 
five  patients  represent  the  maximum  number  that 
can  be  adequately  treated  by  the  therapist  per  day. 
It  is  to  be  remembered  that  many  patients  receive 
three  to  six  additional  hours  of  treatment  daily, 
including  time  in  traction  and  other  treatment  given 
by  the  family  after  being  taught  the  routines  by  the 
therapist.  In  the  cost  analysis  also,  it  should  be 
remembered  that  had  these  patients  been  hospital- 
ized they  would  have  used  up  the  cost  of  the  Mobile 
Treatment  Unit  after  ten  days  of  hospitalization 
each.  A total  of  only  twenty  patients  was  carried 
for  the  first  year  of  operation  because  of  the  limita- 
tion of  time,  with  a total  of  818  patient  visits. 

CONCLUSIONS 

We  feel  that  our  experience  to  date  has  justified 
the  formation  of  the  Mobile  Home  Treatment  Unit. 
We  expect  to  publish  our  treatment  routines  for  this 
Home  Treatment  Unit  and  the  results  of  such  treat- 
ment in  the  future.  We  believe  the  Physical  Therapy 
Home  Treatment  Plan  as  outlined  can  be  applied 
equally  well  to  other  severely  disabling  conditions 
such  as  poliomyelitis,  cerebral  palsy,  multiple  sclero- 
sis, muscular  dystrophy,  severe  injuries  and  similar 
conditions;  with  a great  saving  in  hospitalization 
costs  to  the  patients  themselves  or  third  party  agen- 
cies. We  anticipate  further  study  along  this  line 
with  the  goal  of  establishment  of  other  Mobile 
Treatment  Units  in  our  area  for  the  homebound 
patient  for  treatment  of  any  disabling  condition  or 
illness  amenable  to  physical  treatment.  We  are  dis- 
cussing also  the  later  addition  of  occupational 
therapy  to  this  mobile  home  treatment  theme. 
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A guest  of  the  Federal  Republic  of  West  Germany  last  February , the  author  gives  here  his 
impressions  both  of  post  war  Germany  in  general  and  of  its  public  health  development. 

The  reader  who  is  not  a public  health  person  himself  can  measure  this  description  against  what 
he  observes  of  public  health  around  him  in  Connecticut. 

Dr.  O'Brien,  for  years  a member  of  the  Hartford  County  Medical  Association,  has  just  retired 
from  the  Department  of  Health  Education  and  Welfare  of  the  U.  S.  Public  Health  Service 
after  duty  in  military  areas  in  both  world  wars,  and  is  now  director  of  professional  training  in 
the  Pennsylvania  State  Department  of  Health,  in  Harrisburg. 


IMPRESSIONS  OF  PUBLIC  HEALTH  IN  WEST  GERMANY  — 1955 

Henry  R.  O’Brien,  m.d.,  Harrisburg , Pennsylvania 


“This  is  the  Cultural  Office  of  the  Embassy  of  the 
Federal  Republic,”  a voice  said  over  the  long  dis- 
tance on  the  morning  of  January  28.  “A  cable  has 
just  come  from  Bonn  to  invite  you  to  spend  four 
weeks  in  West  Germany  studying  public  health  as  a 
guest  of  the  Republic.  Can  you  accept?” 

The  answer  was  not  delayed:  “Yes,  subject  to  the 
approval  of  the  Surgeon-General.” 

At  four  o’clock  Sunday  afternoon,  February  6, 
our  plane  left  Idlewild  Airport.  The  days  between 
were  crowded  with  plans  for  work  on  hand,  ap- 
provals, clearances  and  packing.  The  pace  was  so 
breathless  that  at  the  last  minute  my  air  ticket  had 
not  reached  Idlewild;  but  a rabbi  from  New  Orleans 
could  not  join  another  group,  and  I sat  in  his  seat. 
Others  in  the  public  health  and  medical  party  in- 
cluded Dr.  W.  G.  Smillie  of  Cornell  and  Westport; 
Clear  E.  Turner  of  Cambridge,  Massachusetts;  Dr. 
Robert  F.  Simmons,  Louisiana  State  University; 
George  Palmer  of  the  California  Department  of 
Health;  Dr.  Webb  Haymaker,  Armed  Forces  Insti- 
tute of  Pathology;  Dr.  J.  Mather  Pfeiffenberger, 
f.a.c.s.,  Alton,  Illinois;  and  Dr.  DeWitt  H.  Smith, 
Princeton  Medical  Group. 

Ever  since  the  war  our  government  has  been  in- 
viting people  from  many  friendly  countries  to  spend 
some  time  in  the  United  States,  in  study  or  travel. 
I had  been  active  in  this  work,  which  in  my  last  year 
included  health  workers  from  55  countries.  In  turn, 
the  West  German  government  was  authorized  by 
the  Bundestag  in  1951  to  invite  each  year  100  U.  S. 


citizens  of  various  occupations  and  professions  to 
come  to  Germany  as  guests  of  the  Federal  Republic. 
Germany  is  the  only  country  to  take  this  step.  We 
were  among  the  fortunate  ones  in  1955. 

Landing  at  Dusseldorf  the  next  day,  we  were  all 
received  at  Bonn.  Then  the  program  arranged  by 
the  Department  of  Health  for  the  five  public  health 
workers  took  us  in  turn  to  Cologne,  Dusseldorf  and 
nearby  cities,  to  Hamburg,  Wiesbaden,  Giesen, 
Frankfort,  Stuttgart,  Munich,  Berlin  and  Bonn  again. 
Four  weeks  and  a day  from  our  arrival  we  said  good- 
bye and  started  home.  Our  program  was  very  well 
planned.  It  began  in  Bonn  with  some  days  of  orienta- 
tion. Responsible  leaders  of  the  Government  spoke 
frankly  to  us  of  the  postwar  situation,  of  their 
problems  and  their  plans.  At  our  own  HICOG  in 
Bonn  and  later  in  Berlin  fellow  Americans  described 
to  us  the  German  picture  as  they  saw  it.  We  are 
both  professional  people  and  citizens  of  the  world; 
and  this  was  very  helpful. 

I had  not  been  in  Germany  before,  save  for  a trip 
down  the  Rhine  in  1930.  I had  read  reports  and 
looked  at  pictures,  but  being  there  is  something  else. 
A month  is  a short  time,  but  it  leaves  definite  im- 
pressions. 

I was  prepared  to  see  destruction,  and  had  been 
in  Manila  and  Rangoon  in  1945.  Parts  of  every  Ger- 
man city  we  visited  had  scarred  areas,  and  Mainz 
and  much  of  Berlin  are  still  depressing.  But  we  were 
deeply  impressed  with  the  large  amount  of  rebuild- 
ing that  has  been  done.  The  large  and  well  con- 
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structed  office  buildings,  apartments,  factories  that 
we  saw  arc  tributes  to  German  industry,  energy  and 
skill.  It  is  remarkable  that  so  many  could  be  built, 
and  the  materials  found,  in  these  few  years.  1 lie 
industrial  plants  in  the  Ruhr  are  booming.  In  spite 
of  the  10/2  million  refugees  that  West  Germany  has 
received  from  Poland,  Czechoslovakia  and  East  Ger- 
many, there  is  surprisingly  little  unemployment, 
save  in  West  Berlin,  an  isolated  and  half  throttled 
city.  Trains  are  abundant  and  good;  much  of  the 
equipment  is  postwar.  Food  is  good  and  plentiful. 

So  far  as  a visitor  whose  German  has  its  limita- 
tions could  judge,  the  spirit  of  the  people  is 
definitely  liberal.  They  stand  with  the  Western 
democracies.  This  is  the  Federal  Republic,  not  the 
Reich.  There  was  not  a great  deal  of  talk  of  W orld 
War  II.  Instead,  peoples’  eyes  are  fixed  on  today 
and  tomorrow. 

In  a transit  camp  for  refugees  at  Giesen  there  is  a 
small  shaft  inscribed  “June  17,  1953”  (the  day  w hen 
the  East  Germans  rose  against  the  Communists),  and 
below  the  words  “Einheit,  Freiheit,  Frieden 
(Unity,  Freedom,  Peace).  In  the  February  debates 
on  the  Paris  Agreements  all  parties  wanted  these 
three  things,  differing  only  on  how  to  obtain  them. 
As  it  considers  proposals  for  the  new  army  today, 
the  Bundestag  seeks  above  all  to  ensure  civilian  con- 
trol. 

It  was  a matter  of  pleasant  surprise  to  see  how  the 
German  love  of  music  and  the  theater  have  re- 
asserted themselves.  Municipal  theaters  and  orches- 
tras we  found  even  in  a city  of  200,000  like  Bonn, 
municipal  opera  in  Hamburg,  Munich,  Berlin.  In 
West  Berlin  a printed  folder  listed  the  musical  offer- 
ings for  the  next  several  weeks,  in  various  parts  of 
the  city,  evening  by  evening. 

Everywhere  people  were  friendly,  not  only  on 
official  occasions  hut  also  in  chance  contacts,  on  the 
street,  in  a store  or  on  a train  or  plane. 

Our  professional  schedule  was  very  well  planned, 
providing  variety  with  little  duplication.  Note  that 
our  program  included  visits  to: 

The  national  department  of  Health,  in  Bonn 

State  departments  in  North  Rhine — Westphalia,  Hesse  and 
Bavaria 

City-state  departments  in  Hamburg  and  Berlin 

A regional  department  in  Dusseldorf 

City  departments  in  Frankfurt,  Oberhausen  and  Rhein- 
hausen 

~A  county  (landkreis)  department  at  Giesen 

District  health  centers  in  Hamburg  and  Berlin 


Add  to  these  institutions: 

The  health  museum  at  Cologne 

Hospitals  for  tuberculosis,  crippled  children,  mental 
disease 

Tuberculosis  clinics,  well  child  conferences,  child  guid- 
ance clinics 

Schools  of  public  health,  of  tropical  medicine,  of  medical 
technology 

Bacteriological  research  (Robert  Koch  Institute),  plant 
medical  service 

Blood  bank,  cancer  society,  health  insurance  office  of  a 
medical  society 

Housing  project,  elementary  schools 
Refugee  centers;  the  receiving  center  and  a camp  in 
Berlin  Distribution  center  at  Giesen 
Sanitation;  a pasteurizing  plant,  Giesen 

Organization  for  public  health  naturally  follows 
the  general  pattern  of  organization  in  government. 
1 he  Germans  who  wrote  the  postwar  constitution 
turned  away  from  some  old  ideas,  and  decentralized 
administration.  The  nine  States  and  three  city-states 
that  make  up  the  Federal  Republic  manage  most  of 
their  own  affairs.  The  Federal  Department  of 
Health,  w hich  is  a part  of  the  Ministry  of  the  In- 
terior, has  limited  powers.  Its  staff  is  excellent, 
though  small  and  without  either  a nurse  or  an  en- 
gineer. Its  fiscal  support  is  limited;  the  budget  for 
this  year  is  DM  3,000,000  ($750,000).  There  is  no 
Federal  aid  to  States  except  for  some  special  pur- 
poses, but  the  Bundestag  has  a health  committee, 
which  we  met. 

Much  of  the  public  health  work  is  done  in  State 
and  local  departments.  The  German  State  is  divided 
into  regions,  not  an  administrative  device  as  in  some 
of  our  States,  but  an  entity  of  government;  and 
these  in  turn  are  made  up  of  counties  and  cities. 
There  are  risks  in  taking  foreign  terms  and  assuming 
that  we  have  exact  equivalents  in  our  country,  but 
here  the  likeness  is  fairly  exact.  A city-state  does 
not  have  counties,  but  Hamburg  and  its  1,750,000 
people  are  divided  into  seven  regions  or  districts. 
Each  State  has  a department  of  health,  as  does  each 
city  and  each  county.  Sometimes  two  counties  are 
combined,  but  there  are  no  areas  without  local 
health  service  with  full  time  staff.  Each  region  also 
has  a health  organization,  but  it  is  a slender  inter- 
mediary between  the  State  and  the  local  department 
of  health.  Public  health  in  West  Germany  today 
shows  the  influence  of  ideas  from  the  U.  S.  and 
Allied  Military  Government  and  of  visits  by  Ger- 
man leaders  to  the  United  States,  but  the  framework 
is  German. 

In  a federal  form  of  government,  it  is  natural  for 
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relations  of  States  and  localities  to  vary.  Descriptions 
of  some  situations  in  Germany  will  help  give  a pic- 
ture. 

Hesse,  with  about  a tenth  of  the  population  of 
West  Germany,  has  three  regions,  45  counties,  and 
nine  cities  of  over  40,000.  Its  administration  was 
reformed  in  19^3,  on  a note  of  local  responsibility 
with  State  aid.  It  is  one  of  three  States  with  locally 
“owned”  health  department.  The  State  ^jves  the 
local  government  DM  0.50  per  person  per  year; 
there  are  also  funds  for  special  grants.  The  locality 
appoints  the  health  officer,  but  he  must  meet  State 
qualifications.  There  is  a nurse  on  the  State  staff, 
working  with  schools  of  nursing.  The  city  of  Frank- 
furt spends  three  or  four  marks  per  person  of  its 
own  funds  for  health,  but  some  counties  only  one 
mark.  In  recent  years  several  localities  have  built 
health  centers  with  substantial  aid  from  the  State. 
Hesse  also  spends  about  DM  8,000,000  a year  in  aid 
to  local  hospitals,  for  repairs  and  installations. 

Bavaria  is  more  centralized.  Its  190  cities  and 
counties  are  served  by  142  health  officers,  in  seven 
regions.  The  local  health  officer  is  appointed  by  the 
State,  his  staff  by  the  regional  chief.  The  health 
officer  is  paid  by  the  State,  and  his  budget  comes 
from  the  State,  though  the  county  may  support 
special  projects.  The  three  large  cities  of  Munich, 
Augsburg  and  Nuremburg  have  their  own  budgets 
but  also  receive  DM  0.35  per  person  from  the  State. 
Bavaria  had  the  only  director  of  public  health  nurs- 
ing we  met,  a nun.  Over  1,200  typhoid  carriers  are 
registered  in  Bavaria,  the  legacy  of  epidemics  fol- 
lowing destruction  of  water  mains  at  the  end  of  the 
war.  These  carriers  are  under  the  care  of  the  local 
health  officer,  and  may  be  brought  for  care  to  old 
age  homes  or  mental  hospitals. 

The  Free-and-Hanseatic  City-State  of  Hamburg 
has  the  only  Ministry  of  Health  in  West  Germany; 
elsewhere  health  work  forms  a department  in  the 
I Ministry  of  the  Interior.  Each  of  the  seven  districts 
of  the  city  has  its  own  mayor  and  council,  but  they 
have  no  power  over  finances.  Each  district  has  its 
own  health  officer  and  a new  health  center;  the 
police  authority,  however,  is  retained  in  the  central 
office.  Limsbuttel,  the  district  we  visited,  serves 
260,000  people,  and  has  urban,  industrial  and  sub- 
urban parts.  The  district  health  center  is  in  a new 
12  story  building,  shared  with  Labor,  Social  Wel- 
fare and  Youth.  The  suburb  of  Poppenberger  has  a 
charming  child  welfare  center,  one  of  six  now  built 
or  building.  A physician  comes  twice  a week.  Well 


baby  clinics  are  held,  and  chest  clinics  for  the  sur- 
rounding villages.  School  examination  records  are 
kept  here,  and  there  are  exercise  rooms  for  special 
school  children.  I here  is  even  an  EKG  for  children. 
Incidentally,  the  microscopes  and  x-ray  equipment 
we  saw  on  our  trip  were  numerous,  new  and  of  high 
quality. 

Giesen,  north  of  Frankfurt,  has  what  is  probably 
a typical  county  health  department.  The  health 
officer  did  sanitary  work  in  the  army  and  has  had 
some  work  in  tuberculosis.  The  city  (56,000)  with- 
drew from  the  department  in  1952,  but  the  county 
outside  has  100,000  people  living  in  65  villages.  The 
staff  includes 

2 other  physicians  in  school  health  and  MCH 
8 nurses,  one  of  whom  serves  the  chest  clinic 
2 laboratory  and  x-ray  assistants 
1 sanitarian,  a former  sanitary  sergeant  in  the  army 

1 veterinarian,  who  with  a city  veterinarian  is  super- 
vised by  a veterinarian  on  the  State  staff 

2 clerks 

1 he  office  is  in  a two  story  building,  restored 
since  the  war.  The  county  is  divided  into  seven 
nursing  districts.  4 he  nurses  all  live  in  Giesen;  two 
own  their  own  cars,  the  others  get  about  by  rail- 
road, on  foot  or  by  bicycle.  The  budget  is  about 
D.M.  137,000  ($34,250),  including  the  half  mark 
per  person  from  the  State  and  some  special  project 
support  from  the  State  Departments  of  Health  and 
of  \ outh.  Births,  deaths  and  cases  of  communicable 
disease  are  reported  to  the  county,  and  transmitted 
through  the  region  to  the  State.  New  industrial 
workers  are  x-rayed. 

W hen  we  thought  of  the  similarities  between  pub- 
lic health  in  West  Germany  and  in  our  country,  we 
were  at  once  aware  also  of  differences.  Perhaps  the 
most  striking  was  in  the  number  of  physicians  found 
in  health  Departments.  In  Berlin,  for  instance,  we 
were  shown  the  Steglitz  Health  Center,  in  one  of 
the  most  heavily  damaged  of  the  20  districts  in  the 
city.  Steglitz'  present  population  of  almost  200,000 
is  served  by  the  following  staff. 

12  physicians,  all  full  time  save  2 of  the  pediatricians 

2 the  health  officer  and  his  deputy 

1 industrial  health 
4 school  health 

3 pediatrics 

2 tuberculosis 

3 school  dentists  (some  orthodontia  is  done) 

1 veterinarian 

50  public  health  and  community  nurses  (15  employed  by 
religious  groups) 

6 disinfectors 

(sanitary  police  work  is  under  central  direction) 
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Frankfurt,  w ith  the  oldest  city  health  department 
in  Germany  and  a population  of  625,000  w as  em- 
ploying 22  full  time  physicians  and  five  full  time 
dentists.  These  figures  made  us  thoughtful  and  some- 
times envious. 

We  were  told  there  are  over  4,000  physicians  in 
West  Germany  not  employed  in  medical  work.  Part 
of  this  is  probably  due  to  overproduction  bv  the 
medical  schools  in  the  last  20  years.  We  heard  too 
that  many  physicians  have  fled  from  F,ast  Germany 
in  the  last  several  years  because  of  pressure  on  pro- 
fessional people  there. 

For  any  public  health  activity  today,  West  Ger- 
many has  very  substantial  resources.  It  has  a tradition 
of  attention  to  public  health  and  of  achievement. 
Each  professional  group— physician,  nurse,  veteri- 
narian, dentist,  chemist— has  many  members  and  has 
organized  courses  of  training. 

Germany  has  long  required  that  a health  officer 
have  a diploma  in  public  health,  though  this  is  not 
needed  for  a physician  working  in  a subspecialty, 
such  as  school  health.  There  are  four  schools  of 
public  health  in  the  Federal  Republic,  at  Hamburg, 
Dusseldorf,  Mainz  and  Munich.  We  visited  the  one 
at  Hamburg,  which  is  considered  the  best.  It  admits 
25  students  each  year,  from  40-75  applicants.  Each 
must  have  an  m.d.,  three  years  of  hospital  experi- 
ence, three  months  training  in  a psychiatric  hospital 
and  five  months  of  experience  in  a health  depart- 
ment. Each  pays  his  own  expenses,  though  Saxony 
pays  fees  for  its  own  employees  and  at  least  part 
salary.  There  are  two  full  time  teachers,  the  younger 
with  a recent  MPH  from  the  States.  Methods  of 
teaching  are  changing,  and  fewer  lectures  are  given. 
Manuals  in  the  different  subjects  have  all  been 
issued  or  revised  since  the  war.  Activity"  in  health 
education  is  urged  upon  physicians.  The  course  is 
now  four  months.  National  authorities  plan  to  de- 
velop the  Hamburg  School  of  Public  Health  along 
more  modern  fines,  and  lengthen  the  course  to  nine 
months.  Standards  for  these  schools  can  be  raised  by 
a board  of  state  health  officers.  At  Hamburg  Pro- 
fessor Harmsden  told  us  one  of  the  problems  of 
Germany:  deaths  from  abortion  outnumber  those 
from  all  communicable  diseases  put  together. 

The  School  of  Tropical  Diseases,  which  is  nearby 
in  Hamburg,  offers  some  courses  to  the  students 
in  public  health.  Some  of  the  classes  in  tropical 
medicine  are  also  given  in  Spanish.  This  school,  and 
its  80  bed  hospital,  is  broadening  its  field  to  include 
viruses. 


German  nursing  has  a long  and  honorable  tradi- 
tion; but  we  were  not  quite  clear  about  the  training 
or  exact  duties  of  many  of  the  nurses  we  saw  in 
public  health.  The  “gemeinde  schwester,”  or  com- 
munity nurse,  is  not  hard  to  understand.  A graduate 
of  a two  or  three  year  hospital  course,  she  does  bed-  | 
side  nursing  in  a community,  usually  under  a church 
organization  subsidized  from  tax  funds.  This  is  much 
like  our  own  Y.N.A.  nurse.  Most  of  those  we  met  in 
health  departments  however,  were  “fuersorgerin-  , 
nen.”  A “fuersorgerin,”  we  were  told,  enters  a 
special  course  of  training  from  one  of  several  back- 
grounds: nursing  or  teaching,  for  instance.  She  has 
two  years  of  class  work  and  practice;  the  courses  are 
on  such  subjects  as  professional  and  social  ethics, 
psychology  and  pedagogy,  sociology,  civics  and 
administration,  welfare  and  public  health  law,  wel- 
fare and  youth  work,  general  and  individual  health 
(including  health  statistics  and  public  relations).  She 
takes  a state  examination,  has  a third  year  of  appren- 
tice training,  then  gets  a State  certificate.  She  ap- 
peared to  us  to  fill  much  the  same  functions  in  the 
office,  the  clinic  and  on  home  visits  as  one  of  our 
public  health  nurses,  but  she  does  not  do  any  bed- 
side nursing.  On  the  other  hand,  she  deals  with 
more  welfare  phases  than  with  us. 

We  missed  the  familiar  face  of  the  sanitary  en-  ! 
gineer  in  the  health  department,  save  in  Frankfurt. 
Germany,  of  course,  has  sanitary  engineers  and  very"  ' 
competent  ones;  but  their  positions  in  government 
are  usually-  elsewhere.  The  reasons  for  this  situation 
we  did  not  learn;  but  we  did  hear  in  several  places  I 
that  responsible  leaders  in  public  health  feel  there 
is  need  for  closer  relations  and  are  taking  steps  in 
that  direction.  Because  phy-sicians  are  numerous  in 
West  Germany,  xve  found  some  in  charge  of  work 
that  we  are  used  to  seeing  handled  by  engineers. 
We  did  find  sanitarians  on  our  trip,  though  not  so 
many  as  in  some  other  places;  what  are  called  sani- 
tary police  are  fairly-  numerous.  As  has  been  noted,  I 
some  health  departments  have  veterinarians. 

Programs  of  the  health  departments  resemble  ours 
in  many  ways  but  are  very  different  in  others.  The 
general  spirit  seems  to  be  an  intermediate  stage.  , 
There  is  a heavier  load  of  inspections,  licensing  and 
legal  responsibility  than  we  have:  for  instance,  health 
officers  have  training  in  legal  medicine,  visit  pharma- 
cies regularly  and  inspect  and  report  on  schools  of 
nursing.  Regulations  sometimes  appear  as  laws,  and 
we  found  a fair  number  of  orders  issued,  perhaps  a 
remnant  from  former  times.  Yet  many  of  our  newer 
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programs  I found  active  in  Germany:  accident 
prevention  in  North  Rhine-Westphalia,  excellent 
educational  and  clinical  work  of  the  Cancer  Society 
in  Dusseldorf,  child  guidance  clinics  in  Frankfurt 
and  Munich,  plant  medical  services  in  Geislingen, 
fluoride  tablets  issued  to  school  children  in  Hesse. 
Leaders  spoke  frequently  of  the  need  to  educate  the 
public  in  health  matters,  and  thought  of  this  as  an 
activity  for  each  health  worker. 

Tuberculin  testing  of  cattle  is  beginning.  All  milk 
sold  in  West  Germany  is  pasteurized  we  were  told; 
the  plant  we  visited  was  using  the  flash  method— and 
employing  women  operators.  In  human  tuberculosis 
the  situation  is  much  as  with  us:  mortality  has  fallen, 
being  below  30  per  100,000,  but  the  number  of  new 
cases  reported  remains  about  the  same.  Mass  x-ray- 
ing is  common;  the  comparative  effectiveness  of  this 
procedure  as  a tool  is  now  beginning  to  be  ques- 
tioned. BCG  is  given  in  many  places.  In  a state 
hospital  for  crippled  children,  half  of  the  400 
patients  had  tuberculosis  of  the  bones  or  joints.  The 
institution  was  well  equipped  and  had  a very  pleas- 
ant atmosphere. 

We  heard  at  various  times  about  health  insurance, 
which  is  compulsory  for  those  below  a certain 
salary  level.  This  is  a complicated  subject.  Physi- 
cians appeared  unhappy  about  the  operations  of  the 
system,  but  told  us  also  that  few  in  private  practice 
could  carry  on  without  such  a backlog.  The  com- 
panies which  operate  the  health  insurance  are  said 
not  to  pay  for  preventive  work,  such  as  prenatal 
care.  They  do  pay,  indefinitely,  for  care  in  a tuber- 
culosis sanatorium.  We  saw  no  sign  of  rehabilitation 
activity  in  the  one  institution  we  visited. 

We  were  all  impressed  with  the  way  in  which 
West  Germany  has  met  and  is  meeting  the  tremend- 
ous refugee  problem.  The  millions  who  poured  in 
from  East  Prussia  and  the  Sudetenland  after  the  war 
have  been  distributed  and  largely  absorbed  among 
the  various  States  and  communities.  This  has  been  a 
tremendous  strain  on  housing.  Refugees  to  the  num- 
ber of  1,649  came  into  West  Berlin  in  the  six  days 


before  our  visit.  There  has  recently  been  an  increase 
in  the  number;  23,690  came  into  West  Germany  in 
August.  We  saw  the  reception  center  in  West  Ber- 
lin, where  newcomers  were  examined  by  a staff  of 
15  physicians  and  were  also  screened  to  determine 
whether  they  were  political  refugees  entitled  to 
W est  German  support.  Those  who  pass  are  sent  on 
for  absorption  in  the  States,  through  distribution 
centers  in  Giesen,  and  in  Hanover.  Those  detained 
in  West  Berlin  had  rather  a drab  time  in  factory- 
camps.  No  one  was  pushed  back  into  East  Germany, 
though  some  went  of  their  own  accord. 

Ours  was  a fortunate  group.  It  is  stimulating  and 
educational  to  see  what  other  people  are  doing,  how 
it  is  like  that  with  which  we  are  familiar  and  how 
it  differs.  It  is  pleasant  both  to  make  new  friends  and 
to  see  again  those  who  have  visited  us  and  have 
evidently  brought  back  to  their  country  ideas  which 
have  been  put  to  work  and  found  useful.  Certainly 
the  generosity  of  the  Federal  Republic  has  aided 
international  understandings  and  friendship. 

In  the  lobby  of  the  State  House  at  Dusseldorf  is 
the  figure  of  phoenix  rising  from  ashes.  To  me  that 
is  a fitting  symbol  of  the  new  Germany  of  the  Fed- 
eral Republic.  1 have  been  its  guest.  1 have  warm 
memories  of  able  German  health  workers.  I have  sat 
in  a box  in  the  opera  in  Berlin  and  have  stood  in  a 
cathedral  where  emperors  of  the  Holy  Roman  Em- 
pire were  crowned.  I am  grateful. 

Let  me  close  with  two  stories.  ‘‘Of  all  the  statues 
in  Berlin,”  said  my  companion,  “I  like  that  one  of 
Yon  Moltke  the  best,  for  though  he  was  a military 
man  the  figure  does  not  have  that  Prussian  stiffness.” 

“West  Berliners  are  very  proud  of  the  way  they 
stood  up  to  the  Russians  during  the  blockade.  They 
felt  they  were  atoning  for  some  of  the  things  they 
had  done  under  the  Hitler  regime.  People  living 
next  to  East  Berlin  will  say:  ‘When  we  were  starv- 
ing in  the  blockade  some  families  in  this  neighbor- 
hood walked  across  the  line  to  get  some  Russian 
food  for  their  children.  But  we  didn’t’.” 

I hope  they  keep  those  ideas. 
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A Clarion  Call  to  Men  of  Good  Will 

It  is  not  often  that  the  Journal  is  privileged  to 
bring  to  its  readers  an  article  as  timely  and  satisfying 
as  that  in  this  issue  entitled  “Trustee-Staff  Rela- 
tionships.” One  cannot  read  even  a few  paragraphs 
without  realizing  that  the  author  is  a man  of  deep 
thoughtfulness,  wisdom,  and  kindliness,  whose 
comments  are  based  upon  broad  experience.  With 
great  clarity  he  pictures  the  plight  of  the  voluntary 
hospital  and  the  pressures  that  menace  its  continued 
existence  as  a vital  part  of  our  social  structure.  One 
of  these  is  the  steadily  rising  cost  of  supplying  the 
bewildering  variety  of  services  demanded  by  mod- 
ern scientific  medicine.  Another,  revealed  by  Mr. 
Amsden  with  rare  understanding,  gentleness,  and 
eloquence,  lies  in  the  frequently  conflicting  attitudes 
of  the  trustees  and  the  professional  staff.  It  seems 
clear  that  these  two  groups  must  cooperate  loyally 
in  an  atmosphere  of  mutual  understanding  and  good 
faith  if  the  voluntary  hospital  is  to  continue  its 
unique  service  to  our  people.  Vet  many  who  have 
served  in  either  capacity  can  testify  that  all  too 
often  their  meetings  are  characterized  by  constant 
misunderstanding  and  distrust.  It  is  to  be  hoped  that 
this  article  will  be  brought  to  the  attention  of  thou- 
sands, since  its  wisdom,  thoughtfulness,  reasonable- 
ness, and  wide  tolerance  must  inevitably  lead  to 
closer  and  happier  relationships  between  doctors 
and  trustees. 

All  who  are  interested  in  the  present  and  future 
welfare  of  voluntary  hospitals,  “practically  the 
sole  remaining  examples  of  one  of  the  finest  ways 
in  which  man  shows  his  spontaneous  concern  for 


his  fellow  men,”  are  urged  to  read  this  revealing  and 
inspiring  discussion.  Physicians  who  are  members  of 
hospital  staffs  should  accept  the  responsibility  for 
placing  it  in  the  hands  of  every  member  of  their 
Board  of  Trustees. 

It  is  with  justifiable  pride  that  the  Journal  pub- 
lishes this  splendid  article.  Our  heartfelt  congratula-  A 
tions  and  thanks  are  extended  to  .Mr.  Amsden. 

The  Consumer  Knows 

Any  wise  person  who  sells  something  is  sure  that 
he  should  know  what  purchasers  think  about  the 
thing  he  is  selling.  Medical  services  and  insurance 
to  cover  the  cost  of  them,  are  for  sale  and  knowledge 
of  the  consumers’  opinion,  particularly  of  insurance, 
is  essential.  Last  year,  the  Blue  Cross  and  Blue 
Shield  Commissions  retained  “Social  Research,  In- 
corporated,” to  study  public  attitudes  towards  health 
plans  in  several  representative  groups  in  the  coun- 
try, and  a summary  of  the  report  has  been  available 
to  us  for  some  time.  In  view  of  the  recent  discussions 
concerning  Connecticut  Medical  Service,  subscriber 
contracts  and  the  many  factors  involved  in  their 
successful  distribution  and  public  usefulness,  it  seems 
indicated  that  some  of  the  findings  of  this  study 
referred  to  are  of  timely  value.  The  Summary  says: 

“Sick  or  well,  people  want  to  retain  their  sense 
of  individuality  and  personal  importance,  their  dig- 
nity as  worthwhile  persons;  they  resist  forces  that 
tend  to  reduce  these  feelings.  They  don’t  want  to  be 
sick,  hut  if  they  are,  they  want  to  be  able  to  pay. 
People  want  to  he  taken  care  of  as  best  is  possible,  i 
They  are  very  dependent  on  the  social  forces  that  I 
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provide  this  care.  As  a general  rule,  the  ‘Middle 
Majority’  of  our  population  have  meager  resources 
to  pay  for  illness.  They  have  the  problem  of  ward- 
ing ofF  the  reduction  of  their  dignity  in  accepting 
care  . . . they  resent  clinics,  ‘relief,'  or  the 

implications  of  these  and  hope  that  the  treatment 
they  get  will  be  what  a human  being  deserves  re- 
gardless of  his  economic  or  social  status  and  they 
want  to  maintain  their  personal  integrity  and  respon- 
sibility  while  maximizing  their  security.” 

Insurance  coverage  offers  a reasonable  means  to 
meet  this  desire  and  responsibility,  and  although  the 
people  queried  in  the  study  believe  that  doctors 
implicitly  approved  of  health  insurance  plans,  they 
wonder  why  physicians  do  not  actively  participate 
in  advice  or  encouragement  on  the  purchase  of 
health  coverage.  Those  queried  in  the  survey  be- 
lieved that  doctors  are  strongly  motivated  to  make 
money  and  they  assume  doctors  will  approve  of  any 
plan  that  w ill  insure  payment  to  them. 

“There  are  many  claims  and  rumors  . . . 

people  believe  doctors  take  economic  advantage  of 
health  plans,  and  may  even  be  encouraged  to  do 
‘unnecessary  cutting.’  Because  of  this  desire  for 
I money,  people  are  found  to  think  that  the  doctor 
prefers  to  be  paid  directly  by  the  insuring  company, 
'even  though  the  insured,  as  an  individual,  might 
prefer  to  pay  directly  but  almost  all  felt  assured  that 
the  doctor  does  not  want  to  risk  his  classical  uncer- 
tainty of  being  paid.” 

“Expectations  seem  to  be  increasing  in  the  scope 
, of  security  benefits  to  be  provided  by  organizations 
or  unions  for  its  employees.  No  amount  of  security 
is  enough.  The  policy  should  ideally  cover  every 
contingency  and  even  more  realistically,  they  are 
not  thought  to  cover  enough.  People  resent  that 
health  plans  are  not  flexible  to  their  individual 
needs.” 

This  enlightening  study  concludes  that  Blue  Cross 
and  Blue  Shield  have  done  a remarkable  job  in  pro- 
moting public  acceptance  of  the  idea  of  health 
insurance  plans  and  helping  to  accept  them  as  an 
expected  part  of  employee  benefits  that  are  be- 
coming necessary  to  Mr.  and  Mrs.  Majority’s  sense 
of  security  and  this  acceptance  may  have  important 
I implications  for  the  future.  These  are: 

“People  want  increased  security  and  protection.” 

“People  don’t  want  to  sacrifice  self-esteem,  despite 
the  fact  that  they  tend  to  prefer  direct  payment  and 
as  much  gratification  of  their  security  needs  as  far 
as  they  can  get,  they  don’t  want  to  give  up  their 


independence  either.  They  shy  aw^ay  from  welfare 
and  ‘socialized’  connotations.” 

“An  increased  flexibility  is  desirable,  insurance 
companies  seem  to  have  several  advantages  over 
‘health  service  plans’  since  people  tend  to  regard 
them  as  more  efficient  and  more  flexible.  They  ap- 
pear able  to  give  broader  and  more  varied  coverage, 
to  adapt  to  individual  needs,  to  change  less  in  arbi- 
trary fashion.” 

There  is  an  unmistakable  awareness  on  the  part 
of  the  public  concerning  what  Blue  Shield  can  do 
for  them.  They  know  and  expect  the  doctors  will 
be  paid  but,  after  all,  it  is  the  people  wrho  purchase 
the  insurance  and  they  seek  the  opportunity  to  pur- 
chase it,  if  it  provides  what  they  want  but  they 
like  to  be  quite  sure  that  it  is  for  them. 

By  Their  Works  Ye  Shall  Know  Them 

How  do  you  wish  to  be  remembered  by  your 
colleagues?  Some  are  recalled  because  of  their  eccen- 
tric habits,  others  for  their  fastidious  dress  and  con- 
versation, or  their  elegant  bedside  manner.  Rela- 
tively few'  reach  lasting  eminence  because  of  their 
scientific  achievements,  or  because  of  their  skill  in 
the  art  of  medicine. 

Medical  history  preserves  the  names  of  some 
physicians  who  were  not  necessarily  more  learned 
or  more  adept  than  their  colleagues,  according  to 
contemporary  account.  Their  memory  survives  be- 
cause of  the  case  reports  which  they  have  left. 
Close,  careful  observation  and  accurate  reporting 
form  the  basis  for  these  classic  descriptions  of 
disease.  Some  have  a true  literary  quality  as  might 
be  expected,  since  physicians  have  almost  always 
been  well  educated  men. 

It  is  not  necessary  to  write  papers  for  the  medical 
journals  to  make  a lasting  contribution  to  the  medi- 
cal literature.  Every  hospital  record  provides  you 
with  this  opportunity  of  enriching  what  we  might 
call  the  “hidden  literature.”  By  your  concise  and 
precise  description  of  what  your  patient  has  told 
you,  and  what  you  have  observed,  you  establish 
experience  as  fact.  What  you  include  and  what  you 
omit  may  be  more  important  than  you  realize. 

You  may  remember  that  Sir  Francis  Bacon  said, 
“Reading  maketh  a full  man,  conference  a ready 
man,  and  writing  an  exact  man.”  Howr  often  have 
you  faced  a blank  sheet  where  progress  notes  should 
be  found  and  pondered  the  truth  of  the  statement, 
“If  it  isn’t  on  the  record,  it  didn’t  happen.”  On  the 
other  hand,  hasn’t  there  been  a time  when  in  the 
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midst  of  writing  the  summary,  with  the  perspective 
of  a few  days  behind  you,  all  of  the  puzzling  facts 
have  suddenly  fallen  together  to  complete  the 
solution  of  a difficult  medical  problem? 

Your  colleagues,  whether  they  are  on  the  medical 
records  committee  or  not,  will  sit  in  judgment  on 
your  hospital  charts.  In  conferences,  at  staff  meet- 
ings, in  the  tissue  committee,  and  most  of  all  when 
the  old  record  is  exhumed  by  your  successor,  the 
patient’s  next  physician,  the  concrete  evidence  of 
your  work  is  exposed  where  any  one  may  read  it. 
Will  you  be  remembered  as  the  man  who  wrote 
the  best  medical  records  in  your  hospital? 

Medical  Gobbledygook 

“The  chief  virtue  that  language  can  have  is  clearness , and 
nothing  detracts  from  it  so  Dutch  as  the  use  of  unfamiliar 
words." 

Galen 

There  is  more  than  a grain  of  truth  in  the  dictum 
of  the  satirist  Voltaire  that  “one  great  use  of  words 
is  to  hide  our  thoughts.”  This  habit  of  using  lan- 
guage which  obscures  rather  than  clarifies  is,  no 
doubt,  true  of  many  diplomats  and  some  politicians, 
who  may  deem  it  wise  to  camouflage  their  real 
meaning  behind  a false  front  of  vacuous  verbiage. 
So  far  as  the  sciences  are  concerned,  and  medicine  is 
in  part  scientific,  there  is  no  excuse  for  double  talk. 
Indeed  an  important  object  of  science,  second  only 
to  seeking  for  the  truth,  is  to  transmit  this  clearly 
to  others.  However,  scientific  language  is  by  no 
means  always  clear,  being  sometimes  like  the  lan- 
guage of  art  criticism  as  described  by  Hergesheimer: 
characterized  by  “pseudoscientific  terms  laden  with 
grandeur  and  emptiness.”  Whenever  a new  branch 
of  science  is  discovered,  its  practitioners  always 
seem  to  feel  it  necessary  to  create  a new,  and  often 
jawbreaking,  terminology. 

One  trouble,  of  course,  is  that  the  language  of 
some  scientists,  medical  and  otherwise,  is  confused 
because  they  have  muddled  minds.  As  Singer  says: 
“confused  writing  usually  indicates  and  always  leads 
to  confused  thinking.”  Others  speak  or  write  ob- 
scurely because  they  think  it  a sign  of  profound 
scholarship  to  use  as  many  long  and  exotic  words 
as  possible.  The  prize  example  of  the  product  of  a 
muddled  mind  is  a sentence  cited  years  ago  by 
Edwin  Slosson:  “the  present  writer  is  indisposed 
to  deny  that  he  is  unconvinced  of  the  necessity  of 
refusing  to  accept  the  infrequency  of  negative  re- 
actions as  a not  insuperable  argument  in  disproof 


of  the  theory."  I here  are  plenty  of  examples  in 
the  sciences  and  medicine  of  technical  terms  which 
arc  really  unnecessary  because  their  meaning  can 
be  expressed  in  existent  simple  words.  An  old  friend 
and  colleague  of  mine,  w ho  for  some  reason  loved 
long  words  and  abstruse  technical  terms,  once  wrote 
of  medical  executives:  “Most  frequently,  perhaps, 
they  are  of  pyknic  habitus  and  syntone  tempera- IJ 
ment.”  Why  not  say  that  they  arc  of  the  stocky  'I 
type  and  dependable. 

It  is  difficult  to  say  who  arc  the  worst  offenders  I 
in  the  use  of  unnecessary  technical  terms  with  the  j 
resulting  obscure  verbiage.  Probably  the  psycholo- 
gists and  psychoanalysts  should  be  awarded  the  blue  j 
ribbon,  though  even  the  lexicographers  have  been 
accustomed  to  defining  words  in  language  so  ab-  [j 
struse  that  recently  a new  type  of  dictionary  using; 
simple  words  has  been  brought  out.  As  for  the  1 
philosophers,  one  is  warranted  in  suspecting  that 
they  frequently  don’t  know  the  meaning  of  their 
own  sentences.  In  any  event  it  is  desirable  that 
physicians,  especially  those  describing  new  pro-  ] 
cesses  or  new  methods,  should  use  simple  rather 
than  involved  language. 

G.B. 


Medical  Ethics  and  Medical  Law 

The  26th  Council  Session  of  the  World  Medical 
Association  adopted  two  principles  relative  to  | 
medical  ethics  and  medical  lawr  as  a result  of  its  own 
efforts  in  a joint  committee  studying  the  subject  of 
international  medical  law,  and  the  proposed  organi- 
zation of  an  International  Organization  on  Medical 
Ethics  and  Medical  Law  with  national  chapters. 
This  new  organization  would  be  composed  of 
sociologists,  jurists  and  philosophers  in  addition  to  I 
doctors  and  its  aim  is  to  codify  the  principles  of 
medical  ethics. 

These  principles  are: 

I.  The  same  ethical  code  must  govern  the  doctor 
in  both  peace  and  war. 

II.  It  is  the  function  of  the  World  Medical  Asso- 
ciation to  formulate  any  code  of  international  medi-  I 
cal  law  and  not  the  function  of  laymen  even  though 
they  be  lawyers. 

The  Council  is  of  the  opinion  that  1 he  World 
Medical  Association  should  be  unalterably  opposed 
to  the  attempts  of  outside  groups  entering  a field  . 
in  which  they  are  not  competent. 
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PROGRESS  IN  CLINICAL  MEDICINE 

CHANGING  HORIZONS  IN  CHILDREN’S  ORTHOPEDICS 

Burr  H.  Curtis,  m.d.,  Hartford 


'-pRADiTiONALLY  the  pediatrician  and  the  ortho- 
-*■  pedist  have  a close  bond  and  common  interest, 
“the  child.”  1 believe  that  association  will  become 
significantly  closer  because  of  changing  concepts  in 
each  of  our  respective  specialties. 

Here  at  Newington  I am  certain  you  have  detect- 
ed an  “air  of  pride  of  accomplishment.”  1 his  stems 
from  the  satisfaction  of  work  done  and  the  challenge 
of  what  remains  to  be  done.  Newington  was  found- 
ed in  1 898  as  a “home  for  incurables”  caring  for  10 
children.  By  1902  it  had  grown  to  house  75.  1 hat 
year  a school  with  one  teacher  was  started.  Today, 
we  have  a 187  bed  hospital  which  last  year  cared  for 
children  from  72  Connecticut  towns.  Our  school  has 
grown  to  have  14  teachers,  our  medical  stafF  has 
been  enlarged  to  about  96.  Of  47  orthopedists  in 
the  State,  34  are  on  our  staff. 

In  the  past  two  decades  Newington’s  admissions 
have  increased  from  134  to  325  per  year.  At  the 
same  time  our  patient  stay  has  dropped  from  510 
days  in  1933  to  159  days  in  1953.  We  are  now  the 
third  largest  childrens’  orthopedic  hospital  in  the 
nation.  In  addition  to  our  patient  care  facilities,  we 
have  an  active  research  and  resident  training  pro- 
gram. 

These  changes  are  of  themselves  impressive,  but 
it  is  even  more  interesting  to  look  into  the  past  and 
explore  the  future  of  this  institution  and  its  work. 

Our  history  roughly  parallels  that  of  children’s 
orthopedics  itself.  The  orthopedist,  at  first,  devoted 
himself  to  the  correction  of  deformity  by  braces 
and  manipulation.  With  the  advent  of  Lord  Lister 
( 1827-1912)  the  surgical  approach  became  predomi- 
nant. An  active  attack  upon  deformity,  disease  and 
its  infirmities  was  begun.  Orthopedic  attention  was 
focused  upon  special  problems.  The  surgeon  was  so 
fully  occupied  by  these  needs  that  only  relatively 


The  Author.  Chairman,  Medical  Staff,  Newington 
Home  and  Hospital  For  Crippled  Children;  Assist- 
ant Clinical  Professor  Orthopedic  Surgery,  Yale 
University  School  of  Medicine ; Associate,  Ortho- 
pedic Surgery,  Hartford  Hospital 


SUMMARY 

Many  changes  have  occurred  on  the  national  scene 
in  the  field  of  children’s  orthopedics.  These  changes 
are  significant  in  that  they  reflect  changes  in  problems 
of  diseases  in  this  group  and  also  point  the  way  to 
the  future  care  of  the  crippled  child.  These  influences 
are  outlined  as  reflected  in  the  program  of  children’s 
care  at  Newington  Home  and  Hospital  For  Crippled 
Children. 


recently  has  there  been  a broadening  concept  of  the 
care  of  the  crippled  child. 

In  1880  at  the  Hospital  for  Ruptured  and  Crippled 
in  New  York  City  over  half  of  the  patients  had 
some  form  of  tuberculosis.  The  tubercle  bacillus 
was  not  discovered  by  Koch  until  1882.  Today  bone 
and  joint  tuberculosis  in  children  is  of  sufficient 
rarity  that  it  becomes  “a  teaching  case.” 

Osteomyelitis  formerly  constituted  a large  prob- 
lem. Many  of  the  acute  hematogenous  cases  suc- 
cumbed. Those  surviving  remained  crippled  for  life. 
At  the  Hartford  Hospital  in  1934  we  had  1 1 8 cases 
of  osteomyelitis,  in  1944  there  were  107.  In  1954, 
36  cases  were  seen  and  practically  none  of  these 
were  of  the  acute  hematogenous  variety.  The  advent 
of  antibiotics  has  changed  all  this  materially.  During 
World  War  II.  I was  in  charge  of  the  orthopedic 
service  at  a hospital  that  cared  for  two  training  bases 
w ith  a total  of  about  24,000  boys,  mostly  aged  17. 
(T  he  Coast  Guard  took  men  below  draft  age.)  A 


Presented  before  the  Hezekiah  Beardsley  Club  on  January  18,  1956  at  the  Newington  Home  and  Hospital  for  Crippled 
Children,  Newington,  Connecticut 
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new  group  of  men  came  to  us  approximately  every 
12  weeks.  In  three  years  of  service  at  that  station 
we  had  a single  case  of  acute  hematogenous  osteo- 
myelitis. This  was  treated  without  drainage.  Not  a 
single  mastoid  was  drained  surgically.  During  the 
same  period  we  had  three  to  500  cases  of  recognized 
scarlet  fever  each  year.  All  men  received  early  treat- 
ment of  respiratory  infections  with  sulpha  drugs  or 
penicillin.  Later  we  used  prophylactic  sulpha  daily 
because  of  the  high  incidence  of  respiratory  infec- 
tions. 

We  have  a growing  number  of  spina  bifidas  and 
traumatic  paraplegics  at  our  institution.  I hese 
patients  now  survive  because  of  our  ability  to  cope 
w ith  the  urinary  tract  and  other  infections  so  com- 
mon in  this  group. 

Rachitic  deformities  formerly  were  severe  and 
required  orthopedic  correction.  Today  they  are  rare 
and  almost  never  require  surgical  attack. 

From  1941  to  1935  our  cerebral  palsy  cases  have 
increased  about  50  per  cent.  Legg-Perthes  disease 
has  almost  doubled,  scoliosis  has  nearly  tripled  and 
musclar  dystrophy  has  increased  ten  fold.  Probably 
this  represents  a greater  awareness  and  interest  in 
these  problems  than  a true  increase  in  frequency. 

Polio  admissions  have  been  rather  steady  with 
fluctuations  occurring  in  proportion  to  the  epidemic 
trends.  We  can  expect  a considerable  drop  if  the 
vaccination  program  proves  successful. 

Congenital  malformations  now  constitute  our  lar- 
gest group  of  crippling  disorders.  At  Newington 
these  have  tripled  since  1951.  The  Children's  Bureau 
statistics  indicate  an  increase  in  congenital  mal- 
formations treated,  from  26  per  cent  in  1944  to  31.7 
per  cent  in  1953.  Many  feel  these  deformities  actual- 
ly have  an  increasing  incidence. 

Other  significant  trends  have  occurred  that  now- 
influence  the  children’s  orthopedic  field.  In  1942 
there  were  16  orthopedists  in  Connecticut  certified 
by  the  American  Board.  In  1955  we  had  47.  Pedi- 
atricians have  increased  as  rapidly  or  more  so. 
Practitioners  in  both  fields  are  better  trained  and 
medical  schools  stress  the  diagnosis  of  childhood 
orthopedic  problems.  This  makes  for  earlier  recog- 
nition and  treatment  and  for  wider  education  of  our 
colleagues  and  the  public  in  these  matters. 

State  and  national  support  of  crippled  children’s 
programs  has  increased  greatly.  Our  own  Division 
of  Crippled  Children  is  recognized  as  one  of  the 
most  progressive  programs  of  its  type  in  the  nation. 


Privately  organized  groups  have  collected  large 
sums  of  money  and  they  support  research,  patient 
care  and  education  programs,  that  have  a strong 
influence  upon  public  awareness  of  crippling  con- 
ditions among  children.  1 mention  the  National 
Foundation  for  Infantile  Paralysis,  the  United 
Cerebral  Palsy  Fund,  the  Muscular  Dystrophy 
Association  and  others. 

All  of  these  influences  tend  toward  early  treat- 
ment of  crippling  disorders.  We  no  longer  wait  to 
correct  established  defects  and  deformities.  The 
ultimate  effect  of  these  combined  forces  is  to  make 
for  a broader  approach  to  the  problems  of  crippled 
children.  No  longer  is  the  specific  handicap  the 
focus  of  attention.  Rather,  now,  we  are  approaching 
the  child’s  handicap  in  its  relation  to  his  general 
development.  We  are  concerned  with  his  psycho- 
logical development,  w ith  his  education  and  with 
his  ultimate  integration  in  society  as  a useful,  in- 
dependent, well  adjusted  citizen.  The  transition 
from  care  of  the  specific  handicap  to  the  concept 
of  the  care  of  the  child  “as  a whole”  is  being  devel- 
oped more  and  more  at  Newington.  This  requires 
a team  approach,  spearheaded  by  the  orthopedists, 
pediatricians  and  physiatrists;  and  aided  by  the 
physiotherapists,  occupational  therapists,  the  school 
department  and  social  service. 

This  concept  is  as  old  as  it  is  new.  Nicholas 
Andry,  in  1741,  coined  the  word  “orthopaedia” 
from  two  Greek  words,  orthos  (straight),  and  pais 
(the  child).  He  subtitled  his  book  on  the  subject  as 
follows— “the  Art  of  Correcting  and  Preventing 
Deformities  in  Children,  By  Such  Means  as  may 
readily  be  put  in  Practice  by  Parents  themselves, 
and  all  such  as  are  employed  in  Educating  Children.” 

In  the  future  our  team  approach  will  be  geared  to 
provide  the  maximum  in  the  way  of  educational, 
emotional,  vocational  and  social  development  as  well 
as  the  physical  rehabilitation  of  the  crippled  child. 
At  Newington  we  are  going  ahead. 
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Several  weeks  ago  you  received  a letter  over  my  signature  urging  that  vou  make 
a voluntary  contribution  of  twenty  dollars  or  more  to  the  building  fund  for  the 
new  addition  to  the  Connecticut  State  Medical  Building  in  New  Haven.  If  you 
have  already  responded  with  a contribution,  congratulations.  If  vou  have  not, 
please  do  so.  The  Medical  Society  is  growing  with  the  times  and  the  expansion  of 
activities  that  goes  along  with  it  makes  this  addition  necessary.  Time  has  proven 
the  wisdom  of  the  original  building  seven  years  ago  and  time  will  prove  the 
wisdom  of  the  present  addition. 

I here  are  over  three  thousand  doctors  of  medicine  in  Connecticut  and  the 
business  of  keeping  them  organized  and  looking  after  their  many  interests  cannot 
be  carried  out  on  the  curb  in  a haphazard  manner  or  as  a part  time  job.  Full  time 
personnel  are  necessary  and  offices  to  accommodate  them.  The  office  of  the  execu- 
tive secretary  is  the  watchdog  which  protects  your  interests  while  you  go  about 
your  regular  duties.  It  watches  national  and  local  legislation  and  scans  bills  for 
sleepers  that  might  affect  your  practice.  It  gives  you  untold  dollars  worth  of  good 
publicity.  It  is  a storehouse  of  information  about  all  things  medical  in  Connecticut 
and  much  outside  of  Connecticut.  The  detail  and  business  of  preparing  for  the 
meetings  of  the  House  of  Delegates,  the  Council,  the  Scientific  Session  of  the 
Annual  Meeting,  Clinical  Congress  and  Cancer  Society  are  much  more  time 
consuming  than  most  of  us  realize. 

Many  physicians  give  their  valuable  time  on  committees  for  the  benefit  of 
good  public  service,  for  better  patient  care,  for  better  understanding  and  improved 
relations  with  allied  professions  and  institutions  and  for  many  other  things  that 
are  good  for  the  medical  profession  and  the  public. 

The  worth  of  all  this  to  us  cannot  be  tabulated  in  dollars  and  cents.  It  is 
difficult  to  put  a price  tag  on  this  type  of  service  but  it  certainly  is  worth  the 
twenty-eight  dollars  a year  we  pay  in  dues,  and  incidentally  in  only  eleven  States 
are  the  dues  less  than  in  Connecticut.  Many  pay  much  more:  up  to  one  hundred 
dollars  plus  assessments  for  special  projects  such  as  medical  buildings.  We  are 
lucky  that  we  have  as  much  as  we  do  for  so  little.  The  dues  that  you  pay  the 
Connecticut  State  Medical  Society  is  one  of  the  best  investments  you  can  make 
for  your  future  and  the  future  of  medical  practice. 

The  voluntary  assessment  which  you  have  been  asked  to  support  by  making 
a contribution  to  the  building  fund  is  an  investment  in  the  future  of  medicine  in 
Connecticut  and  it  is  an  investment  that  you  should  be  glad  to  make  generously. 
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Duties  of  the  Committees 

STANDING  COMMITTEES 

COMMITTTEE  ON  ARRANGEMENTS 

Article  X,  Section  3,  Far.  1 of  the  By-Laws  of  the  Society 
provides: 

The  Committee  on  Arrangements  shall  be  appointed  by 
the  component  county  association  with  which  the  Annual 
Session  of  the  Society  is  to  be  held.  It  shall  provide  suitable 
accommodations  for  the  meeting  place  of  the  Society,  and 
of  the  Special  Sections,  and  of  the  House  of  Delegates,  and 
of  their  respective  committees.  Its  chairman  shall  report  an 
outline  of  the  arrangements  to  the  Executive  Secretary  for 
publication  in  the  program.  The  report  of  the  Committee 
to  Survey  the  Annual  Meeting  adopted  by  the  House  of 
Delegates  on  May  1,  1951  recommended  that  the  chairman 
and  one  other  member  of  the  Committee  on  Arrangements, 
for  the  meeting  in  the  year  immediately  preceding,  serve 
with  the  Committee  on  Arrangements  from  the  association 
in  the  county  where  the  annual  meeting  is  to  be  held.  It 
was  further  recommended  by  the  Committee  to  Survey  the 
Annual  Meeting,  and  adopted,  that  the  Local  Committee  on 
Arrangements  should  be  responsible  for  the  arrangement  of 
the  program  for  the  annual  dinner  of  the  Society. 

COMMITTEE  ON  POSTGRADUATE  EDUCATION 

Article  X,  Section  3,  Far.  2 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  appoint  to  the  House  of 
Delegates  each  year  a Committee  on  Fostgraduate  Educa- 
tion of  not  less  than  seven  members  and  name  its  chairman. 
The  purpose  of  the  Committee  shall  be  to  plan  and  make 
available  programs  of  postgraduate  education  for  members 
of  the  Society,  to  arrange  and  conduct  the  annual  Clinical 
Congress  of  the  Society,  and  to  cooperate  with  University 
and  other  agencies  within  the  State  for  the  extension  of 
postgraduate  education  of  physicians. 

EDITORIAL  BOARD  OF  THE  JOURNAL 

Article  X,  Section  3,  Far.  3 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  each  year  an  Editorial  Board  of  the  Journal, 
consisting  of  not  more  than  fifteen  members.  One  of  these 
shall  be  nominated  as  the  Managing  Editor  of  the  Journal 
and  he  shall  be  a member  of  the  Council  also.  One  other 
member  of  the  Board  shall  be  nominated  as  Literary  Editor 
of  the  Journal  and  he  shall  serve  as  Chairman  of  the 


Editorial  Board.  I he  Literary  Editor,  with  the  active  par- 
ticipation and  advice  of  other  members  of  the  Board,  shall 
be  responsible  for  the  acceptance  or  rejection  of  manuscripts 
for  publication  and  for  their  literary  quality.  I le  shall  not 
be  concerned  with  the  business  or  financial  aspects  of  the 
Journal,  which  shall  be  the  responsibility  of  the  Managing 
Editor.  The  remaining  members  of  the  Editorial  Board  shall 
be  selected  so  far  as  feasible,  to  represent  the  major  division 
of  medicine,  surgery,  pediatrics,  obstetrics  and  psychiatry 
and  consideration  shall  be  given  to  representation  from  the 
geographic  areas  of  the  state.  In  addition  to  the  Board  so 
nominated,  the  President  of  the  Society  shall  serve  as  an 
ex  officio  member  with  all  rights  and  privilgees  of  other 
members  during  the  term  of  his  office.  The  Editorial  Board 
shall  edit  and  publish  the  Connecticut  State  Medical 
Journal  and  shall  determine  its  advertising  policy,  all  in  a 
manner  to  promote  the  best  interests  of  medicine. 

committee  on  honorary  members  and  degrees 

Article  X,  Section  3,  Far.  4 of  the  By-Laws  of  the  Society 
provides: 

The  Committee  on  Honorary  Members  and  Degrees  shall 
consist  of  the  three  latest  Past  Presidents  of  the  Society. 
I his  Committee  may  present  annually  to  the  House  of  Dele- 
gates the  names  of  not  more  than  three  eminent  physicians 
as  candidates  for  honorary  membership  in  the  Society.  The 
Committee  may  recommend  the  bestowal  of  an  honorary 
degree  in  medicine  upon  any  person  not  a physician,  dis- 
tinguished in  the  sciences  of  medicine  or  for  contribution 
in  human  welfare. 

COMMITTEE  ON  HOSPITALS 

Article  X,  Section  3,  Far.  5 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  annually  to 
the  House  of  Delegates,  a Committee  on  Hospitals  to  con- 
sist of  not  less  than  six  members,  and  shall  nominate  the 
chairman  thereof.  This  Committee  shall  pursue  the  continu- 
ing study  of  the  relation  of  the  medical  profession  to  the 
operation  of  public  and  voluntary  hospitals  within  this  state 
and  shall,  when  indicated,  confer  with  the  State  Department 
of  Health  and  representatives  of  the  Connecticut  Hospital 
Association  and  make  recommendations  to  the  Society. 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

Article  X,  Section  3,  Far.  6 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Industrial  Health  to 
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consist  of  not  less  than  ten  members,  and  nominate  the 
chairman  thereof.  The  function  of  this  Committee  shall  be 
to  inquire  into  health  in  industry  for  the  purpose  of  making 
the  information  on  the  subject  available  to  the  members 
of  the  Society  and  all  other  persons  interested  in  improving 
health  and  hygiene  of  persons  employed  in  industry. 

COMMITTEE  ON  MEDICAL  EDUCATION  AND  LICENSURE 

Article  X,  Section  3,  Par.  7 of  the  By-Laws  of  the  Society 
provides: 

At  each  annual  meeting  the  Nominating  Committee  shall 
nominate  to  the  House  of  Delegates  a member  of  the  Society 
to  be  proposed  to  the  Governor  of  the  State  of  Connecticut 
for  appointment  as  a member  of  the  Connecticut  Medical 
Examining  Board  for  a term  of  five  years  in  accordance  with 
Section  2748  of  the  General  Statutes  of  1930  as  amended. 
During  the  month  of  December  of  each  year  the  Executive 
Secretary  of  the  Society  shall  prepared  a statement  inform- 
ing the  Governor  of  the  Society’s  choice  of  a member  to  be 
appointed  as  a member  of  the  Connecticut  Medical  Exam- 
ining Board,  and,  after  obtaining  the  signature  of  the 
President  of  the  Society  on  this  statement,  it  shall  be 
delivered  to  the  Governor.  In  the  event  of  a vacancy  on  the 
Connecticut  .Medical  Examining  Board  and  when  it  is  not 
practicable  to  have  the  choice  of  another  member  of  the 
Society  who  is  to  be  recommended  to  the  Governor  for 
appointment  made  by  the  House  of  Delegates,  the  President 
shall  propose  to  the  Governor  a member  of  the  Society  for 
appointment.  The  Connecticut  Medical  Examining  Board 
shall  constitute  the  Society’s  Committee  on  Medical  Educa- 
tion and  Licensure  and  the  President  of  that  Board  as  elected 
by  its  members  shall  be  the  Chairman  of  the  Society’s 
Committee.  The  function  of  the  Committee  on  Medical 
Education  and  Licensure  shall  be  to  study  the  educational 
and  legal  requirements  for  practitioners  of  medicine  in  the 
State  of  Connecticut,  to  provide  information  for  the  mem- 
bers of  the  Society  on  these  and  related  subjects,  and,  as 
occasion  arises,  to  recommend  to  the  Society  amendments 
to  the  statutes  regulating  the  practice  of  medicine  within 
this  state  and  the  maintenance  of  a high  qualiy  of  medical 
care  in  Connecticut. 

PROCRAM  COMMITTEE 

Article  X,  Section  3,  Par.  8 of  the  By-Laws  of  the  Society 
provides: 

The  Program  Committee  shall  consist  of  three  members, 
one  member  of  which  shall  be  nominated  annually  bv  the 
Nominating  Committee  for  election  by  the  House  of 
Delegates  for  a term  of  three  years.  The  chairman  of  the 
Committee  shall  be  the  member  who  is  serving  the  final  year 
of  his  term  of  office.  The  duties  of  this  Committee  shall  be 
to  arrange  a scientific  program  for  the  meetings  of  the 
Society  and  it  shall  prepare  such  program  for  the  annual 
meeting  and  submit  it  to  the  Executive  Secretary  of  the 
Society  for  publication  not  less  than  two  months  preceding 
the  date  of  the  meeting. 

COMMITTEE  ON  PUBLIC  HEALTH 

Article  X,  Section  3,  Par.  9 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  one  member  from  each  component 


county  association  and  such  additional  members  as  it  may 
determine,  not  to  exceed  fifteen  to  be  the  Committee  on 
Public  Health  and  nominate  the  Chairman  thereof.  The 
Committee  on  Public  Health  shall  be  the  representative  of 
the  Society  in  all  matters  pertaining  to  public  health,  sani- 
tation, the  prevention  of  contagious  diseases,  maternal  and 
infant  welfare.  It  shall  confer  from  time  to  time  with  the 
Connecticut  State  Health  Department  and  other  legal  public 
health  authorities  in  a manner  mutually  agreeable,  and  it 
shall  inform  the  Society  concerning  matters  of  public  health 
and,  as  occasion  arises,  recommend  for  the  Society’s  con- 
sideration, desirable  legal  enactments  to  promote  public 
health  within  the  State. 

COMMITTEE  ON  STATE  LEGISLATION 

Article  X,  Section  3,  Par.  10  of  the  By-Laws  of  the  Society 
provides: 

Before  the  15th  of  January  of  each  year,  the  secretary 
of  each  county  association,  acting  on  behalf  of  the  associa- 
tion, shall  forward  to  the  Executive  Secretary  of  the 
Society,  the  name  of  a member  of  the  county  association 
who  is  recommended  to  the  Nominating  Committee  for 
nomination  as  a member  of  the  Committee  on  State  Legis- 
lation. In  addition  to  these  eight  members,  the  Committee 
shall  include  the  Delegates  to  the  American  Medical  Asso- 
ciation and  the  Executive  Secretary  who  shall  serve  as  the 
executive  officer  of  the  Committee.  The  Chairman  of  the 
Committee  shall  be  designated  by  the  Nominating  Com- 
mittee. The  function  of  this  Committee  shall  be  to  review 
and  advise  the  members  of  the  Society  concerning  proposed 
state  legislation  pertaining  to  the  public  health,  welfare  and 
the  practice  of  medicine.  The  Committee  shall,  as  occasion 
arises,  draft  and  have  introduced  into  the  General  Assembly 
of  this  State,  appropriate  legislation  for  improving  medical 
care  and  the  public  health  within  the  state,  advise  the 
Society’s  legislative  agent  concerning  the  opinion  of  the 
Society  on  pending  legislation,  and  supervise  and  direct  the 
Society’s  program  in  the  state  legislative  field. 

COMMITTEE  ON  PUBLIC  RELATIONS 

Article  X,  Section  3,  Par.  1 1 of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Public  Relations  to 
consist  of  eight  members,  and  nominate  the  Chairman  there- 
of. The  function  of  this  Committee  shall  be  to  inquire  into 
and  pass  upon  such  phases  of  public  information  as  deal  with 
the  care  of  the  sick  and  the  practice  of  medicine,  and  shall 
endeavor  to  keep  the  people  of  Connecticut  accurately  and 
reliably  informed  concerning  matters  of  public  interest  in 
the  field  of  medicine.  The  Committee  shall  use  its  efforts 
to  encourage  cordial  relations  and  understanding  with  the 
public  press  and  radio,  and  cooperate  with  other  committees 
of  the  Society  in  a program  of  public  relations. 

CANCER  COORDINATING  COMMITTEE 

Article  X,  Sec.  3,  Par.  12  of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Cancer  Coordinating  Committee. 
The  membership  of  this  Committee  shall  be  not  less  than 
seven  and  not  more  than  nine  members  and  shall  at  all  times 
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include  the  President  of  the  Connecticut  Cancer  Society, 
the  Chairman  of  the  Connecticut  Association  of  Tumor 
Clinics  and  a representative  of  the  State  Department  of 
Health.  The  purpose  of  this  Committee  shall  he  to  coordi- 
nate and  integrate  the  efforts  of  the  various  agencies  con- 
cerned with  the  study,  prevention  and  treatment  of  cancer 
in  Connecticut. 

COMMITTEE  OST  PROFESSIONAL  RELATIONS 

Article  X,  Section  3,  Par.  1 3 of  the  By-Laws  of  the  Society 
provides: 

At  its  semi-annual  meeting  in  1930,  each  component 
county  association  shall  elect  a past  president  of  the  Asso- 
ciation to  serve  on  a State  Committee  on  Professional 
Relations.  The  members  so  elected  from  the  associations  in 
the  counties  of  Hartford,  New  London,  Windham  and 
Middlesex  shall  serve  until  the  annual  meeting  of  these 
associations  in  1951,  at  which  time  the  Hartford,  New 
London,  Windham  and  Middlesex  county  associations  shall 
elect  a past  president  to  serve  on  the  State  Committee  on 
Professional  Relations  for  a period  of  two  years,  and  such 
election  shall  be  biannuallv  thereafter.  The  members  so 
elected  from  the  associations  in  the  counties  of  New  Haven, 
Fairfield,  Litchfield  and  Tolland  shall  serve  until  the  annual 
meeting  of  these  county  associations  in  1952,  at  which  time 
the  New  Haven,  Fairfield,  Litchfield  and  Tolland  county 
associations  shall  elect  a past  president  to  serve  on  the  State 
Committee  on  Professional  Relations  for  a period  of  two 
years  and  such  election  shall  be  held  bi-annuallv  thereafter. 

No  member  shall  be  elected  to  serve  two  consecutive 
terms  of  two  years  each,  but  this  restriction  shall  not  apply 
to  the  members  elected  originally  at  the  semi-annual 
meetings  of  1950.  No  member  of  the  Society  who  is  an 
elected  officer  or  a member  of  the  Council  of  the  State 
Medical  Society  shall  be  eligible  for  election  to  this 
Committee. 

The  Committee  shall  elect  its  own  chairman  and  recorder 
and  all  sessions  of  the  Committee  shall  be  executive  sessions 
and  not  attended  by  others  except  by  invitation  of  the 
Committee. 

This  Committee  shall  have  no  jurisdiction  in  legal  actions 
relating  to  professional  malpractice  or  negligence.  The 
purposes  of  the  Committee  shall  be  (1)  to  hear  complaints 
and  charges  against  members  of  the  Society  referred  to  it 
by  county  medical  associations  and  (2)  to  hear  appeals  from 
decisions  on  charges  reached  by  county  medical  associations 
or  boards  of  censors  of  county  medical  associations. 

When  charges  against  members  of  the  Society  are  received 
by  the  Society7  Secretary,  either  from  the  public  or  other 
physicians,  they  will  be  referred  at  once  to  the  Secretary 
of  the  county  association  of  which  the  physician  com- 
plained against  is  a member  and  original  jurisdiction  in  the 
complaint  shall  lie  with  the  county  association.  If  in  the 
judgment  of  the  appropriate  Committee  in  the  county 
association,  the  complaint  should  be  heard  by  the  State 
Committee  on  Professional  Relation,,  it  shall  refer  the 
complaint  to  that  Committee.  The  member  of  the  Committee 
representing  the  county  association  to  which  a physician 
against  whom  charges  have  been  brought  belongs  shall  not 
vote  on  the  final  conclusion  reached  by  the  Committee. 

After  a hearing  during  which  the  complainant  and  the 


physician  against  whom  written  charges  have  been  brought 
shall  be  given  an  opportunity  to  appear,  the  Committee  by 
ballot  shall  exonerate  or  impose  such  disciplinary  action  as 
it  may  deem  appropriate  and  these  disciplinary  actions  may 
include  reprimand,  suspension  or  termination  of  membership 
in  the  Society.  The  Committee,  upon  arriving  at  a decision, 
shall  notify  the  physician  against  whom  charges  have  been 
brought  of  its  findings  and  disciplinary  action  to  be  taken, 
and  at  the  same  time,  file  a resume  of  its  findings  and  action 
with  the  secretary  of  the  County  Association  to  which  the 
physician  belongs  and  with  the  Council  of  the  State  Medi- 
cal Society.  A member  disciplined  by  the  action  of  the 
Committee  shall  have  the  right  of  appeal  to  the  Council 
before  the  expiration  of  fifteen  days  from  the  receipt  of  the 
Committee’s  findings.  In  the  absence  of  such  appeal,  the 
action  of  the  Committee  is  final. 

COMMITTEE  ON  MENTAL  HEALTH 

Article  X,  Section  3,  Par.  14  of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  to  the  Flousc 
of  Delegates  annually  a Committee  on  Mental  Health  to 
consist  of  not  more  than  eight  members  and  nominate 
the  chairman  thereof.  The  Committee  shall  be  continuously 
informed  concerning  the  provisions  for  the  care  of  the 
mentally  ill  in  the  state  and  those  addicted  to  the  use  of 
habit-forming  drugs  and  alcohol  with  the  purpose  of  making 
information  on  these  subjects  available  to  the  members  of 
the  Society  and,  if  indicated,  to  recommend  and  support 
legislation  for  the  improvement  of  the  care  of  persons  in 
this  state  so  afflicted. 

COMMITTEE  ON  THIRD  PARTY  PAYMENTS 

Article  X,  Section  3,  Par.  15  of  the  By-Laws  of  the  Society 
provides: 

I he  Nominating  Committee  shall  nominate  to  the  House 
of  Delegates  annually  a Committee  on  Third  Party  Pay- 
ments to  consist  of  five  members  and  nominate  the  chairman 
thereof.  The  function  of  this  Committee  shall  be  to  study 
existing  and  projected  systems  providing  payment  for 
physicians’  services  by  any  public,  private,  or  cooperative 
agency,  and  to  advise  the  Society  concerning  them.  In  its 
operations,  the  Committee  shall  confer  with  representatives 
of  such  agencies  and  other  committees  of  the  Society  having 
interest  and  responsibility  in  specific  phases  of  medical  care 
that  involve  payment  of  physicians  by  third  party  agencies. 

COMMITTEE  ON  EYE  CARE 

Article  X,  Section  3,  Par.  16  of  the  By-Laws  of  the  Society 
provides: 

The  Nominating  Committee  shall  nominate  annually  to 
the  House  of  Delegates  a Committee  on  F.ye  Care  and 
nominate  the  chairman  thereof.  The  membership  of  this 
committee  shall  be  not  more  than  fifteen  members  and  shall 
include  at  least  four  but  not  more  than  seven  members  of 
the  Executive  Committee  of  the  Eye,  Ear,  Nose  and  Throat 
Section  and  shall  include  the  advisors  from  the  Society  to 
the  Public  Relations  Committee  of  the  American  Medical 
Association  Section  on  Ophthalmology.  The  purpose  of  this 
committee  shall  be  to  coordinate  and  integrate  the  efforts 
of  various  agencies  whose  functions  may  include  some 
phase  of  eye  care,  to  cooperate  with  other  committees  of 
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the  Society  in  the  eye  care  phases  of  their  activities,  and  to 
cooperate  with  the  AM  A committees  concerned  with  the 
promotion  of  eye  care.  The  Committee  shall  develop  and 
make  available  to  members  of  the  Society  and  all  other 
persons  interested  in  improving  eye  care,  information  on 
all  phases  of  eye  care.  The  Committee  shall  also,  as  occasion 
arises,  recommend  for  the  Society’s  consideration  desirable 
legislative  enactments  to  promote  improvements  in  eye  care 
within  the  state. 

COMMITTEES  APPOINTED  BY  THE  COUNCIL 

(not  requiring  election  by  the  House  of  Delegates) 

COMMITTEE  ON  COOPERATION  WITH  THE  YALE  SCHOOL  OF 
MEDICINE 

The  purpose  of  this  committee  is  to  continue  and 
strengthen  the  historic  close  relationship  between  the  Con- 
necticut State  Medical  Society  and  the  Yale  University 
School  of  Medicine  and  to  further  the  effectivness  of  under- 
graduate and  graduate  programs  of  medical  education. 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY 

The  purpose  of  this  committee  is  to  serve  in  an  advisory 
capacity  to  the  Woman’s  Auxiliary  of  the  State  Medical 
Society  in  matters  of  general  policy,  insofar  as  they  relate 
to  the  program  of  the  State  Medical  Society  and  upon 
request,  to  confer  with  the  Auxiliary  in  the  development  of 
this  program. 

CONFERENCE  COMMITTEE  WITH  CONNECTICUT  PHARMACEUTICAL 
ASSOCIATION 

The  purpose  of  this  committee  is  to  provide  a continuing 
conference  group  between  the  Connecticut  State  Medical 
Society  and  the  Connecticut  Pharmaceutical  Association  for 
the  study  and  integration  of  the  purposes  and  objectives  of 
the  common  problems  of  the  professions  of  medicine  and 
pharmacy  in  Connecticut. 

COMMITTEE  ON  NATIONAL  LEGISLATION 

The  purpose  of  this  committee  is  to  be  informed  con- 
stantly concerning  proposed  national  legislation  relating  to 
medical  care  and  welfare.  The  committee  shall  advise  the 
Council  on  details  of  proposed  legislation  in  the  fields  of 
health  and  welfare  and  express  its  opinion,  with  appropriate 
approval,  to  Connecticut  Representatives  and  Senators  in  the 
Congress  of  the  United  States.  The  Committee  shall  en- 
deavor to  keep  members  of  the  State  Medical  Society 
informed  on  trends  and  developments  in  national  legislation 
that  may  be  expected  to  affect  medical  service. 

COMMITTEE  ON  STATEWIDE  BLOOD  BANK 

1 he  purpose  of  this  committee  is  to  promote  the  develop- 
ment of  a statewide  blood  bank  operating  in  the  interests  of 
the  people  and  the  medical  profession.  The  committee  is 
authorized,  in  the  name  of  the  Society,  to  cooperate  with 
responsible  agencies  such  as  the  American  Red  Cross,  the 
State  Department  of  Health,  in  prescribing  professional 
policies  of  the  operation  of  a blood  bank. 

COMMITTEE  ON  MEDICAL  CARE  OF  VETERANS 

The  purpose  of  this  committee  is  to  cooperate  with  the 
Medical  Section  of  the  U.  S.  Veterans  Administrtaion  and 
to  represent  the  medical  profession  in  Connecticut  in  all 
negotiations  concerning  the  medical  care  of  veterans,  the 


payment  for  such  care,  and  matters  of  general  medical 
policy,  and  to  serve  as  the  Medical  Advisory  Committee  to 
the  Connecticut  Veterans  Home  and  Hospital. 

COMMITTEE  ON  RURAL  MEDICAL  SERVICE 

The  purpose  of  this  committee  is  to  develop  a program 
of  medical  service  for  the  rural  population  of  Connecticut 
in  cooperation  with  the  Council  on  Rural  Medical  Service  of 

the  AMA. 

ADVISORY  COMMITTEE  TO  THE  STATE  BOARD  OF  EXAMINERS 
FOR  NURSING 

The  purpose  of  this  committee  is,  upon  request,  to  co- 
operate and  advise  with  the  State  Board  of  Examiners  for 
Nursing  in  matters  of  general  policy. 

COMMITTEE  TO  STUDY  MATERNAL  MORTALITY  AND  MORBIDITY 

The  purpose  of  this  committee  is  to  study  maternal  mor- 
tality and  morbidity  in  Connecticut  with  the  purpose  of 
making  their  best  contribution  toward  lowering  the  maternal 
and  morbidity  rate  from  these  causes. 

ADVISORY  COM MITTTEE  TO  THE  PUBLIC  WELFARE  DEPARTMENT 

This  committee  was  appointed,  at  the  request  of  the 
Commissioner  of  Public  Welfare  of  the  State  of  Connecti- 
cut, to  advise  with  him  and  the  Medical  Director  of  the 
Public  Welfare  Commission  in  all  matters  concerning 
medical  care  and  hospitalization  and  to  endeavor  to  maintain 
cooperation  between  the  Commission  of  Welfare  and  the 
medical  profession  of  the  State. 

CONFERENCE  COMMITTEE  FOR  THE  IMPROVEMENT  OF  THE 
CARE  OF  THE  PATIENT 

This  is  a joint  committee,  consisting  of  representatives 
from  the  State  Medical  Society,  the  State  Nurses’  Associa- 
tion, and  the  State  Hospital  Association.  Its  purpose  is  to 
study  problems  of  mutual  interest  to  the  medical,  nursing 
and  hospital  administrative  professions  with  a view  to  find- 
ing solutions  to  problems  involving  improvement  of  the 
care  of  hospital  patients. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE 

The  purpose  of  this  committee  is  to  integrate  the  plan- 
ning and  purposes  of  the  medical  profession  with  the 
Connecticut  State  Defense  Council  and  to  cooperate  with 
the  Council  on  F.meregncy  Medical  Service  of  the  American 
Medical  Association. 

CONFERENCE  COMMITTEE  WITH  THE  CONNECTICUT  STATE 
DENTAL  ASSOCIATION 

This  committee  is  appointed  to  be  the  conference  group 
with  the  State  Dental  Association  and  to  discuss  with  that 
group  problems  of  mutual  interest  to  the  two  professions 
and  bring  the  professions  into  closer  relationship  in  all  fields. 

COMMITTEE  ON  BUILDING  MANAGEMENT 

The  purpose  of  this  committee  is  to  supervise  the  opera- 
tion of  the  Society’s  headquarters  building,  including  all 
details  of  its  financing. 

COMMITTEE  TO  STUDY  PERINATAL  MORBIDITY  AND  MORTALITY 

The  purpose  of  this  committee  is  to  inquire  into  the  causes 
of  perinatal  mortality  in  Connecticut  with  the  object  of 
making  suggestions  for  the  removal  of  the  causes  of  peri- 
natal mortality. 
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CONFERENCE  COMMITTEE  WITH  THE  CONNECTICUT  BAR 
ASSOCIATION 

The  purpose  of  this  committee  is  to  confer  from  time  to 
time  with  representatives  of  the  Connecticut  Bar  Association 
on  matters  of  mutual  interest  to  the  medical  and  legal 
profession. 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION 

The  purpose  of  this  committee  is  to  supervise  and  direct 
the  solicitation  of  funds  from  physicians  in  Connecticut  for 
the  American  Medical  Education  Foundation. 

COMMITTEE  ON  ACCIDENT  PREVENTION 

The  purpose  of  this  committee  is  to  study  the  causes 
and  methods  of  prevention  of  personal  accidents  in  Con- 
necticut and  in  cooperation  with  the  Committee  on  Accident 
Prevention  of  the  Connecticut  Chapter  of  the  American 
Academy  of  Pediatrics  and  similar  committees  from  other 
organizations,  to  make  recommendations  to  prevent  acci- 
dental injuries  among  the  people  of  the  state. 

ORGANIZATION  OF  COMMITTEE  ON  PROFESSIONAL  RELATIONS 

The  1956-57  Committee  on  Professional  Relations  of  the 
Society  had  its  organization  meeting  on  May  28. 

Russell  A.  Keddv,  Stamford,  representative  from  Fairfield 
County,  was  elected  chairman  and  Christie  E.  McLeod, 
Middletown,  representative  from  Middlesex  County,  Re- 
corder. 

There  are  two  cases  to  be  heard  by  the  committee.  One 
on  appeal  from  a decision  of  the  committee  of  New  Haven 
County  Medical  Association  and  one  on  appeal  from  a 
decision  of  the  committee  of  New  London  County  .Medi- 
cal Association. 

Sub  Committees  of  the  Committee  on 
industrial  Health 

EXECUTIVE  COMMITTEE 

Preston  N.  Barton,  Chairman 

J.  Howard  Johnston 

J.  Wister  Meigs 

Roland  Z.  Carignan 

Andrew  Jackson 

Israel  S.  Otis 

Ellwood  C.  Weise 

Clement  Clarke 

Thomas  LaPorte 

Joseph  J.  Stapor,  Secretary 

workmen’s  compensation  committee 
Andrew  J.  Jackson,  Chairman 
Preston  N.  Barton 
Roland  Z.  Carignan 
Thomas  F.  V.  LaPorte 
C.  Frederick  Yeager 
A.  Duncan  MacDougall 
William  I ^ee 


rural  occupational  health  committee 
J.  Howard  Johnston,  Chairman 
Mcrvyn  H.  Little 
William  M.  Stahl 
Norman  Righthand 

S PECI ALI  ST  COM  M I TTEE 

Ellwood  C.  Weise,  Chairman 

Norton  Canfield 

Fred  A.  Anderson 

John  Donnelly 

Benjamin  Katzkin 

Clement  C.  Clarke 

C.  Frederick  Yeager 

PROGRAM  AND  EDUCATION  COMMITTEE 

J.  Wister  Meigs,  Chairman 
Andrew  J.  Jackson 
Israel  S.  Otis 
Daniel  F.  Levy 
Richard  Llinchey 

COMMITTEE  ON  COUNTY  INDUSTRIAL  MEDICAL  COMMITTEES 

Preston  N.  Barton,  Chairman 
Richard  J.  Hinchey 
Roland  Z.  Carignan 
Joseph  J.  Stapor 
William  M.  Stahl,  Jr. 

A.  Duncan  MacDougall 
Benjamin  Katzin 

30-Year-Olds  Sufficient  to  Fill  Doctor  Draft 
Call 

Selective  Service  headquarters  has  received  a 
Defense  Department  requisition  to  draft  380  physi- 
cians for  Navy  duty.  Last  month  WRMS  No.  463 
disclosed  that  a callup  was  imminent.  July  will  he 
the  induction  month  and  October-December  the 
military  activation  period.  SS  data  gathered  from 
State  directors  indicate  that  the  order  can  be  filled 
without  tapping  any  doctors  in  Priority  III  past 
age  30.  Of  course,  such  registrants  as  may  be  avail- 
able for  military  duty  from  Priorities  I and  II  ranks 
arc  vulnerable  for  induction  up  to  statutory  age  ceil- 
ing of  45. 

Neither  Army  nor  Air  Force  is  expected  to  call 
on  SS  for  physicians,  at  least  not  before  last  quar- 
ter of  1956.  Commissioning  of  a large  crop  of  in- 
terns in  July  will  help  meet  replacement  require- 
ments. Armed  forces  are  hopeful  that  new  career 
incentive  law  will  reduce  discharge  rate  and  encour- 
age voluntary  procurement. 
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WHAT  PRICE  MEDICAL  MALPRACTICE  INSURANCE? 

Joseph  F.  Sadusk,  Jr.,  m.d.,  Oakland,  California 


The  Author.  Past  Chairman  Alameda-Contra  Costa 
Medical  Association  Medical  Practice  Committee ; 
Chairman  of  the  .Medical  Review  and  Advisory 
Hoard  of  the  Commission  on  Professional  Welfare 
of  the  California  Medical  Association 


npm  problems  associated  with  medical  malprac- 
'*■  tice  insurance  are  obvious  to  any  physician, 
what  with  the  rapid  and  progressive  increase  in 
premiums  for  such  insurance  during  the  past  ten 
years.  Articles  on  the  subject  have  appeared  in 
medical  journals  and  other  types  of  publications; 
some  of  these  articles  are  sound,  others  reveal  that 
the  individual  writing  the  article  has  little  or  no 
comprehension  of  the  basic  factors  involved  in  this 
field. 

The  purpose  of  the  present  article  is  to  discuss  in 
general  fashion  the  various  factors  playing  a role 
in  insurance  coverage  of  this  type.  I his  article  is 
w ritten  from  physician  to  physician;  therefore  the 
details  will  be  presented  along  the  lines  of  interest 
to  physicians  rather  than  from  the  viewpoint  of 
attorneys  or  insurance  experts. 

First  it  is  important  to  realize  that  this  problem 
is  not  confined  to  California.  Indeed,  the  problem  is 
nationwide,  with  particular  emphasis  recently  in 
the  States  of  New  York,  Illinois,  Florida,  Connecti- 
cut, Maryland  and  the  District  of  Columbia.  In 
some  of  these  States  the  insurance  carrier  covering 
a group  program  has  cancelled  its  group  coverage 
because  of  increasing  hazard  in  which  the  ratio  of 
losses  to  premiums  (loss  ratio)  continued  to  increase 
despite  the  rapid  increase  in  premiums. 

As  an  example  of  the  increasing  hazard  in  Cali- 
fornia, statistics  show  that  for  a group  Northern 
California  malpractice  program  during  the  period 
1946  through  1951,  one  of  every  tw  elve  physicians 
had  a malpractice  claim  of  some  type  levied  against 


him  each  year.  Breaking  this  figure  down  further,  it 
is  noted  that  one  of  every  fifty-two  physicians  in  the 
program  had  an  actual  malpractice  suit  filed  against 
him  each  year,  while  one  of  every  fourteen  physi- 
cians had  a serious  allegation  presented  by  a patient 
that  required  investigation  by  the  insurance  carrier. 
As  a result,  premiums  in  this  group  program  have 
risen  almost  200  per  cent  during  the  eight  year 
period  from  1946  to  1954. 

1 he  growing  dissatisfaction  ol  insurance  carriers 
w ith  the  field  of  medical  malpractice  insurance  is 
disturbing.  More  and  more  carriers  are  dropping 
out  of  this  type  of  insurance.  Some  carriers,  real- 
izing that  this  has  been  a losing  field,  are  only  offer- 
ing the  insurance  to  a physician  if  he  permits  the 
carrier  to  sell  him  other  insurance  such  as  automo- 
bile insurance,  home  insurance,  personal  liability 
insurance  and  so  forth.  I his  is  commonly  know  n as 
the  “package  deal.” 

DISSATISFACTION  OF  INSURANCE  CARRIERS 

Factors  that  make  the  insurance  carrier  dissatis- 
fied may  generally  be  classified  as  follows:  (1)  The 
problem  of  latent  liability;  (2)  The  progressive  in- 
crease in  losses  in  such  insurance  due  to  inflation  and 
the  increasingly  critical  attitude  of  the  public,  the 
juries  and  the  courts;  (3)  The  small  volume  of  sales 
of  this  type  of  insurance;  and  (4)  The  growing  dis- 
satisfaction of  physicians  w ith  the  progressive  in- 
crease of  premiums  by  means  of  which  the  insurance 
carrier  hopes  to  balance  the  program. 

I he  latent  liability  factor  is  entailed  in  the  long 
lapse  of  time  between  the  alleged  act  of  malpractice 
and  to  filing  of  a claim  or  suit.  With  automobile 
liability  insurance,  the  carrier  knows  at  the  end  of 
the  given  policy  year  or  shortly  thereafter  the  entire 
extent  of  its  liability.  With  medical  malpractice, 
however,  claims  for  alleged  malpractice  may  come 
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up  many  years  after  the  incident  that  is  cited  as  a 
basis  for  claim.  This  is  due  to  the  very  unfavorable 
statute  of  limitations  in  California  which  basically 
provides  that  a patient  may  file  a suit  or  claim 
against  a physician  one  year  after  the  patient  has 
acquired  knowledge  of  an  act  of  malpractice.  Basic- 
ally, this  means  that  the  patient  has  practically  his 
entire  lifetime  or  the  physician’s  lifetime  in  which 
to  file  suit.  For  instance,  if  a surgeon  inadvertently 
leaves  a clamp  in  an  abdomen  during  an  operation 
and  the  patient  is  told  forty  years  later  when  gastro- 
intestinal series  is  made  that  such  a clamp  is  present, 
the  patient  has  one  year  thereafter  to  file  a suit. 
Consequently,  it  is  extraordinarily  difficult  for  in- 
surance carriers  to  predict  losses  with  any  accuracy 
for  a given  policy7  year,  since  the  policy  for  the  year 
in  which  the  incident  occurs  is  the  policy  which 
covers  the  physician  for  the  rest  of  his  life,  regard- 
less of  the  year  in  which  the  suit  is  filed. 

That  both  the  incidence  of  malpractice  claims  and 
size  of  judgments  and  settlement  costs  are  increasing 
is  clear  not  only  in  California  but  in  other  States. 
For  instance,  acutarial  data  in  one  State  reveal  that 
the  incidence  of  malpractice  suits  per  unit  number 
of  physicians  has  increased  ioo  per  cent  during  the 
past  ten  years.  Inflation  has  likewise  produced  an 
increase  in  judgments  and  an  increase  in  the  cost  of 
defense  during  the  same  period. 

In  contrast  with  other  types  of  insurance,  sales  in 
malpractice  insurance  are  relatively  small  and  con- 
sequently an  insurance  carrier  would  make  relatively 
little  profit,  even  if  this  type  of  insurance  were  profit- 
able. As  a result,  the  average  insurance  carrier 
looks  upon  the  selling  of  malpractice  insurance  as  a 
“courtesy”  or  “accommodation”  line,  rather  than  as 
a profitable  enterprise. 

Another  facet  of  the  problem  is  the  growing  dis- 
satisfaction of  physicians  with  increasing  premium 
rates.  This  dissatisfaction  is  due  to  the  failure  of 
the  physician  not  only7  to  realize  the  problems  in- 
volved, but  also  the  fact  that  such  insurance  has 
recently  been  a losing  proposition  to  the  carrier. 
The  Medical  Review  and  Advisory  Board  has  had 
the  opportunity  of  reviewing  financial  data  for  a 
number  of  insurance  carriers  selling  malpractice 
insurance  in  California.  In  no  instance  was  the 
board  able  to  find  evidence  of  even  a reasonable 
profit;  indeed,  the  carriers  making  information 
available  to  the  board  presented  statistics  which 
showed  that  the  insurance  coverage  was  carried  at  a 
financial  loss  during  the  period  studied. 


CALCULATION  OF  PREMIUMS 

Medical  malpractice  insurance  premiums,  like 
premiums  for  other  types  of  insurance,  are  calcu- 
lated on  the  basis  of  expected  losses  plus  expected 
expenses.  In  the  best  of  circumstances  where  accu- 
rate data  are  available  on  the  history  of  losses,  the 
insurance  carrier  takes  this  financial  data  into  ac- 
count and  adds  to  it  the  cost  of  administering  the 
policy  (sales,  federal  and  state  taxes,  home  and  dis- 
trict office  expenses,  and  employees’  salaries),  costs 
of  special  investigation,  court  costs,  attorneys’  fees, 
and  agents  or  brokers’  commissions  (if  the  company 
is  a stock  company)  to  arrive  at  a given  annual 
premium.  In  the  case  of  a stock  company,  a fair 
dividend  return  to  the  stockholders  is  included  in 
the  expenses.  In  the  case  of  a mutual  company,  any 
profit  resulting  from  a given  year’s  sale  of  the  insur- 
ance returns  to  the  buyer  either  in  the  form  of  a 
dividend  or  as  reduced  premiums  in  future  years. 
In  the  case  of  medical  malpractice  insurance,  the 
calculation  of  premiums  is  extraordinarily  difficult 
due  to  the  factors  of  latent  liability,  inflation,  an 
increasingly  critical  attitude  of  the  public,  and  the 
generosity7  of  juries  in  awarding  higher  and  higher 
judgments.  Therefore,  medical  malpractice  pre- 
miums are  set  by7  an  educated  guess  at  the  veryT  best 
in  this  day7  of  rapidly  increasing  problems. 

“reserves” 

Many  physicians  have  asked  about  the  question  of 
“reserves.”  There  are  generally  tyvo  ty7pes  of  reserves 
in  any7  insurance  company.  First  come  the  general 
reserves  of  the  company  which  are  generally  set 
aside  for  catastrophic  events  and  generally  depend 
upon  the  size  of  the  insurance  carrier.  Second,  are 
the  reserves  that  are  set  aside  in  safe  keeping  when 
a case  with  possible  loss  is  reported,  so  that  there  is 
a guarantee  to  the  holder  of  the  insurance  policy  that 
there  w ill  be  sufficient  money  to  pay  the  claim,  or 
judgment  in  a suit,  if  and  yvhen  such  payment  be- 
comes due.  This  type  of  reserve  is  set  up  by  the 
company  and  represents,  in  the  best  judgment  of 
the  insurance  carrier,  the  amount  that  the  claim  or 
suit  w ill  cost,  taking  into  consideration  the  award  to 
the  plaintiff,  court  costs,  attorneys’  costs  in  defend- 
ing, and  costs  of  special  investigation. 

Such  reserves  may  vary7  in  amount  from  less  than 
$100  to  even  the  entire  limit  of  coverage  of  the 
physician,  depending  upon  the  seriousness  and  lia- 
bility of  the  case.  If  there  is  no  liability,  the  reserves 
will  be  very7  minimal,  reflecting  only  the  costs  of 
special  investigation. 
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In  general,  insurance  carriers  are  very  skillful  in 
setting  up  such  reserves  and  in  most  instances  suc- 
i cessful  claims  over  a period  of  one  or  several  years 
w hen  averaged  out  for  many  cases  come  to  within 
io  or  15  per  cent  of  the  amount  originally  set  aside. 
When  money  is  set  aside  in  such  specific  reserves, 
the  money  is  not  necessarily  lost  to  the  program. 
In  other  words,  if  the  case  is  successfully  consum- 
mated in  so  far  as  the  defendant  physician  is  con- 
cerned, the  money  is  taken  out  of  the  reserve  and 
is  put  hack  into  the  program,  thereby  eventually 
lowering  premiums  or  becoming  payable  in  the  form 
of  dividends. 

MUTUAL  VS.  STOCK  COMPANIES 

There  has  been  much  discussion  concerning  pros 
and  cons  of  the  so-called  mutual  company  versus 
the  stock  company.  In  general,  a stock  insurance 
carrier  is  owned  by  shareholders,  such  as  any  or- 
dinary corporation.  T hese  shareholders  receive  a 
dividend  return  on  their  shares  of  stock,  ranging 
from  two  to  five  per  cent,  generally.  With  a mutual 
j company  there  are  no  stockholders;  indeed,  the 
policyholders  themselves  own  the  company  by  vir- 
tue of  their  policies.  There  are  no  stockholders  to 
pay,  and  any  profits  resulting  at  the  end  of  the  year 
are  added  to  general  surplus  or  returned  to  the 
policy  holder  by  the  payment  of  dividends  or  reduc- 
tion of  premiums  during  the  next  year.  Also,  in 
general,  policies  for  stock  companies  are  sold 
through  agents  or  brokers,  while  policies  for  certain 
mutual  companies  are  transacted  by  salaried  com- 
pany employees. 

It  is  profitless  to  discuss  the  pros  and  cons  of  the 
stock  versus  mutual  company,  since  the  matter  is 
one  of  individual  preference.  Further,  the  efficiency, 
skill,  and  service  of  companies  is  a variable  factor. 

I he  important  point  is  that  the  policyholder  have 
his  insurance  in  a reputable,  long-established  com- 
! pany  which  will  give  every  assurance  of  being  in  the 
I business  throughout  the  lifetime  of  the  physician 
and  that  has  assets  in  the  United  States  available 
for  defense  and  paying  claims.  Whether  the  com- 
pany be  stock  or  mutual  is  of  little  concern,  and 
premiums  are  of  secondary  consideration. 

The  important  criteria  for  a physician  to  consider 
in  selecting  a carrier  are: 

1.  Past  and  future  stability  of  carrier. 

2.  Adequate  reserves  of  the  carrier  on  deposit  in 
the  United  States. 


3-  Group  program  sponsored  and  monitored  by 
a county  or  state  medical  society. 

4.  Offering  by  the  carrier  of  sufficiently  high 
coverage  to  adequately  meet  a high  judgment. 

5.  Limitation  of  “cancellation”  clause. 

6.  Limitation  of  “exclusion”  clauses. 

7.  Contingent  liability  coverage  (for  the  acts  of 
a physician’s  partner). 

8.  Permanence  for  yearly  renewal  of  the  policy. 

9.  Absence  of  hidden  additional  charges. 

10.  Sufficient  volume  of  business  in  the  area  in 
which  the  physician  practices  to  have  experienced 
malpractice  claims  adjustors  and  defense  counsel. 

GROUP  PROGRAM  VS.  INDIVIDUAL  POLICIES 

T here  is  little  or  no  doubt  that  a group  malprac- 
tice program  has  many  advantages  over  the  indi- 
vidual malpractice  policy.  Here  the  physician  has 
the  basic  advantage  of  group  protection  and  group 
negotiation  with  the  carrier  along  the  following 
lines: 

1.  Prevention  of  discrimination  against  physi- 
cians whom  the  carrier  considers  hazardous  risks 
because  of  their  field  of  work.  (T  his  danger  already 
exists.  For  instance,  there  is  one  insurance  carrier 
v hich  rejects  orthopedists,  plastic  surgeons,  and 
radiologists  from  coverage.)  Who  is  to  be  excluded 
from  medical  malpractice  coverage  should  be  a 
determination  of  physicians  rather  than  insurance 
people. 

2.  Prevention  of  the  possible  control  by  the  insur- 
ance company  over  what  procedures  the  doctor  may 
perform.  Such  control,  preventing  the  performance 
of  hazardous  procedures,  may  easily  be  accomp- 
lished by  the  carrier  through  exclusions  in  the  indi- 
vidual policy  or  by  the  device  of  surcharges  so  high 
the  physician  cannot  afford  to  pay  the  premium. 

3-  1 he  medical  profession  itself  may  have  con- 
siderable influence  over  which  claims  are  to  be 
settled  and  which  are  to  be  defended  in  a group 
program.  T hus  the  decision  is  influenced  by  analysis 
of  the  merit  of  the  claim  rather  than  by  expediency. 

4.  I he  training  of  competent  claims  managers 
and  the  team  approach  to  claim  handling  and  "de- 
fense is  accomplished  in  a group  program.  Such 
effective  programs  are  found  in  groups  rather  than 
in  individually  handled  policies. 

5.  An  effective  prevention— or  safety— program 


Tetracycline  Lederle 


in  the  treatment  of 

infections  in  surgery 

The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout1  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates2 used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic, 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion ; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


sealed  capsuled 

Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 

2Prigot,  A.:  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid,  pp.  603-607. 
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may  be  set  up  with  a long-term  view  of  reducing 
the  incidence  of  claims  or  lessening  liability. 

6.  The  collection  of  loss  data  by  physicians  in  a 
group  program  may  be  accomplished  with  the  ob- 
jective of  testing  the  reasonableness  of  premiums 
and,  most  important,  of  establishing  the  underlying 
or  real  causes  of  claims. 

7.  The  long-range  interests  of  the  profession  are 
served  in  a group  program  rather  than  the  immediate 
interests  of  the  insurance  carrier  by  physicians  influ- 
encing and  guiding  the  course  of  malpractice  insur- 
ance. The  insuror  can  desert  the  field  of  malpractice, 
but  the  profession  has  to  live  with  it.  The  problem 
is  basically  medical  in  nature  rather  than  insurance. 

LOCAL  GROUP  PROGRAMS  VS.  NATIONAL  GROUP 
PROGRAMS 

What  has  been  said  above  on  the  subject  of  group 
programs  in  malpractice  insurance  does  not  neces- 
sarily apply  to  national  specialty  group  programs. 
Several  such  national  programs  have  been  started 
in  the  recent  past,  and  one  such  specialty  group 
already  has  been  suddenly  dropped  by  the  insurance 
carrier  involved. 

While  a group  national  specialty  program  may 
have  a cost  advantage  over  individual  insurance, 
this  has  not  yet  been  demonstrated.  On  the  other 
hand,  national  programs  are  not  as  advantageous 
to  the  physician  as  a local  group  program.  1 he 
principal  disadvantage  of  a national  program  is  that 
it  may  lack  concentration  in  an  area,  and  therefore 
have  so  few  claims  that  it  does  not  have  claims 
adjustors  and  attorneys  sufficiently  well  qualified  in 
the  field.  The  handling  of  medical  malpractice  prob- 
lems by  the  underwriters  of  national  programs  may 
be  a very  minor  part  of  their  total  general  work. 

Another  difficulty  with  the  national  program  is 
the  remoteness  of  the  central  claims  office  from  the 
field  of  action.  Consequently,  there  may  be  a tend- 
ency on  the  parr  of  the  carrier  to  settle  on  the  basis 
of  expediency,  medical-professional  appraisal  of  the 
case  with  coordination  of  the  claims  adjustor  may 
be  poor,  and  there  may  be  little  or  no  contact  of 
the  physician  with  the  carrier. 

Still  another  problem  with  national  groups  is  the 
difficulty  in  setting  up  prevention  or  safety  pro- 
grams because  of  local  State  differences,  court  pro- 
cedures and  legal  codes.  Malpractice  is  not  within 
the  province  of  federal  courts,  but  rather  is  gov- 
erned by  local  and  state  courts— with  differences 
not  only  among  States  but  also  among  counties. 


AMOUNT  OF  COVERAGE 

With  respect  to  the  amount  of  insurance  coverage 
for  medical  malpractice,  several  articles  have  lately 
appeared  in  journals  circulated  to  physicians,  recom- 
mending low  coverage.  The  argument  is  that  low 
coverage  will  discourage  claims  and  will  tend  to 
lower  the  amount  of  plea  for  damages  or  settlement. 
The  author  has  never  known  or  heard  of  a single 
malpractice  case  in  which  the  plea  for  damages  or 
settlement  was  influenced  by  the  amount  of  insur- 
ance coverage.  On  the  contrary,  physicians  leave 
themselves  open  to  financial  ruin  with  low  coverage. 

The  problems  connected  with  inadequate  cover- 
age have  been  increasingly  great  during  the  past 
several  years.  Recently  in  California  two  judgments 
in  excess  of  $200,000  each  were  rendered.  The 
author  has  been  closely  associated  with  the  field  of 
malpractice  during  the  past  five  years  and  has  seen 
the  near  tragedies  which  result  with  low  coverage. 
The  physician  who  carries  coverage  of  $5,000/ 

15.000  or  $10,000/30,000  is  indeed  an  unhappy 
person  when  he  is  faced  with  a suit  in  which  the 
plea  may  be  up  towards  $200,000,  and  if  damages 
are  awarded,  the  judgment  may  well  run  in  the 
neighborhood  of  $50,000  to  $75,000.  The  author 
has  seen  physicians  become  almost  psychotic  per- 
sons with  the  worry  and  fear  of  the  approaching 
trial  in  cases  of  that  kind. 

What  is  considered  adequate  coverage?  The 
answer  is  difficult,  but  of  course  basically  it  depends 
upon  the  individual’s  assets,  both  present  and  in 
prospect,  to  be  protected,  and  also  upon  his  type 
of  practice.  In  general,  a coverage  of  less  than 
$50,000/100,000  should  be  considered  inadequate 
in  these  days,  and  generally  it  is  well  to  have  cover- 
age of  $100,000/300,000.  For  physicians  engaged  in 
particularly  hazardous  work,  such  as  anesthesiolo- 
gists, vascular  surgeons  and  neurosurgeons  who 
perform  work  of  a type  that,  regardless  of  skill  and 
care,  may  lead  to  paraplegia  as  a complication, 
coverages  up  to  $300,000/900,000  may  be  consid- 
ered desirable.  This  is  based  specifically  upon  the 
fact  that  in  California  w ithin  the  past  few'  months, 
verdicts  of  $225,000  and  $250,000  respectively  have 
been  awarded  by  juries  for  paraplegia  following- 
spinal  anesthesia  in  one  case  and  aortogram  in  an- 
other. 1'he  day  of  the  $5,000/15,000  and  $10,000/ 

30.000  coverage  has  passed. 

THF.  FUTURE 

The  future  for  the  physician  in  medical  malprac- 
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tice  insurance  is  dismal  indeed.  Each  year  brings 
forth  new  medical  discoveries  of  importance  with 
benefit  to  the  patient;  but  as  medicine  progresses 
so  likewise  difficulties  increase  in  practice  with  the 
use  of  complicated  surgical  procedures  and  the 
administration  of  toxic  drugs.  These  lead  neces- 
sarily to  an  irreducible  number  of  complications 
for  which  the  physician  may  be  held  responsible, 
and  likewise  lead  to  a greater  burden  placed  upon 
the  physician  by  the  courts  and  by  an  increasingly 
critical  public.  The  great  advances  in  medicine  and 
surgery,  as  presented  to  the  layman  in  magazines, 
have  led  the  public  to  be  supercritical  in  appraising 
results.  Our  grandfathers  didn’t  expect  the  horse- 
and-buggv  doctor  to  be  perfect,  but  our  contempo- 
raries expect  perfection  of  today’s  physicians. 

To  seek  aid  from  the  public,  the  attorney,  the 
legislature,  and  the  courts  is  not  necessarily  the 
answer  at  this  time.  The  physician  must  begin  the 
battle  himself.  As  Ford1  pointed  out  five  years  ago, 
in  probably  the  shortest  paper  ever  published  on 
the  subject  but  nevertheless  most  revealing,  the 
control  of  medical  malpractice  hazard  depends 
upon: 

Good  faith 
Good  records 
Common  sense 

Good  faith  implies  that  the  physician  treat  his 
patient  with  tact  and  kindness,  that  he  conceal  no 
known  difficulty  in  diagnosis  or  treatment,  and  that 
he  advise  consultation  freely. 

Good  records  means  that  the  physician  adequately 
document  his  medical  records  of  a patient,  carefully 
record  untoward  happenings,  and  make  a matter  of 
record  the  treatment  given  and  advice  offered. 

Common  sense  implies  that  the  physician  know 
the  vindictiveness  of  some  patients,  recognize  the 
hazard  connected  with  the  collection  of  reluctant 
fees,  be  aware  of  the  failure  of  equipment  which  in 
turn  can  produce  injury,  and  finally,  use  only  well 
established  medications  and  procedures. 

REFERENCE 

i.  Ford,  R.:  Medical  malpractice.  New  Eng.  J.  Med., 
24U408  (Sept.  14)  1950. 


Connecticut  Hospital  Association  Reports 
on  Costs 

A midyear  review  of  costs  per  inpatient  day  in 
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Connecticut’s  thirty-three  short  term  general  hos- 
pitals discloses  an  increase  of  only  1.3  per  cent  over 
per  diem  costs  for  the  last  fiscal  year  ended  Septem- 
ber 30,  1955.  Each  year,  on  March  31,  the  CHA 
staff  reviews  cost  trends  using  reports  submitted 
monthly  from  its  member  hospitals. 

According  to  the  review,  net  operating  expenses 
of  all  hospitals  amounted  to  $31  million  for  the  six- 
months  ended  March  31,  1956,  $27  million  of  which 
was  applicable  to  inpatient  care.  This  figure  pro- 
duces an  estimated  cost  of  $25.51  for  each  of  more 
than  one  million  inpatient  days  of  service  rendered 
during  the  period.  For  the  twelve  months  ended 
September  30,  1955,  the  actual  average  cost  per 
inpatient  day  was  $25.19.  It  is  expected,  however, 
that  when  the  1956  fiscal  year  is  ended,  the  patient 
day  cost  increase  over  1955  will  be  larger,  since 
salary  expense  in  some  parts  of  the  State  is  still 
rising. 

Ford  Foundation  Prepares  to  Distribute 
$90,000, 000 

Appointment  of  a special  committee  to  recom- 
mend a plan  for  distribution  of  a previously  an- 
nounced appropriation  of  $90,000,000  to  the  nation’s 
privately  supported  medical  schools  was  announced 
on  June  2 by  H.  Rowan  Gaither,  Jr.,  chairman  of 
the  Board  and  president  of  The  Ford  Foundation 
Fee  DuBridge,  president  of  the  California  Institute 
of  Technology,  will  serve  as  chairman  of  the  medical 
school  grants  advisory  committee.  Executive  vice 
chairman  w ill  be  Carlyle  Jacobsen,  executive  dean 
for  medical  education.  State  University  of  New 
^ ork.  Among  the  committee  members  will  be 
Will  iam  F.  Loomis,  director  of  the  Loomis  Labora- 
tory in  Greenwich. 

The  $90,000,000  appropriation  has  been  desig- 
nated by  1 he  Ford  Foundation’s  Board  of  Trustees 
to  be  used  as  endowment  by  the  privately  supported 
medical  schools  in  the  strengthening  of  their 
instruction.  Allocations  to  individual  institutions 
Will  be  determined  by  the  Trustees  after  the  advis- 
ory committee  has  completed  its  report.  The  ap- 
propriation is  part  of  the  $500,000,000  announced  in 
December,  1955  for  college  faculty  salaries,  private 
hospitals  and  medical  schools,  and  is  entirely  apart 
from  the  $10, 000,000  appropriated  on  April  15  to 
the  National  Fund  for  Medical  Education. 
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THE  HISTORIAN’S  NOTE  BOOK 

WILLIAM  HENRY  CARMALT  1836-1929 


T\  June  1929  President  James  R.  Angel],  in  con- 
-L  ferring  an  honorary  degree  on  William  Henry 
Cannalt,  said,  “1  Ic  has  built  his  life,  now  approach- 
ing its  centenary,  into  the  very  fabric  of  the  com- 
munity he  lias  so  faithfully  served.”  The  implica- 
tions of  this  phrase  must  have  given  Dr.  Carmalt 
real  satisfaction— summation  that  it  was  a career 
vigorously  devoted  to  building  respect  for  his  pro- 
fession in  the  city  and  State  where  had  passed  the 
greater  part  of  his  ninety-three  years.  His  distinction 
as  a physician  had  also  been  marked  by  the  estab- 
lishment in  1924  of  the  William  H.  Carmalt  Pro- 
fessorship of  Surgery,  first  occupied  by  the  late 
Samuel  C.  Harvey,  presently  by  Dr.  Gustaf  E. 
Lindskog. 

Dr.  Carmalt’s  reputation  as  a bold  but  cautious 
surgeon  with  canny  judgment  was  paralleled  bv  his 
reputation  as  a rare  teacher  and  colorful  character. 
I he  kinder  his  deed,  the  more  gruff  his  approach. 
Although  greatly  beloved  for  his  forthrightness, 
sincerity,  courage,  and  deep  humanity,  he  was  pep- 
pery, outspoken,  often  blunt  and  profane.  Dr.  David 
Lyman,  his  colleague  on  the  medical  faculty,  paro- 
died him  at  ninety  with: 

“You  are  old,”  said  the  youth,  “and  we  hear  people  say 
The  temper  increases  with  age, 

Yet  you’re  always  as  mild  as  a sweet  summer  day! 

Pray  how  do  you  smother  your  rage?” 

“The  true  secret  of  that,”  Uncle  William  replied, 

“Was  taught  by  the  Arabs  and  Moors; 

Rut  when  I first  learned  it  and  how  it’s  applied 
Isn’t  any  damned  business  of  yours!” 

Typical  also  is  the  legend  of  a late  afternoon 
operation  which  students  were  expected  to  attend. 
When  a six  o’clock  whistle  announced  dinner  and 
some  started  to  leave,  he  grunted  in  an  audible  whis- 
per without  pausing,  “Damned  mechanics.” 

Four  years’  study  in  Europe  had  given  him  a 
broad  view  of  medicine  that  was  reflected  in  his 
practice  (which  “trod  closely  upon  the  heels  of 
every  advance”),  his  teaching  clinics,  and  in  his 
receptive  attitude  toward  community  needs.  He 
played  a prominent  role  in  the  state  medical  society 
and  national  surgical  associations,  and  the  medical 
school  and  hospital  bear  the  mark  of  his  long  years 
of  service.  His  farsightedness  figured  in  procuring 


William  H.  Carmalt 
(by  G.  Albert  Thompson) 

Professor  of  Ophthalmology  and  Otology  1879-81; 

Surgery  1881-1907;  Emeritus  1907-29 

the  land  on  which  the  Sterling  Hall  of  Medicine 
now  stands  and  in  bringing  about  the  arrangement 
with  the  university  which  inaugurated  the  full-time 
system,  to  mention  but  two  of  his  contributions. 

Characteristic  of  this  intrepid  individualist  was  his 
buying  at  eighty  “The  A B C of  Automobile 
Driving,”  preparatory  to  replacing  his  well  known 
horse  and  buggy  with  a car.  Thwarted  by  his  fam- 
ily, he  bought  a saddle  horse  instead  and  alternated 
riding  with  driving. 

When  Dr.  Harvey  showed  Dr.  Carmalt,  then  over 
ninety,  through  the  new  Farnarn  Surgical  Building, 
he  was  obviously  impressed  with  the  many  aids 
available  to  the  modern  surgeon.  Finally  he  asked, 
“Harvey,  do  you  have  any  deaths?”  “Oh,  yes,”  Dr. 
Harvey  answered.  To  this  Dr.  Carmalt  replied  suc- 
cintly,  “Ought  not  to.” 
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Danaher  Elected  to  Council  on  Medical  Service  on  First  Ballot  — Distinguished  Service  Award 
to  Dr.  Bierring  — President  Hess  Appeals  for  More  Support  of  AMEF  — Private  Practice  by 
Medical  School  Faculties  Acted  Upon  — Polls  on  Social  Security  Unfavorable  for  Physician 
Coverage  — House  of  Delegates  Opposes  One-Term  Grants  to  Medical  Schools  — Joint  Com- 
mission on  Accreditation  of  Hospitals  Supported  — Salk  Vaccine  — Scholarship  Aid  for 
Medical  Students  — Use  of  Radium  and  Radioactive  Isotopes  Less  Stringent  — Special  Mem- 
bership Advocated  for  Reserve  Officers  — Advertising  Standards  Urged  Upon  County  and 
State  Societies  — Principles  of  Medical  Ethics  — National  Civil  Defense  — Foreign  Medical 
Students  — Lectures  on  Medical  Ethics  — Veterinary  Corps. 


CONNECTICUT  IN  HOUSE  OF  DELEGATES 

Thomas  P.  Murdock,  Meriden,  Member  of  Board 
of  Trustees. 

Thomas  J.  Danaher,  Torrington,  Member  of 
1 Reference  Committee  on  Medical  Education  and 
Hospitals. 

AT  SCIENTIFIC  SESSIONS 

William  K.  Bannister,  Hartford 

I Paul  H.  Barbour,  Farmington 
Hazel  I.  Berglund,  Greenwich 
• Francis  S.  Buccheri,  New  Britain 
Albert  V.  Burke,  Rowayton 
Ij  Julianna  Burns,  Hadlyme 

Claudius  V.  Calvin,  Bridgeport 
Martha  L.  Clifford,  Hartford 
Benjamin  Cohen,  West  Hartford 
Sidney  L.  Cramer,  Hartford 
I.  K.  de  Suto,  New  Haven 
John  Donnelly,  Hartford 

1 George  D.  Dorian,  Short  Beach 
Ruth  T.  Dwyer,  Bloomfield 
William  J.  Dwyer,  Bloomfield 
Niel  E.  Eckelberrv,  Westport 
John  M.  Freiheit,  Waterbury 
Nicholas  M.  Green,  New  Haven 
Charles  Q.  Griffith,  Manchester 

TOTAL  REGISTRATION 

The  total  registration  was  approximately  20,000 
with  almost  one  half  of  these  representing  physicians 
and  the  other  half  residents,  interns,  medical  stu- 
dents, and  guests. 

ELECTIONS 

Bv  unanimous  ballot  David  B.  Allman  of  New 
Jersey  was  chosen  president-elect  of  the  American 
Medical  Association.  F.  S.  Crockett  of  Indiana  is  the 
new  vice  president  and  Robertson  Ward  of  Cali- 
fornia, the  new  member  on  the  Judicial  Council. 


Stanley  B.  Weld,  Hartford,  Member  of  Reference 
Committee  on  Medical  Military  Affairs. 

John  N.  Gallivan,  East  Hartford,  Member  of 
Council  on  Industrial  Health. 

Stanley  H.  Osborn,  Hartford,  Member  of  Council 
on  Constitution  and  By-Laws. 


John  McL.  Morris,  New  Haven 
William  J.  Neidlinger,  Hartford 
Robert  W.  Nespor,  Westport 

E.  Orbach,  New  Britain 
John  R.  Paul,  New  Haven 
Joseph  M.  Plukas,  Jr.,  Bridgeport 
Foster  E.  Priddv,  Wethersfield 
Joseph  Reiss,  Newtown 
Louis  Rogol,  Danbury 
Oscar  Rogol,  Seymour 
Charles  Sheard,  Jr.,  Stamford 
Benjamin  Sherman,  Bridgeport 
Ralph  M.  Tovell,  Hartford 

F.  Erwin  Tracy,  Middletown 
Victor  G.  H.  Wallace,  Hartford 
R.  C.  Whiting,  Hartford 
Norman  Zeldis,  West  Hartford 
Seymour  1.  Zonn,  Waterbury 

George  F.  Lull  of  Chicago  was  reelected  secretary, 
J.  J.  Moore  of  Chicago,  treasurer,  E.  Vincent  Askey 
of  California,  speaker  of  the  House,  and  Louis  M. 
Orr  of  Florida,  vice  speaker. 

Julian  P.  Price  of  South  Carolina  was  elected  to 
succeed  himself  on  the  Board  of  Trustees  and  the 
new  member  of  the  Board  will  be  Hugh  Hussey 
of  the  District  of  Columbia. 

Guy  A.  Caldwell  of  Louisiana  and  John  W. 
Cline  of  California  were  both  reelected  to  the  Coun- 
cil on  Medical  Education  and  Hospitals.  Walter  E. 


George  M.  Gura,  Southington 
Albert  E.  Herrmann,  Waterbury 
Edward  H.  Hon,  New  Haven 
William  H.  Horton,  Windsor 
Carl  E.  Johnson,  New  Haven 
Roswell  D.  Johnson,  New  Britain 
Robert  C.  Keys,  Darien 
John  F.  Kilgus,  Litchfield 
S.  D.  Kushlan,  New  Haven 
Herbert  D.  Lewis,  New  Haven 
Aaron  Levinsky,  Bridgeport 
Milton  M.  Lieberthal,  Bridgeport 
Gustaf  E.  Lindskog,  New  Haven 
Robert  J.  Lowenberg,  New  Haven 
Henry  E.  Markley,  Greenwich 
Stevens  J.  .Martin,  Hartford 
George  W.  Mast,  Ridgefield 
D.  Olan  Meeker,  Riverside 
Harold  T.  Meryman,  Shelton 
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\ cst  of  West  Virginia  w as  elected  to  the  Council 
on  Constitution  and  By-Laws. 

In  the  election  to  one  of  the  five  vacancies  on  the 
Council  on  Medical  Service,  Connecticut  w as  par- 
ticularly honored  in  having  Thomas  J.  Danaher 
chosen  on  the  first  ballot  to  serve  from  the  New 
England  area  for  a term  of  five  years. 

DISTINGUISHED  SERVICE  AWARD 

Walter  I..  Bierring  of  Iowa,  88  years  old  and  a 
former  president  of  the  American  Medical  Associa- 
tion, was  chosen  by  the  House  of  Delegates  to 
receive  the  1956  Distinguished  Service  Award.  Dr. 
Bierring  has  been  outstanding  in  his  achievements  in 
public  health  and  with  the  Federation  of  State 
Medical  Boards.  The  award  was  presented  at  the  in- 
auguration ceremony  by  the  new  president  of  the 
AMA,  Dwight  H.  Murray  of  California. 

president's  ADDRESS 

Elmer  Hess,  retiring  president  of  the  American 
Medical  Association,  dynamic  as  usual,  delivered  a 
very  forceful  address  to  the  House  of  Delegates.  In 
this  final  report  he  said  there  is  “no  change  in  the 
policy  of  certain  labor  leaders  supporting  compul- 
sory health  insurance.”  He  also  said  that  these  lead- 
ers are  ready  to  throw  their  massive  concentration 
of  power  behind  compulsory  insurance.  However, 
three  of  the  nation’s  largest  unions,  he  said,  will  have 
nothing  to  do  with  compulsory  health  insurance. 

Dr.  Hess  appealed  to  physicians  to  support  medi- 
cal education  as  a whole  because  none  of  the  fees 
charged  medical  students  are  adequate  to  meet  the 
needs  of  the  medical  schools.  He  also  called  for 
better  relations  between  physicians  and  faculty 
members  of  medical  schools  and  between  physicians 
and  hospitals.  He  pointed  out  the  problem  of  the 
ai>int>'  as  one  of  the  creat  socio-economic  medical 
issues  of  our  country  today. 

PRIVATE  PRACTICE  BY  MEDICAL  SCHOOL  FACULTY 
MEMBERS 

Probably  the  most  hotly  debated  subjects  con- 
sidered by  the  House  of  Delegates  were  ( 1 ) the 
private  practice  by  medical  school  faculty  mem- 
bers, (2)  government  subsidies  for  medical  schools, 
(3)  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals, and  (4)  the  straight  versus  the  rotating 
internship. 

After  a lengthy  debate  the  House  approved  the 
report  of  the  Council  on  Medical  Service  relative  to 
private  practice  by  medical  school  faculty  members. 


I his  was  a detailed  report  covering  all  aspects  of 
the  problem.  It  was  pointed  out  in  the  report  that 
the  main  controversy  arises  out  of  a question  of  the 
medical  school  or  its  full  time  faculty  entering  into 
the  practice  of  medicine.  Many  of  the  methods  of 
compensating  teachers  of  medicine  leave  much  to 
he  desired,  in  some  cases  the  teachers  are  even 
exploited  by  the  institutions  they  serve.  The  Coun- 
cil has  found  that  much  of  the  present  conflict  in 
opinions  has  resulted  from  a failure  in  liaison  be- 
tween the  practicing  profession  and  the  medical 
schools. 

Following  this  study  the  Council  recommended 
that,  when  appointed,  the  services  of  volunteer  and 
part  time  men  should  be  properly  utilized  and 
recognized  by  the  medical  school  and  these  men 
should  serve  the  school  to  the  best  of  their  ability. 

The  Council  also  recommended  that,  on  request 
of  a medical  society  or  a medical  school,  the  AMA 
Board  of  Trustees  establish  in  cooperation  with  the 
Association  of  American  Medical  Colleges  a special 
committee  whose  function  would  be  to  investigate 
areas  where  there  is  friction  between  the  medical 
school  and  the  profession.  Such  a committee  might 
assure  the  continuation  of  liaison,  get  all  the  facts 
and  make  them  available,  and  endeavor  to  settle  the 
differences. 

The  Council  finally  recommended  that  funds 
received  from  the  private  practice  of  medicine  hv 
salaried  members  of  the  clinical  faculty  of  the  medi- 
cal school  or  hospital  should  not  accrue  to  the  gen- 
eral budget  of  the  institution.  It  recommended  that 
the  initial  disposition  of  fees  for  medical  service 
from  paying  patients  he  under  the  direct  control  of 
the  doctor  or  doctors  rendering  the  service.  To 
quote  the  final  paragraph  of  the  report:  “It  is  the 
firm  policy  of  the  American  Medical  Association, 
and  in  this  policy  the  Council  heartily  concurs,  that 
only  a licensed  doctor  of  medicine  should  practice 
medicine.  It  is  not  in  the  public  or  professional 
interest  for  a third  party  to  derive  a profit  from 
payment  received  for  medical  services,  nor  is  it  in 
the  public  or  professional  interest  for  a third  party 
to  intervene  in  the  physician-patient  relationship.” 

SOCIAL  SECURITY  COVERAGE  BY  PHYSICIANS  UNDER 
O.A.S.I. 

Polls  taken  by  the  various  state  associations  on 
coverage  of  physicians  under  the  Old  Age  and 
Survivors  Insurance  provision  of  the  Social  Secur- 
ity Act  resulted  as  follows: 
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Of  34  polls  taken,  23  indicate  some  support  of 
voluntary  coverage  and  one  indicates  a neutral 

J O 

position  on  this  coverage.  Nine  State  associations 
will  take  no  poll;  three  of  these  reported  actions  by 
their  councils  opposing  compulsory  coverage  and 
not  opposing  voluntary  coverage.  Three  polls  are 
still  in  process.  Only  three  polls  favored  compulsory 
coverage  and  only  one  of  these  was  conclusive. 

The  Reference  Committee  to  which  was  referred 
the  report  of  the  hoard  of  Trustees  on  the  OAS1 
polls  reported  that  these  polls  were  the  result  of 
questionnaires  too  varying  in  their  composition  to 
he  of  value.  The  committee  recommended  that  the 
questionnaire  he  drawn  up  by  the  AMA  headquar- 
ters office  and  furnished  to  the  various  State  asso- 
ciations. 

A resolution  was  approved  by  the  House  reaffirm- 
ing “its  unalterable  opposition  to  inclusion  of 
physicians  in  the  Social  Security  System  at  any 
time.” 

The  House  approved  a resolution  introduced  by 
the  Texas  delegation  urging  Congress  to  appoint  a 
nationwide  Commission  to  Study  Social  Security, 
and  another  resolution  urging  citizens’  groups  in 
local  communities  to  organze  for  the  study  of  the 
Social  Security  System. 

HR7225 

The  Board  of  Trustees  made  a very  clear  state- 
ment explaining  the  stand  of  organized  medicine 
in  opposition  to  this  bill  which  would  include  a dis- 
ability payment  in  Social  Security  and  would  lower 
the  age  for  payments  to  women  under  OASI.  The 
House  adopted  this  report  from  the  Trustees. 

OPPOSITION  TO  SI  323— SUBSIDY  FOR  MEDICAL  SCHOOLS 

The  Texas  delegation  introduced  a resolution 
calling  for  opposition  of  the  House  of  Delegates  to 
Si 323  which  would  subsidize  medical  schools  by  a 
single  grant  for  construction  purposes  only.  The 
House  had  previously  supported  the  one-grant 
subsidy  of  “bricks  and  mortar”  and  the  representa- 
tives of  the  AMA  have  appeared  in  its  support 
before  Congressional  committees. 

Talk  of  supporting  socialism  in  the  United  States, 
of  government  control  even  with  this  tvpe  of  a 
50-50  matching  subsidy,  etc.,  came  from  many 
delegates.  The  truth  of  the  matter  is  that  the  medi- 
cal schools  must  have  money  for  enlargement  and 
rebuilding  and  this  money  is  not  now  forthcoming 
from  any  known  source.  As  one  delegate  said,  if 


every  doctor  in  the  United  States  would  contribute 
$1,000  to  our  medical  schools  there  would  be  no 
need  of  such  a subsidy.  The  House  disapproved  the 
resolution. 

JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

A special  committee  appointed  by  the  Speaker  of 
the  House  of  Delegates  at  the  1955  annual  meeting 
to  review  the  functions  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  submitted  its  report. 
Included  with  this  report  was  the  current  edition 
of  the  Standards  for  Hospital  Accreditation  and 
certain  key  questions  together  with  several  recom- 
mendations. 

As  a result  of  reference  committee  study  and 
recommendations,  the  House  of  Delegates  approved 
the  following: 

1.  Accreditation  should  be  continued. 

2.  I he  present  representation  on  the  Joint  Com- 
mission is  adequate. 

3.  I he  Commission  is  not  a punitive  body  and 
therefore  should  not  “punish”  hospitals  which  dis- 
criminate against  general  practitioners. 

4.  I he  commissioners  to  the  Joint  Commission  on 
Accreditation  of  Hospitals,  appointed  by  the  AMA 
Board  of  I rustees,  are  urged  to  encourage  the  Com- 
mission to  study 

a.  1 he  problems  of  the  exclusion  from  hospitals 
and  arbitrary  limitation  of  the  hospital  privileges  of 
the  general  practitioner,  and 

b.  Methods  whereby  the  following  stated  prin- 
ciples may  be  achieved:  “The  privileges  of  each 
member  of  the  medical  staff  shall  be”  determined 
on  the  basis  of  professional  qualifications  and  demon- 
strated ability; 

“Personnel  of  each  service  or  department  shall 
be  qualified  by  training  and  demonstrated  compe- 
tence, and  shall  be  granted  privileges  commensurate 
with  their  individual  abilities.” 

5.  1 here  is  a method  of  appeal,  hence  there  is  no 
need  of  a final  court  of  appeal  higher  than  the 
Commission. 

6.  T he  Commission  should  report  the  results  of  a 
survey  to  the  staff  as  well  as  to  the  administration. 

7.  Surveyors  should  be  employed  entirely  by  the 
Commission  and  not  by  each  member  organization. 
The  surveyor  should  have  a joint  meeting  with  the 
staff  or  its  representatives  and  the  administration 
after  the  survey.  New  surveyors  should  be  better 
indoctrinated. 
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8.  Compulsory  attendance  at  staff  meetings  should 
be  abolished. 

9.  There  should  be  medical  staff  representation 
on  the  governing  boards  of  hospitals  and  the  Joint 
Commission  should  concern  itself  with  illegal  and 
unethical  contracts.  The  Joint  Commission  should 
not  concern  itself  with  the  number  of  hospital 
staffs  to  which  a physician  belong. 

10.  Blue  Cross  and  other  associations  should  be 
requested  not  to  suspend  full  benefits  to  nonac- 
crcdited  hospitals  until  those  so  requesting  have  been 
inspected. 

11.  The  American  Medical  Association  should 
conduct  an  educational  campaign  for  doctors  rela- 
tive to  the  functions  and  operations  of  the  Joint 
Commission. 

12.  The  American  Medical  Association  and  the 
American  Hospital  Association  should  hold  educa- 
tional meetings  for  hospital  boards  of  trustees  and 
administrators  either  on  State  or  national  levels  to 
acquaint  these  bodies  with  the  functions  of  accredi- 
tation. 

S I RAIGHT  INTERNSHIPS 

Two  resolutions  were  submitted  to  the  House  of 
Delegates  on  the  subject  of  straight  versus  rotating 
internships.  Since  the  straight  internship  in  obstetrics 
and  gynecology  has  been  disapproved  by  the  AMA, 
the  Section  on  Obstetrics  and  Gynecology  requested 
that  until  all  straight  internships  shall  be  abolished 
the  one  in  obstetrics  and  gynecology  be  maintained. 
Dr.  J.  W.  Hurff  from  New  Jersey  requested  the 
House  of  Delegates  to  go  on  record  favoring  a 
rotating  internship  of  at  least  one  year  as  a pre- 
requisite for  any  special  training,  internship  or 
residency. 

The  Reference  Committee  reporting  on  these  two 
resolutions  found  a surprising  unanimity  of  opinion 
in  favor  of  a rotating  internship.  It  recommended 
and  the  House  approved  that  the  Council  on  Medi- 
cal Education  and  Hospitals  be  requested  to  increase 
its  efforts  to  encourage  rotating  internships  rather 
than  straight  internships  in  all  hospitals  approved 
for  the  latter,  and  that  a report  of  the  result  of  this 
effort  be  submitted  annually. 

SALK  VACCINE 

Two  delegates  from  Colorado  introduced  a 
resolution  calling  for  the  withdrawal  of  the  federal 
government  from  the  purchase  of  Salk  antipolio- 
myelitis  vaccine,  except  for  “those  amounts  needed 


by  the  Public  1 lealth  Service  for  essential  public 
health  needs  and  for  distribution  to  the  indigent 
population  of  the  nation.”  This  resolution  w as  ap- 
proved by  the  Reference  Committee  and  adopted  by 
the  House. 

SCHOLARSHIP  AID 

The  Student  Medical  Association  has  established 
a fund  for  the  purpose  of  making  possible  loans  to 
needy  medical  students.  In  a resolution  introduced 
by  Edward  J.  McCormick  for  the  Ohio  State  Medi- 
cal Association  the  House  of  Delegates  was  asked  to 
authorize  the  Board  of  Trustees  to  establish  a rotat- 
ing fund  from  which  money  could  be  loaned  to 
actual  or  prospective  medical  students.  Because  the 
Reference  Committee  believed  there  was  a need  for 
this  added  fund  it  approved  the  resolution  and  the 
House  adopted  it.  The  action  carries  with  it  the 
appointment  of  a screening  committee  by  the  Board 
of  Trustees  to  review  and  act  upon  applications  for 
and  under  the  provisions  of  this  fund. 

USE  OF  RADIUM  AND  RADIOACTIVE  ISOTOPES 

Dr.  Carl  A.  Lincke  of  Ohio  introduced  a resolu- 
tion into  the  House  of  Delegates  which  provoked 
considerable  heated  discussion  and  was  finally  re- 
ferred to  a committee  for  further  study.  This 
resolution  arose  from  one  adopted  in  the  June,  1951 
session  of  the  House  when  it  was  voted  that  the  use 
of  radium  and  radioactive  isotopes  were  to  be  under 
the  supervision  of  one  certified  in  radiology  or 
therapeutic  radiology. 

The  present  resolution  would  rescind  this  previous 
action  of  the  House  in  order  “to  remove  any  barrier 
which  may  now  exist  to  the  use  of  radium  or  radio- 
active isotopes  by  any  physician  consonant  with  the 
practices  established  among  his  fellow  physicians  of 
his  community.” 

SERVICE  MEMBERSHIP  FOR  RESERVE  OFFICERS 

Following  a resolution  from  the  Section  on  Mili- 
tary Medicine  to  provide  for  AMA  membership  for 
commissioned  medical  officers  of  the  various  reserve 
corps,  the  House  voted  to  authorize  the  Secretary 
and  General  Manager  of  the  AMA  to  meet  with 
representatives  designated  by  the  Surgeons  Generals 
of  the  Army,  Navy,  and  Air  Force  to  study  and 
make  recommendations  on  this  subject  to  the  House 
of  Delegates  at  the  1956  Clinical  Session. 

AMA  DUES 

There  was  evidence  in  two  resolutions  submitted 
to  the  House  of  Delegates  that  some  opposition 
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exists  to  a raise  in  AMA  dues.  The  report  by  the 
chairman  of  the  Board  of  Trustees  as  approved  by 
the  House  at  the  Chicago  session  is  as  follows: 

In  view  of  the  fact  that  income  was  in  excess  of 
expense  for  1995,  the  Finance  Committee  feels  that 
it  cannot  recommend  that  an  increase  in  dues  be 
proposed  to  the  House  of  Delegates  at  this  time. 
However,  because  of  the  increased  activities  being 
undertaken  by  the  Association’s  councils,  com- 
mittees and  departments,  it  is  getting  more  and  more 
difficult  to  balance  the  budget  and  a probable  in- 
crease in  dues  must  be  faced.  If  the  activities  of  the 
Association  continue  to  expand  over  those  of  the 
past  year,  as  all  trends  indicate,  either  the  AMA 
activities  will  have  to  be  curtailed  or  the  State 
associations  must  undertake  more  of  these  respon- 
sibilities. 

The  Finance  Committee  recommends  that  the 
following  action  taken  by  tbe  House  of  Delegates 
in  June,  1955  be  reiterated: 

“Your  Reference  Committee  (on  Reports  of 
Board  of  Trustees  and  Secretary)  is  in  hearty  accord 
with  the  suggestion  to  the  House  in  this  and  future 
sessions  that  each  Delegate  seriously  consider  organi- 
zational, financial  and  personnel  problems  involved 
when  they  recommend  that  a new  council  or  study 
committee  be  formed  for  this  or  that  activity.” 

ADVERTISI NG  STANDARDS 

A resolution  was  introduced  from  California 
requesting  the  American  Medical  Association  to 
recommend  that  county  and  state  medical  societies 
adopt  advertising  rules  which  are  based  on  high 
standards  of  quality  of  product  and  proven  accuracy 
of  advertising.  T his  resolution  has  arisen  because 
of  the  recent  discontinuance  of  the  AMA  Councils 
Seals  of  Approval.  The  House  adopted  this  resolu- 
tion. 

PRINCIPLES  OF  MEDICAL  ETHICS 

I he  Principles  of  Medical  Ethics  have  been  re- 
written in  a much  shorter  and  more  concise  form. 
I hese  were  presented  to  the  House  and  by  vote  laid 
over  for  final  disposition  at  the  next  session  in 
November.  These  rewritten  Principles  will  be  pub- 
lished in  full  in  a subsequent  issue  of  the  Journal. 

NATIONAL  CIVIL  DEFENSE 

The  House  approved  the  continuing  study  by  the 
Council  on  National  Defense  preparatory  to  the 
implementation  of  a plan  and  organization  by  which 
the  medical  profession  can  be  mobilized  to  meet 


the  current  and  future  need  for  an  adequate  national 
medical  civil  defense  preparedness  plan.  This  pro- 
posed plan  includes  (1)  assisting  State  medical 
societies  in  promoting  and  developing  active  pro- 
grams for  emergency  medical  services,  (2)  the 
obtaining  of  information  on  the  emergency  care  of 
casualties  by  specialty  groups,  (3)  acting  as  a liaison 
with  these  groups  to  aid  them  in  defining  their  role 
so  that  a comprehensive  emergency  medical  service 
program  can  be  realized,  and  (4)  defining  and  inte- 
grating the  special  medical  training  for  allied  medi- 
cal and  health  groups. 

d he  establishment  of  a Department  of  Civil  De- 
fense Disaster  Control  in  the  Department  of  Defense 
of  the  United  States,  having  coequal  status  with  the 
Departments  of  Army,  Navy,  and  Air  Force  was 
contained  in  a resolution  introduced  by  the  New 
Jersey  delegation.  Although  the  Reference  Com- 
mittee favored  the  broad  objective,  it  did  not  ap- 
prove the  resolution  because  of  legislation  pending 
before  Congress  which,  if  enacted,  would  increase 
the  status  and  strengthen  the  program.  The  House 
voted  not  to  approve  this  resolution. 

EVALUATION  SERVICE  FOR  FOREIGN  MEDICAL  GRADUATES 

The  Council  on  Medical  Education  and  Hospitals 
has  proposed  an  organization  entitled  “Evaluation 
Service  for  Foreign  Medical  Graduates”  as  a non- 
profit corporation  to  administer  a program  designed 
to  evaluate  the  qualifications  of  foreign  physicians 
on  an  individual  basis.  Heretofore  this  evaluation 
has  been  effected  insofar  as  possible  on  the  basis  of 
the  standing  of  the  medical  schools  from  which 
these  physicians  have  been  graduated,  but  since  the 
last  war  this  has  become  increasingly  difficult.  The 
service  will  originate  in  the  foreign  country  of  the 
medical  graduate.  The  House  approved  such  a 
service. 

LECTURES  ON  MEDICAL  ETHICS 

A resolution  was  submitted  from  California 
urging  the  AMA  to  request  each  medical  school  to 
assign  a member  of  the  clinical  faculty  to  give  at 
least  three  hours  of  formal  lectures  on  medical 
ethics,  professional  conduct  and  manners  each  year 
to  members  of  the  senior  class. 

I he  Reference  Committee  on  this  resolution 
ascertained  that  such  lectures  are  now  given  in  all 
but  six  of  the  four  year  schools  and  in  three  of  the 
schools  of  basic  medical  sciences.  It  was  also  learned 
that  the  Student  Medical  Association  appreciates 
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these  lectures.  For  these  and  other  reasons  the 
resolution  was  adopted  hv  the  House. 

VETERINARY  CORPS 

The  Secretary  of  Defense  has  initiated  action 
which  in  effect  would  abolish  the  Veterinary  Corps 
of  the  Army  and  Air  Force.  Because  this  Corps  has 
made  and  continues  to  make  valuable  contributions 
to  medical  science  of  both  military  and  civilian 
significance,  because  its  work  is  so  vital  in  protecting 
the  health  of  the  troops  from  food-borne  and  animal 
diseases  and  is  responsible  for  all  food  inspection  for 
the  Armed  Forces,  and  because  its  elimination  would 
necessitate  the  utilization  of  more  physicians  in  the 
Armed  Forces,  the  House  of  Delegates  went  on 
record  as  opposing  such  a move  on  the  part  of  the 
Secretary  of  Defense. 

MISCELLANEOUS 

It  was  voted  that  the  AMA  “augment  its  efforts 
to  stimulate  new  memberships  in  the  AMA  by  an 
increased,  determined,  cooperative  effort  with  the 
various  county  and  state  medical  associations.” 

The  Council  on  Medical  Service  and  the  Council 
on  Industrial  Health  of  the  AMA  were  directed  to 
reconsider  the  “Guiding  Principles  for  Evaluating 
Management  and  Union  Health  Centers”  through 
their  joint  Committee  on  Medical  Care  for  Industrial 
Workers  with  the  purpose  of  making  them  conform 
to  the  Principles  of  Medical  Ethics. 

The  House  of  Delegates  approved  a progress  re- 
port submitted  bv  the  Commission  of  Medical  Care 
Plans. 

The  various  state  and  county  medical  associations, 
assisted  by  the  AMA  Board  of  Trustees,  were  urged 
to  cooperate  with  the  Department  of  Defense  in 
providing  medical  services  to  the  dependents  of  men 
in  the  Armed  Forces  as  provided  under  Public  Law 
569  recently  signed  by  the  President  of  the  United 
States. 

The  Sears  Roebuck  Foundation  was  commended 
for  its  aid  to  medicine  and  to  medical  practitioners. 

A “Physicians  Health  Checkup  Week”  was  advo- 
cated by  a resolution  introduced  into  the  House  of 
Delegates.  This  was  approved  on  a local,  not  a 
national  level. 

The  Council  on  Industrial  Health  and  the  Board 
of  Trustees  urged  the  agencies  now  compiling  vital 
and  health  statistics  on  the  morbidity  and  mortality 
of  neoplastic  diseases  to  continue  and  expand  their 
activities  in  this  field  as  a major  and  important  con- 


tribution to  the  control  of  cancer.  In  this  the  1 louse 
concurred. 

further  impetus  to  the  program  of  automobile 
safety  was  given  by  a resolution  introduced  from 
Georgia  and  approved  requesting  more  action  by 
the  AMA  and  the  constituent  state  medical  associa- 
tions. 

A resolution  to  introduce  nonscientifie  subjects 
into  the  programs  of  the  Scientific  Assembly  of  the 
AMA  was  not  approved.  Likewise  a resolution  from 
New  \ ork  to  disapprove  the  “one-quarter  rule”  for 
internships  was  throw  n out. 

I he  New  ^ ork  delegation  also  introduced  a 
resolution  calling  for  stimulation  in  the  creation  of 
more  schools  of  inhalation  therapy  in  this  country. 
This  was  referred  to  the  Council  on  Medical  Educa- 
tion and  Hospitals  for  further  study. 

THE  EXHIBITS  AND  SCIENTIFIC  PROGRAM 

With  the  temperature  over  90  F and  hitting  97 
on  two  successive  days  the  exhibits  at  the  Navy 
Pier  were  not  very  attractive.  Without  any  mechan- 
ism for  air  condition  these  halls  on  the  pier  are  about 
as  poor  a place  in  which  to  spend  several  hours  in 
visual  and  auditory  education  as  can  be  conceived. 
It  is  to  be  hoped  that  before  the  American  Medical 
Association  meets  again  in  Chicago  in  i960  some 
better  f a c i 1 i tv  will  be  made  available. 

I he  sessions  of  the  Scientific  Program  were  dis- 
tributed among  the  hotels  with  the  general  meetings 
held  on  the  Navy  Pier.  Connecticut  was  well  repre- 
sented in  the  scientific  sessions.  John  R.  Paul  of  New 
Haven  addressed  one  of  the  general  scientific  ses- 
sions on  “Indications  for  Vaccination  in  Poliomye- 
litis Based  on  Antibody  Reactions.”  Nicholas  M. 
Greene  of  New  Haven  spoke  before  the  Section  on 
Anesthesiology  on  “Anesthetic  Management  of 
Patients  With  Respiratory  Disease”  and  William  K. 
Bannister  of  Hartford  before  the  same  Section  on 
“Controlled  Respiration  During  Cesarean  Section.” 
John  McL.  Morris  of  New  Haven  addressed  the 
Panel  on  Sexual  Aberration  in  the  Female  of  the 
Section  on  Obstetrics  and  Gynecology  on  “Inter- 
sexuality.” John  Donnelly  of  Hartford  opened  the 
discussion  on  “Mental  Reaction  to  Trauma  and 
Hospitalization  in  the  Aged”  in  the  joint  meeting 
of  the  Section  on  Orthopedic  Surgery  and  the  Sec- 
tion on  Physical  Medicine.  Gustaf  E.  Lindskog  of 
N ew  Haven  spoke  on  “Substernal  Goiter:  Differen- 
tial Diagnosis,  Pathology,  and  Treatment”  at  the 
Section  on  Surgery.  Charles  Sheard,  Jr.,  of  Stamford 
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was  one  of  the  co-authors  of  the  paper  on  “Some 
Features  Pertaining  to  Dermatomyositis  and  the 
Incidence  of  Associated  Malignancy”  presented  at 
the  Section  on  Dermatology.  Oliver  L.  Stringfield 
of  Stamford  is  a member  of  the  Executive  Com- 
mittee of  the  Section  on  Pediatrics. 

Ihe  only  exhibit  sponsored  by  Connecticut 
physicians  was  one  on  Physiological  Treatment  of 
Asphyxia  Neonatorum”  by  William  K.  Bannister 
and  David  M.  Little  of  Hartford.  This  exhibit  re- 
ceived Honorable  Mention  in  the  awards  to  the  Sec- 
tion on  Anesthesiology. 

ART  EXHIBIT 

Unlike  many  previous  years,  this  year  but  one 
physician  from  Connecticut,  John  M.  Freiheit  of 
Waterbury,  entered  the  Art  Exhibit.  Two  oil  por- 
traits by  Dr.  Freiheit  were  exhibited,  “James  J. 
Curtin”  and  “Irene  H.  Fitzgerald.”  The  entire  ex- 
hibit appeared  smaller  than  usual  and  many  familiar 
names  were  missing  from  the  list  of  exhibitors. 

Au  revoir  till  Seattle! 


Connecticut  Regional  Blood  Program 

The  processing  of  all  blood  collected  on  mobile 
units  throughout  the  State  is  done  in  the  Center 
laboratorv  at  45  Retreat  Avenue,  Hartford.  All 
blood  collected  during  any  one  day  is  returned  to 
the  Center  that  evening  and  processing  commences 
immediately. 

All  blood  is  collected  into  bottles  with  two  pilot 
tubes,  the  one  being  securely  tied  to  the  bottle  by 
plastic  tape  and  the  other  attached  to  the  bottle  by  a 
rubber  band.  The  securely  affixed  pilot  tube  remains 
on  the  bottle  and  is  for  the  use  of  the  hospitals  for 
such  further  typing  and  crossmatching  as  may  be 
needed.  The  other  pilot  tube  is  used  by  the  Center 
laboratory. 

The  night  technician  commences  each  evening  at 
6 o’clock  to  perform  the  VDRL  slide  test  on  all 
blood  collected.  The  next  day  the  full  laboratory 
force  perform  the  following  tests:  ABO  system 
typing,  using  the  cells  of  the  donor  versus  known 
commercial  serum;  back-typing,  using  the  serum  of 
the  donor  against  known  A and  B cells.  Testing  for 
the  Rh  factor  is  performed  routinely  as  follows.  All 
blood  is  tested  for  the  Rh  factor  D.  If  this  test  is 


found  to  be  negative,  this  factor  is  again  rechecked 
with  a different  commercial  serum.  A test  for  CD 
is  then  performed  on  all  blood,  and,  if  C positive  D 
negative  blood  is  found,  an  indirect  Coombs  test  is 
done  to  determine  whether  the  blood  is  actually  a 
Du.  All  O blood  is  titered  1 to  200  dilution  to  separ- 
ate in  a somewhat  indefinite  way  those  bloods  which 
may  be  dangerous  if  given  to  other  tvpes  due  to 


the  high  titer  of  agglutinins. 

JULY  I,  1955 
THROUGH 
MAY  MAY  3 I , 

DONORS  1956  1956 

Donors  accepted  9,413  83,683 

Donors  rejected  1,035  9-889 


Donors  registered  10,448  93,572 

BLOOD  ISSUED  TO  HOSPITALS 

To  Connecticut  hospitals  from  center 7,513  66,680 

Blood  collected  by  hospitals 542  9,240 

To  out  of  State  hospitals 195  1,968 


8,250  77,888 

PROCESSING  AT  CENTER 


Processed  into  fresh  frozen  plasma 86  846 

Processed  into  packed  cells 5 56 

Processed  into  liquid  plasma 1 ,795  11,395 


1,886  12,297 

Discarded — unfit  and  broken 62  472 


Grand  Total — distribution  of  blood 10,198  90,657 

Blood  returned  to  center  for  processing 
into  plasma  and  fractions 1,400  8,885 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 50  461 

Frozen  plasma  (125  cc.) 282  1,495 

Dried  plasma  28  28 

Serum  albumin  (100  cc.) 207  1,668 

Serum  albumin  (20  cc.) o 47 

Immune  serum  globulin  (2  cc.) o 125 

Packed  red  cells 5 ^<5 


Connecticut  Hospital  Association  Receives 
Grant 

The  U.  S.  Public  Health  Service  has  awarded  to 
the  Connecticut  Hospital  Association  a grant  to 
demonstrate  the  value  of  supplying  member  hos- 
pitals with  the  continuous  service  of  consultants 
in  the  fields  of  personnel  and  dietary  administra- 
tion. 
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Cost  and  Eligibility  Under  Dependent  Care 
Program 

The  new  military  dependent  medical  care  plan 
Public  Law  957  signed  by  President  June  7,  1956 
makes  medical  care  a statutory  right,  defines  de- 
pendents, and  provides  uniform  benefits  for  Army, 
Navy,  Air  Force,  Marine  Corps,  Coast  Guard,  and 
Commissioned  Corps  of  Coast  and  Geodetic  Survey 
and  U.  S.  Public  Health  Service.  This  protection  for 
dependents  is  designed  to  make  military  careers  more 
attractive  and  thus  help  to  reduce  personnel  turn- 
over. 

All  dependents  may  be  treated  in  military  facilities 
“subject  to  availability  of  space,  facilities,  and  capa- 
bilities of  staff,”  with  the  medical  officer  in  charge 
making  the  conclusive  determination  as  to  whether 
the  particular  facility  is  able  to  handle  the  particular 
dependent. 

Only  spouses  and  children  of  active  duty  person- 
nel are  eligible  for  medical  care  from  private  physi- 
cians and  in  private  facilities  “under  such  insurance, 
medical  service  or  health  plan  or  plans"  as  the  Secre- 
tary of  Defense  may  contract  for,  after  consulting 
Secretary  of  Health,  Education,  and  Welfare. 

Freedom  of  choice  for  spouses  and  children  be- 
tween military  and  private  facilities  is  restricted  by 
the  following  provision:  The  Secretary  of  Defense 
may  limit  or  prohibit  the  use  of  private  facilities  in 
any  area  where  in  his  opinion  military  facilities  are 
adequate  to  care  for  the  service  families. 

Other  beneficiaries,  all  restricted  to  care  in  mili- 
tary facilities  on  a “space  available"  basis,  include 
parents  and  parents-in-law  residing  in  the  home  of 
the  service  member  and  for  whom  he  pays  at  least 
half  the  support,  retired  members  and  dependents 
and  dependents  of  persons  who  died  while  on  active 
duty  or  retired.  Limitation:  Regardless  of  age,  non- 
career retired  reserves  (Title  III)  with  less  than 
eight  years’  active  service  and  dependents  not 
eligible. 

Charges  to  dependents:  While  in  military  facil- 
ities, dependents  will  pay  subsistence  and  inhospital 
charges  (currently  totaling  $1.75  per  day);  as  a 
restraint  on  excessive  demands,  “uniform,  minimal” 
charges  may  be  made  for  outpatient  care  in  military 
facilities.  In  private  facilities,  the  charges  will  be  at 


the  same  rate  or  the  first  $25,  whichever  is  the  lar- 
ger. All  other  medical  care  costs  will  be  met  by  the 
federal  government,  through  absorption  of  charges 
in  military  facilities  and  payment  for  insurance  or 
other  costs  in  private  facilities.  The  Bureau  of  the 
Budget  has  approved  $76  million  to  meet  the  first 
year’s  costs  of  private  care;  no  estimate  has  been 
announced  of  the  cost  of  the  program  in  military 
facilities.  1 he  Secretary  of  Defense  will  establish 
the  subsistence  and  inhospital  charges,  described  in 
the  bill  as  “fair  charges.” 

Administration:  Secretary  of  Defense  to  admin- 
ister for  Army,  Navy,  Air  Force,  and  Marine  Corps 
and  Coast  Guard  when  it  is  a part  of  the  Navy; 
Secretary  of  Health,  Education,  and  Welfare  to 
administer  for  Coast  and  Geodetic  Survey  and  Pub- 
lic Health  Service,  and  the  Coast  Guard  when  not  a 
part  of  the  Navy.  In  writing  regulations,  etc.,  except 
those  applying  only  to  the  military,  the  Secretary 
of  Defense  required  to  consult  the  Secretary  of 
Health,  Education,  and  Welfare.  Secretary  of  De- 
fense authorized  to  set  up  advisory  committees  on 
insurance,  medical  service,  and  health  plans. 

Senate  Committee  Adds  Earmarked  Medical 
Payments  to  HR7225 

Medical  payments  as  a separate  category  under 
public  assistance,  with  the  States  getting  up  to  $4 
of  U.  S.  money  per  month  for  adults  and  $2  for 
children,  have  been  incorporated  into  the  social 
security  bill,  HR7225,  by  the  Senate  Finance  Com- 
mittee. Funds  would  have  to  be  matched  50-50  by 
the  States.  The  action  came  May  23  as  the  Com- 
mittee planned  one  final  meeting  to  review  language 
in  the  bill.  As  it  heads  for  the  Senate  floor,  the 
measure  has  been  stripped  of  the  controversial  dis- 
ability cash  payments  plan  voted  last  session  by  the 
House. 

Several  bills  on  earmarked  medical  payments  for 
public  assistance  recipients  are  pending  in  the  Senate 
Committee  as  well  as  the  House  Ways  and  Means 
Committee.  Their  formula  is  $6  per  adult  and  $3 
per  child. 

The  Committee’s  final  version  also  authorizes 
funds  for  training  grants  for  public  welfare  per- 
sonnel, lowers  the  retirement  age  for  widows  from 
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6^  to  62  and  brings  about  250,000  more  persons, 
including  lawyers  and  dentists,  under  social  secur- 
ity. By  dropping  out  disability  payments  and  re- 
stricting payments  at  age  62  to  widows,  the  Com- 
mittee was  able  to  eliminate  a scheduled  increase  in 
social  security  taxes,  needed  to  finance  these  pro- 
posals. 

Senate  Group  Approves  "Little”  Omnibus 
Bill;  Other  Actions 

Drawing  on  three  titles  of  the  administration’s 
omnibus  health  bill  of  last  year,  a health  subcom- 
mittee has  drafted  and  the  full  Senate  Labor  Com- 
mittee has  endorsed  a five  point  health  measure. 
This  bill  passed  the  Senate  on  June  1 1 with  only 
minor  debate.  The  bill  authorizes  the  following: 

1.  Traineeships  for  graduate  or  specialized  train- 
ing in  public  health  for  physicians,  engineers,  nurses 
and  other  professional  public  health  personnel. 

2.  Traineeships  for  nurses  to  teach  or  to  serve  in 
administrative  or  supervisory  jobs. 

3.  Grants  to  States  for  practical  nurses  and  other 
auxiliary  personnel  under  the  LT.  S.  Office  of  Edu- 
cation. 

4.  State  grants  for  personnel  training  and  research 
projects  in  improving  mental  health  techniques. 

5.  Extension  for  two  years  beyond  July  1,  1957 
of  the  Hill-Burton  hospital-clinic  building  program. 

Only  in  point  3,  practical  nurse  training,  does  the 
bill  specify  a sum— $5  million  a year  over  a five-vear 
period.  In  connection  with  the  mental  health  grants 
title  in  the  bill,  a similar  measure  (HR9048)  has  been 
approved  by  the  House  Interstate  Committee  and 
is  awaiting  House  floor  action.  Proponents  of  Hill- 
Burton  extension  point  out  that  because  of  the  long 
range  planning  required  under  this  program,  it  is 
necessary  that  any  extension  be  made  at  least  a year 
in  advance  of  expiration  of  the  act.  Other  Con- 
gressional action  during  the  period. 

COX  I XI I SS I ON  I N G OSTEOPATHS 

1 he  Senate  on  May  2 1 approved  an  amended 
version  of  the  House-passed  bill,  HR483.  In  pre- 
senting the  bill  for  the  Senate  Armed  Services  Com- 
mittee, Senator  Symington  (D— Missouri)  stressed 
that  commissioning  authority  was  entirely  permis- 
sive and  would  leave  up  to  the  three  surgeons  gen- 
eral the  services'  degree  of  participation.  This  was 
not  in  the  House  version,  so  differences  will  have  to 
be  worked  out  in  conference. 


RECORD  BREAKING  MEDICAL  RESEARCH  FUNDS  BILL 

In  an  all-out  drive  to  enlarge  federal  activity  in 
medical  research,  the  Senate  has  approved  a bill  call- 
ing for  an  87  per  cent  increase  in  appropriations  to 
the  National  Institutes  of  Health.  The  total— $184.4 
million— also  is  a 45  per  cent  increase  over  recom- 
mendations of  the  Eisenhower  administration  (Bud- 
get Bureau)  and  a 36  per  cent  boost  over  the  total 
approved  earlier  by  the  House.  Differences  between 
Senate  and  House  figures  will  be  resolved  in  confer- 
ence committee. 

Another  part  of  the  Senate  bill  restores  $19  million 
the  House  had  deleted  from  appropriations  for  the 
Hill-Burton  hospital  construction  program,  leaving 
the  total  the  same  as  recommended  by  the  Budget 
Bureau,  $130  million.  The  House  cut  the  $19  million 
from  appropriations  for  the  new  part  of  the  pro- 
gram-rehabilitation centers,  clinics,  nursing  homes 
and  chronic  disease  hospitals— but  the  Senate  added 
it  to  the  regular  H-B  program. 

VOTES  MEDICAL  LIBRARY 

National  Library  of  Medicine.  The  Senate  on 
June  11  passed  and  sent  to  the  House  S3430,  the 
Hill-Kennedy  bill  for  reconstituting  the  Armed 
Forces  Medical  Library  as  the  National  Library  of 
Medicine  and  placing  it  in  the  U.  S.  Public  Health 
Service.  Voted  down  was  an  amendment  by  Sena- 
tors Douglas  and  Dirksen  of  Illinois  w hich  would 
put  the  library  in  Chicago.  One  amendment  was 
made:  adding  hospital  administration  to  the  various 
fields  to  be  represented  among  the  10  men  to  be 
named  bv  the  President  to  the  15  man  board  of 
regents.  The  same  day  the  House  Interstate  sub- 
committee on  health  heard  five  witnesses  on  a similar 
bill.  Chairman  Priest’s  HR  1 1524,  then  approved  the 
bill.  All  favored  placing  the  library  under  PHS 
administration  and  locating  it  in  Washington. 

Barbiturates  Control  Bills  Introduced  in 
House 

Two  members  of  the  House  Ways  and  Means 
Committee,  Reps.  Boggs  (D— Louisiana)  and  Byrnes 
(R— Wisconsin),  have  introduced  identical  bills 
placing  barbiturates  and  amphetamines  under  strict 
federal  control.  Manufacture  and  possession  of  the 
drugs  would  be  forbidden  under  food  and  drug  act 
penalties  except  for  pharmaceutical  houses,  pharma- 
cists, hospitals,  physicians  and  persons  under  a doc- 
tor's care.  1 he  bills  also  require  record  keeping  by 
various  groups  making,  selling  and  handling  the 
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drugs,  with  the  exception  of  physicians  “in  the 
course  of  their  professional  practice.” 

1 he  two  members  also  introduced  tw  in  measures 
for  stifFer  penalties  for  peddlers  and  smugglers  of 
narcotics  hut  they  stopped  short  of  the  permissive 
death  penalty  for  third-time  peddlers  of  heroin 
proposed  by  Senator  Daniel  (D— Texas)  in  S3730. 
The  latter  hill  is  scheduled  to  he  acted  on  this 
coming  week  by  the  full  Judiciary  Committee.  The 
House  bills  (HR11106  through  1 1 109)  were  intro- 
duced May  9,  a day  following  the  Boggs  subcom- 
mittee report  on  narcotics. 

Because  the  two  barbiturates  bills  would  amend 
the  Food  and  Drug  Act,  they  have  been  referred  to 
the  House  Interstate  Committee.  T he  narcotics  bills 
went  to  Ways  and  Means  Committee. 

Medical  Gains  Sought  for  Overseas 
Workers 

Congressional  apathy  toward  Administration  plan 
for  major  medical  expense  insurance  as  a Federal 
employees’  fringe  benefit  has  consigned  it  to  a 
pigeonhole.  On  the  other  hand,  a favorable  recep- 
tion is  in  prospect  for  the  President’s  legislative 
proposal  to  increase  medical  care  and  hospitalization 
benefits  for  government  workers  (including  de- 
pendents) overseas— if  and  when  the  enabling  bill  is 
submitted.  It  has  been  nearly  iH  months  since  Mr. 
Eisenhower  informed  Congress  that  health  care 
reforms  for  these  people  are  needed  but  his  official 
family  is  still  working  out  the  details. 

FTC  Reaffirms  Its  Rule  Over  Health 
Insurance 

In  another  3-2  decision  Federal  Trade  Commission 
has  reaffirmed  its  jurisdiction  over  interstate  adver- 
tising of  health  and  accident  insurance.  In  case  in- 
volving Federal  Life  and  Casualty  Co.,  of  Battle 
Creek,  Michigan,  FTC  has  reversed  the  hearing 
examiner  who  held  that  commission’s  authority  was 
limited  to  States  that  do  not  regulate  insurance 
business  practices.  The  two  commission  members  in 
dissent.  Chairman  John  W.  Gwynne  and  Lowell  B. 
Mason,  also  were  the  minority  in  recent  decision 
against  American  Hospital  and  Life  Insurance  Co., 
of  San  Antonio. 

EfFect  of  FTC’s  latest  decision  is  to  return  case  to 
hearing  examiner  with  instructions  to  proceed  on 
basis  that  Federal  government’s  authority  to  regu- 


late insurance  advertising  is  unaffected  by  such 
interstate  laws  or  regulations  that  may  exist. 

WHO  Assembly  Reinstates  Russia,  Reduces 
Her  Bill 

Under  terms  of  a compromise  resolution,  Russia 
and  eight  satellite  countries  can  resume  active  mem- 
bership in  the  World  Health  Organization  by  the 
settlement  of  their  overdue  assessments.  The  ninth 
World  Health  Assembly  meeting  in  Geneva  voted 
51  to  o (with  5 abstentions)  to  restore  the  rights  and 
obligations  of  active  membership  provided  con- 
tributions are  paid  in  full  for  the  years  when  these 
members  participated  actively  in  the  work  of  WHO, 
and  5 per  cent  of  the  amount  assessed  during  in- 
active years.  Complete  payment  is  due  within  10 
years.  Between  1949  and  1950  the  nine  countries 
withdrew  from  participation  in  the  WHO  and  were 
listed  as  “inactive.”  T he  WHO  Constitution  does 
not  provide  for  withdrawal  from  the  organization. 

Other  membership  action  at  the  Health  Assembly 
granted  full  privileges  to  Morocco,  Tunisia  and  the 
Sudan,  formerly  associate  members;  the  Gold  Coast, 
Federation  of  Nigeria  and  Sierra  Leone  were  given 
associate  status. 

VA  Starts  Study  on  Use  of  Tranquilizing 
Drugs 

Veterans  Administration  is  about  to  start  a large 
scale  cooperative  investigation  of  the  value  and 
usage  of  the  new  tranquilizing  drugs  in  mental  ill- 
ness. The  first  objective  will  be  to  determine  the 
value  of  the  different  drugs  now  in  use,  then  re- 
search will  be  instituted  to  learn  proper  dosage  for 
different  types  of  patients,  how  long  administration 
should  continue,  and  similar  questions.  Resources  of 
the  National  Research  Council  as  well  as  YA  will 
be  used.  Dr.  S.  T.  Ginsberg,  chief  of  the  psychiatry 
division  in  the  YA  central  office  in  Washington, 
heads  an  executive  committee  to  direct  the  investi- 
gation. 

Army  Announces  New  Vaccine 

T he  Army  announces  the  successful  trial  of  a new- 
respiratory  disease  vaccine  which  has  reduced  the 
incidence  of  hospitalized  cases  of  respiratory  disease 
among  recruits  by  more  than  Ho  per  cent.  T he  new- 
vaccine,  which  reaches  its  maximum  effectiveness 
within  a week  after  administration,  was  developed 
and  prepared  at  the  Walter  Reed  Army  Institute  of 
Research  in  Washington. 
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This  brochure  tells  the  dramatic  story  of 
health  progress — a 50  per  cent  reduction 


HEALTH 


TODAY 


in  the  general  death  rate,  an  increase  of  2 1 years  in  life  expectancy  at  birth  and 
other  important  contributions  made  possible  by  medical  advances. 

This  AMA  publication  and  two  others  which  contain  useful  health  information 
are  available  in  quantity,  without  charge.  They  may  be  used  as  mail  enclosures, 
reception  room  information  pieces  and  for  community  meetings. 

The  full  series  or  individual  leaflets  may  be  obtained  by  filling  out  and  mailing  the 
order  blank  on  this  page. 
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Survey  Indicates  Most  Americans  Neglect 
Physical  Examinations 

Most  Americans  endorse  the  idea  of  annual  physi- 
cal examinations  but  few  of  them  follow  their  own 
advice.  This  was  disclosed  in  a special  report  pre- 
pared as  part  of  the  June  17  program  of  the  national 
television  series,  “March  of  Medicine.” 

The  program  emanated  from  the  Chicago  con- 
vention of  the  American  Medical  Association  and 
featured  a demonstration  of  the  latest  surgical  tech- 
nique for  removing  a cataract. 

The  report  on  the  American  public’s  apparent 
disregard  of  available  medical  services  was  based 
on  a survey  conducted  bv  the  National  Opinion 
Research  Center  in  cooperation  with  the  Health 
Information  Foundation.  The  survey  disclosed  that 
80  per  cent  of  the  persons  interviewed  endorsed  the 
idea  of  an  annual  physical  check-up,  but  only  29 
per  cent  of  this  group  claimed  they  followed 
through  with  such  a program.  The  report  criticized 
the  finding  as  evidence  of  widespread  negligence 
and  a serious  deterrent  to  the  effectiveness  of  pre- 
ventive medicine. 

The  surgical  demonstration  was  presented  bv  Dr. 
Harold  Sheie,  secretary  of  ophthalmology  of  the 
American  Medical  Association  and  professsor  of 
ophthalmology  at  the  University  of  Pennsylvania 
School  of  Medicine.  The  purpose  of  the  sequence 
was  to  illustrate  that  blindness  due  to  cataract  on 
the  lens  of  an  eye  need  not  result  in  permanent 
damage. 

The  March  of  Medicine  series  was  initiated  more 
than  three  years  ago  and  is  produced  and  sponsored 
bv  Smith,  Kline  and  French  Laboratories  in  coop- 
eration with  the  American  Medical  Association. 

Newspaper  Column  Illustrates  Reader 
Interest  in  Health  Matters 

A recent  report  by  Dr.  Theodore  Van  Dellen, 
conductor  of  the  “How  to  Keep  Well"  column 


which  appears  daily  in  the  Chicago  Tribune  illus- 
trates the  popularity  of  health  information. 

During  the  first  three  months  of  this  year  Dr. 
V an  Dellen  received  more  than  54,000  letters  from 
readers  of  his  health  column.  During  the  month  of 
February  correspondence  reached  14,321  letters  as 
compared  with  9,888  letters  in  February  of  1955. 

About  one  third  of  the  letters,  he  reported, 
required  personal  answers.  The  health  column  is 
rated  one  of  the  most  popular  of  the  2 1 similar 
columns  that  are  syndicated  to  newspapers  in  all 
parts  of  the  country. 

Dr.  Van  Dellen  has  conducted  his  column  for 
eleven  years.  He  is  assistant  dean  and  associate  pro- 
fessor of  medicine  at  Northwestern  Medical  School 
and  also  serves  on  committees  of  the  Chicago  Medi- 
cal Society  and  the  Illinois  State  Medical  Society. 

Connecticut  TV  Committee  for  Health 
Education  Announces  New  Series  of 
Telecasts 

The  Connecticut  TV  Committee  for  Health  Edu- 
cation recently  announced  a new  thirteen  week 
series  of  health  education  telecasts. 

The  series,  titled  “Accent  on  Living,”  is  being 
presented  each  Monday  evening  as  a public  service 
from  the  studios  of  WGTH-TV,  Hartford,  7:45  to 
8:00  o’clock. 

The  committee,  now  in  its  third  year  of  activity, 
comprises  representatives  from  eighteen  statewide 
health  organizations.  Moderator  for  the  series  is 
Robert  Wakeley,  New  Haven,  representing  the 
Connecticut  Division  American  Cancer  Society. 
Other  committee  members  are  the  Connecticut  State 
Department  of  Health,  the  Connecticut  State  Medi- 
cal Society,  Connecticut  Hospital  Association  and 
fourteen  statewide  voluntary  health  agencies  and 
four  television  stations. 

The  first  four  programs  in  the  series  were  devoted 
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to  healthful  vacation  planning,  summer  skin  care, 
recreation  and  summer  food  hazards. 

Programs  scheduled  from  July7  9 through  August 
27  will  present  health  problems  of  the  summer 
months.  These  w ill  include  swimming  safety,  camp- 
ing for  the  handicapped,  temperature  control,  acci- 
dent prevention  and  allergies. 

Educational  Film  Continues  Popularity 

The  16  mm.  sound  motion  picture  “Your  Doc- 
tor” was  shown  during  the  month  of  March  to  high 
school  students  in  Norfolk  and  Columbia.  Several 
hundred  students  viewed  the  film  which  was  pro- 
duced by  the  American  Medical  Association  and 
RKO  Radio  Motion  Pictures,  to  portray  the  training 
of  physicians  and  activities  of  medical  associations. 
The  film  is  available  for  showing  before  community 
groups  through  the  offices  of  the  State  Medical 
Society  and  may  be  obtained  without  charge  except 
for  postage. 

New  American  Medical  Association  Radio 
Series 

l ips  on  how  to  keep  cool,  safe  and  healthy  dur- 
ing the  summer  months  are  offered  in  a new  radio 
transcription  series  available  for  sponsorship  by  local 
medical  societies  through  the  American  Medical 
Association’s  Bureau  of  Health  Education. 

Subjects  included  in  the  13  program  series  are: 
keeping  cool,  sunbathing  and  sunburn,  vacation 
health,  hot  weather  meals,  poisonous  weeds  and 
plants,  back  to  nature,  aids  for  keeping  cool,  exer- 
cise and  water  safety,  air  conditioning,  nonpoison- 
ous  insects,  gardening,  poisonous  reptiles  and  insects. 

Dr.  W.  W.  Bolton,  associate  director  of  the 
Bureau,  is  the  medical  authority  in  the  series. 


6,000  Alien  Physicians  Training  in  U.  S. 

More  than  6,000  foreign  physicians  are  in  the 
United  States  this  year  to  complete  their  profes- 
sional training  as  interns  or  residents,  while  more 
than  1,700  Americans  are  studying  at  foreign  medi- 
cal schools. 

A survey  of  foreign  physicians  in  the  U.  S.  was 
made  by  the  Institute  of  International  Education  and 


the  American  Medical  Association.  It  is  reported  in 
the  May  26  Journal  of  the  AM  A by  Dr.  James  E. 
McCormack  and  Arthur  Feraru,  New  York. 

I he  study  showed  that  1,730  Americans  are 
studying  in  26  different  countries.  Switzerland, 
Italy,  Canada,  Netherlands  and  Belgium  each  have 
more  than  100  American  students.  The  University 
of  Bologna  (Italy)  has  the  largest  number,  243 
American  medical  students.  The  next  five  are  the 
University  of  Geneva  (Switzerland),  2 15;  University 
of  Lausanne,  (Switzerland),  159;  McGill  Univer- 
sity (Canada),  159;  University  of  Leiden  (Nether- 
lands), 70,  and  University  of  Heidelberg  (Ger- 
many), 54. 

I he  6,033  foreign  physicians  in  the  LT.  S.  are 
training  in  764  hospitals  listed  as  approved  for  in- 
ternships and  residencies  by  the  AMA’s  council  on 
medical  education  and  hospitals.  This  is  almost  a 
thousand  more  physicians  than  the  5,036  reported 
in  1954-55.  Approximately  47  per  cent  first  came 
here  this  year. 

Of  the  group,  1,859  are  interns  and  4,174  are  resi- 
dents; 86.6  per  cent  are  men  and  13.4  per  cent  are 
women.  I hey  are  distributed  among  all  but  four  of 
the  States,  with  1,535  i'1  New  York.  Only  Idaho, 
Nevada,  New  Mexico,  and  Wyoming  have  no 
foreign  physicians  in  training.  Thirteen  States  re- 
ported more  than  100  aliens. 

I he  visitors  came  from  84  different  countries, 
with  the  Philippine  Islands,  Canada,  Mexico,  Ger- 
many, Turkey  and  Italy  sending  the  greatest  num- 
ber. 

The  number  of  foreign  faculty  members  in  the 
United  States  provides  an  additional  indication  of 
America’s  drawing  power  in  the  field  of  medicine, 
the  authors  said.  Of  the  782  foreign  professors  in 
the  U.  S.  this  year,  192  are  listed  in  the  field  of  medi- 
cine. Only  45  of  the  1,275  American  professors 
abroad  are  in  medicine. 

The  survey  does  not  include  alien  physicians  who 
are  in  the  U.  S.  taking  graduate  courses  or  engaged 
in  research,  immigrant  physicians,  and  Americans 
who  studied  medicine  abroad. 

Dr.  McCormack  is  assistant  vice  president  of 
Presbyterian  Hospital,  New  York,  and  Mr.  Feraru 
is  coordinator  of  the  policy  planning  and  statistical 
research  staff  of  the  Institute  of  International  Edu- 
cation. 
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Shimkin  of  the  National  Cancer  Institute  (C.  A., 
6: 1,  January  1956)  has  told  the  Congress  that  drugs 
developed  during  the  last  thirty-nine  years  have 
not  added  to  the  life  span  of  patients  with  lymphatic 
and  blood  cancers.  He  based  his  observation  on  a 
comparison  of  221  patients  treated  during  1948-1953 
at  his  San  Francisco  Laboratory  of  Experimental 
Oncology  with  other  cases  seen  at  the  University 
of  California  Hospital  between  1915  and  1947.  He 
reported  that  the  mean  duration  of  disease  had  not 
been  altered  appreciably  during  the  thirty-five  year 
period  or  by  the  more  recent  chemotherapeutic 
additions.  Drugs  tested  and  found  wanting,  so  far 
as  increased  longevity  is  concerned,  included  three 
nitrogen  mustards,  TEM,  myleran,  urethane,  Fow- 
ler's solution,  stilbamidine,  pentamidine,  cortisone, 
ACTH,  aminopterin,  amethopterin,  and  combined 
antibiotics;  also  induced  and  spontaneous  infections, 
and  miscellaneous  agents,  gave  negative  results. 

# # * * 

Kratz  and  Bridges,  reporting  on  “Malaria  Control 

in  Turkey”  (Pub.  Health  Reports,  71-4,  pp.  409- 
416),  state  that  malaria  in  Turkey  has  been  reduced 
to  a fraction  of  its  former  incidence.  The  decline 
has  been  greatly  accelerated  by  the  use  of  DDT  in  a 
residual  spray  operation.  There  is  still  danger  of 
localized  sporadic  outbreaks.  Hie  malaria  control 
organization  offers  a nearly  perfect  setup  for  a rigid 
surveillance  program  in  the  years  to  come. 

# # # # 

Blossom  et  al.  make  a report  on  a Clinical  Trial  of 
the  Penn  Test  for  Cancer  (Cal.  Aled.,  84:2,  pp.  79- 
84).  The  Penn  Test  is  a seroflocculation  test  for 
cancer.  The  authors  conclude  that  the  test  should  be 
improved  technologically  before  further  clinical 
evaluations  are  undertaken.  This  trial  provided  no 
evidence  that  the  test  might  be  useful  in  cancer 
detection.  It  is  suggested  that  there  should  be  a 
further  study  of  the  basic  mechanisms  that  bring 
about  the  positive  Penn  reaction. 

• # # * 

“The  Mechanism  of  Abdominal  Pain”  is  interest- 
ingly discussed  by  Bockus  in  the  Journal  Lancet 
(70:2,  pp.  31-37).  T he  author  confessedly  offers 
what  is  at  best  only  a tentative  classification  of 


abdominal  pain  into  (1)  true  visceral  pain,  (2)  re- 
ferred pain,  and  (3)  pain  due  to  peritoneocutaneous 
reflex  of  Morley.  Many  factors  may  lower  the  pain 
threshold,  the  two  chief  ones  mentioned  by  the 
author  being  apprehension  and  anticipation. 

For  a good  many  years  it  was  thought  that  the 
viscera  themselves  were  insensitive  to  pain  and  that 
the  visceral  nerves  contained  no  pain  fibers.  The 
author  points  out  that  it  has  been  shown  that  visceral 
nerves  have  the  same  type  of  nerve  fibers  as  those 
coming  from  the  skin,  though  they  are  fewer  in 
number,  smaller  in  caliber  and  are  not  accustomed 
to  the  type  of  stimuli  which  are  common  to  the 
skin.  Visceral  pain  can  be  caused  by  an  adequate 
stimulus  such  as  distension  or  contracture  of  a 
hollow  viscera.  True  visceral  pain  is  apt  to  be  prolo- 
pathic,  more  in  the  nature  of  an  ache  or  pain.  It 
often  happens  that  a visceral  pain  is  not  well  local- 
ized, but  is  diffuse,  deep,  and  frequently  vaguely 
situated  in  the  midline. 

Referred  pain  is  commonly  sharp  and  epicritic 
and  well  localized.  Its  site  is  apt  to  be  lateral  rather 
than  in  the  midline;  and  Head  zones  of  skin  hyper- 
algesia and  muscle  guarding  in  the  segment  of 
stimulus  may  be  present. 

Pain  due  to  the  peritoneocutaneous  reflex  of 
Morley  result  from  stimuli  originating  within  the 
abdomen;  the  sympathetic  fibers  do  not  participate. 
This  is  a type  of  abdominal  pain  in  which  only 
somatic  or  cerebrospinal  nerves  are  involved.  This 
type  of  pain  originates  most  often  as  a result  of 
inflammation  of  the  parietal  peritoneum  or  of  the 
mesentery.  The  pain  site  corresponds  closely  to  the 
segmental  area  which  is  being  stimulated.  Frequently 
pain  of  this  nature  is  associated  with  spasm  or  guard- 
ing or  rigidity  of  the  abdominal  wall  musculature. 

Bockus  states  that  the  sequence  of  disease  of  the 
hollow'  viscera  often  is:  ( 1 ) distension  = dull  midline 
true  visceral  pain;  (2)  inflammation  of  viscus  = 
referred  lateral  pain  with  or  without  Head  zone  and 
muscle  guarding,  and  (3)  contact  of  inflamed  viscus 
with  parietal  peritoneum  = peritoneocutaneous 
reflex  of  Morley  with  excruciating  pain  and  muscle 
rigidity. 

Finally  the  author  places  emphasis  on  the  deleteri- 
ous effects  of  many  pains  on  the  organism  and  the 
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importance  of  bringing  about  prompt  and  lasting 
relief. 

# # # # 

Lente  insulin  is  a zinc  insulin  complex  containing 
no  added  protein  material.  It  has  characteristics  of 
activity  similar  to  those  of  NPH  insulin.  It  is  the 
opinion  of  West  ( Jour.  Okla.  State  Med.  Soc.,  49:2, 
pp.  35-37)  that  most  diabetic  patients  can  be  con- 
trolled on  a program  of  single  daily  injections  of 
lente  insulin.  The  author  does  add  that  it  is  appro- 
priate in  some  instances  to  add  some  rapidly  acting 
insulin  in  the  same  syringe. 

* # # # 

“T  he  Treatment  of  Insomnia  with  Special  Refer- 
ence to  Valmid”  is  the  subject  of  a report  by  Gruber 
(Jour.  Iud.  State  Med.  Assoc.,  49:1,  pp.  35-37). 

Dr.  Gruber  reports  that  Valmid  has  all  the  advan- 
tages and  all  of  the  limitations  of  a truly  short-act- 
ing, orally  administered  sedative.  Five  tenths  to  1.0 
Gm.  was  usually  effective.  However,  a few  indi- 
viduals may  require  hypnotic  doses  of  i.o  to  2.0 
Gm. 

Valmid  does  not  produce  prolonged  rest  in  the 
patients  under  severe  stress  or  exposed  to  frequent 
disturbances.  It  will  produce  restful  sleep  in  persons 
with  mild  or  moderate  anxiety. 

Individuals  who  awaken  early  in  the  morning  may 
take  the  full  sedative  dose  four  hours  before  the 
expected  time  of  awakening.  It  is  for  this  reason 
that  Valmid  is  of  special  value  in  elderly  patients  or 
for  working  people  who  tend  to  awaken  early  and 
icannot  get  back  to  sleep. 

# # * * 

Experiences  with  Hypaque  (A  New  Contrast 
Media  in  Cerebral  Angiography)  is  reported  on  in 
some  detail  by  Smolik  and  Nash  ( Missouri  Med., 
53:2,  pp.  99-101).  T he  report  is  based  on  thirty- 
nine  consecutive  cerebral  arteriograms  performed 
on  thirty  patients.  They  used  50  per  cent  Hypaque. 
Sodium  as  the  contrast  media.  No  major  untoward 
reactions  occurred  in  their  series  of  cases. 

The  vascular  detail  using  Hypaque  Sodium  50  per 
cent  was  excellent  and  superior  in  quality  to  those 
obtained  using  other  contrast  media. 

# # # * 

Brick  points  out  that  since  there  is  no  specific 
cause  there  can  be  no  specific  therapy  in  chronic 
|ulcerative  colitis  (Med.  Ann.  Dist.  Col.,  XXV:  1,  pp. 


7-15).  The  family  doctor  should  find  the  time  to 
supply  simple  psychotherapy  in  the  form  of  assur- 
ance, for  these  patients  fear  most  of  all  rejection. 
The  inflammatory  aspects  of  the  disease  are  best 
treated  with  the  antibiotics  and  sulfonamides,  but  it 
should  be  realized  that  none  are  curative.  Azulfi- 
dine  is  the  sulfa  drug  of  choice  by  the  author. 
Judicious  blood  and  albumin  transfusions  may  be 
helpful.  In  severe  cases  parenteral  feeding  may  have 
to  be  given  for  a varying  period  of  time. 

Brick  is  of  the  opinion  that  the  introduction  of 
the  various  steroid  substances  in  the  treatment  of 
ulcerative  colitis  has  been,  on  the  whole,  a beneficial 
advance.  ACTH  in  doses  of  20  units  is  given  intra- 
venously in  1,000  cc.  of  dextrose  in  water  or  normal 
saline  over  a period  of  six  to  eight  hours.  In  about 
two  weeks  the  steroids  are  discontinued  after  a 
gradual  reduction.  Meticorten  or  Meticortelone  in 
oral  doses  of  15  to  20  mg.  daily  are  among  the  other 
drugs  used. 

The  need  for  surgery  are  such  complications  as 
severe  hemorrhage,  perforation,  stricture,  the  ful- 
minating case  not  rapidly  controlled,  and  cancer. 
The  difficult  medical  decision  involves  “medical 
intractability”  and  possibly  the  risk  of  cancer.  The 
patient  should  be  prepared  psychologically  to  accept 
ileostomy.  In  most  instances  the  author  believes  that 
a colectomy  w ill  be  necessary  at  the  time  the  ileos- 
tomy is  performed  or  at  a later  operation.  The 
chances  of  later  reestablishing  continuity  of  the 
bowel  in  this  disease  once  an  ileostomy  has  been 
done  is  remote. 


AMA  Closes  Its  Printing  Plant 

After  almost  70  years  of  operation  the  American 
Medical  Association’s  own  printing  plant  will  shut 
down  on  July  1.  After  that  date  the  AMA  Journal 
will  be  printed  bv  the  McCall  Corporation  in  Day- 
ton,  Ohio. 

Several  factors  led  the  Board  of  Trustees  to  reach 
this  decision.  The  growth  of  the  Association’s  other 
activities  and  the  rapid  improvement  in  printing 
techniques  as  well  as  insufficient  space  in  the  head- 
quarters building  have  all  been  factors.  The  printing 
equipment  of  the  AMA  is  so  outdated  and  in  need 
of  replacement  that  the  farming  out  of  the  printing 
of  the  Journal  is  done  in  the  interest  of  economy 
and  progress. 
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Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  March  22,  1956 

The  member  societies  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Experi- 
ment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharma- 
ceutical Association,  Prof.  Nicholas  W.  Fenney;  Connect- 
icut State  Dental  Association,  Dr.  William  Kirschner,  Jr.; 
Connecticut  State  Medical  Society,  Dr.  Hugh  Dwyer; 
Connecticut  Veterinary  Medical  Association,  Dr.  Joseph 
DcVita;  University  of  Connecticut,  Dr.  Stanley  E.  \\  cd- 
berg;  University  of  Connecticut  College  of  Pharmacy,  Dr. 
Harold  G.  Hewitt;  Yale  University  School  of  Medicine, 
Dr.  Desmond  D.  Bonnycastle. 

The  following  were  also  present:  Dr.  Felix  Blanc,  repre- 
senting the  Pharmacy  Commission;  Mr.  J.  F.  Buckman, 
executive  vice  president  of  Enthone,  Inc.  of  New  Haven; 
Dr.  James  C.  Hart,  representing  the  State  Department  of 
Health;  Mr.  Harold  G.  Johnson  of  the  Fuller  Brush  Com- 
pany of  Hartford;  Dr.  Philip  Paul  of  the  Naugatuck  Chem- 
ical Company  of  Naugatuck;  Mr.  William  Stroffolino, 
representing  the  Food  and  Drug  Commission;  Dr.  J.  Mc- 
Cullough Turner,  State  Representative  from  Bethany;  Mr. 
Frederick  H.  Waterhouse,  counsel  for  the  Manufacturers’ 
Association  of  Connecticut,  Inc. 

DR.  west’s  GERM -FIGHTER  TOOTHBRUSH 

Dr.  Wedberg  reported  that  he  had  run  a number 
of  mouth  tests  on  this  toothbrush  since  the  last 
meeting,  in  which  a number  of  students  brushed  one 
half  of  their  mouths  (the  teeth  therein)  using  the 
Dr.  West  brush  and  the  other  half  using  an  ordinary 
toothbrush.  Again  he  had  been  surprised  by  the 
results:  Within  i 2 hours  or  less  the  bacterial  counts 
dropped  remarkably  as  compared  with  the  counts 
found  where  the  normal  brush  was  used.  He  felt 
that  toothbrushes  placed  side  by  side  in  some  types 
of  toothbrush  holders  found  in  bathrooms  could  be 
responsible  for  the  spread  of  upper  respiratory  in- 
fections from  one  person  to  another. 

To  a question  bv  Prof.  Fenney  as  to  the  length 
of  time  he  had  conducted  experiments  on  this  tooth- 
brush, Dr.  Wedberg  replied:  “About  four  months 
so  far.”  Dr.  Wedberg  stated  he  intended  to  continue 
this  study  and  wished  that  Mr.  Plank  or  Mr.  Stroffo- 
lino would  supply  him  a few  more  brushes. 

To  a question  of  Mr.  Johnson  as  to  what  the 
explanation  was  for  the  spectacular  results  obtained 
so  far  with  the  Dr.  West  toothbrush— was  it  due  to 
something  on  the  bristles  or  the  type  of  bristle  it- 
self—Dr.  Wedberg  replied  that  he  did  not  know. 
He  said  he  would  have  more  results  to  report  at  the 
next  meeting. 
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“crest”  toothpaste 

Dr.  Kirschner  reported  that  the  March,  1956  issue 
of  the  journal  of  the  American  Dental  Association 
had  contained  a statement  by  Dr.  H.  Hellebrand, 
secretary  of  the  American  Dental  Association,  to 
the  effect  that  there  was  “no  adequate  evidence  that 
any  of  the  fluoride  dentifrices  offered  the  public  is 
of  any  value,”  and  that  “all  fluoride  dentifrices  are 
being  marketed  prematurely,”  although  “The  use 
of  fluorides  in  drinking  water  has  proven  of  value 
in  the  reduction  of  dental  caries.” 

1 he  question  was  asked  as  to  how  “Crest”  tooth- 
paste could  be  marketed  in  the  light  of  the  above 
statement.  Dr.  Dwyer  commented  that  even  though 
the  American  Dental  Association  was  not  convinced 
of  the  value  of  fluoridated  toothpastes,  the  manufac- 
turers had  reported  that  some  favorable  clinical 
evidence  had  been  obtained  which  they  had  sub- 
mitted to  the  Food  and  Drug  Administration.  This 
must  have  satisfied  the  Food  and  Drug  Administra- 
tion or  the  new'  drug  application  required  for  sale  of 
this  product  would  not  have  been  approved. 

Someone  read  to  the  Committee  a letter  to  Dr. 
Fisher  from  Harold  O'Keefe,  assistant  to  Food  and 
Drug  Commissioner  Larrick,  relative  to  “Crest” 
toothpaste.  According  to  this  letter  a new  drug 
application  w as  submitted  to  the  F.  & 1).  A.  by  the 
makers  of  “Crest”  toothpaste  and  was  approved 
because  the  product  was  safe  to  use  as  labeled.  The 
F.  & D.  A.  does  not  assume  responsibility  for  or 
accept  the  claims  for  efficacy  in  the  labeling  or 
advertising  but  only  decides  that  the  toothpaste 
is  safe  for  use  as  labeled.  The  F.  & D.  A.  feels  that 
there  is  not  sufficient  evidence  at  this  time  to  take 
the  makers  of  “Crest”  toothpaste  into  court  and 
prove  that  their  fluoridating  is  of  no  value. 

Dr.  Kirschner  said  that  he  did  not  wish  to  express 
a personal  opinion  for  or  against  “Crest”  toothpaste 
at  this  time,  but  believed  the  Committee  should  go 
along  with  the  American  Dental  Association  thought 
on  the  matter. 

Dr.  DeYita  asked  Dr.  Kirschner  how  much 
fluoride  there  was  in  a regular-sized  tube  of  “Crest” 
toothpaste;  he  replied  that  he  did  not  know. 

THE  HAZARDOUS  SUBSTANCES  BILL 

Mr.  Waterhouse  opened  discussion  of  this  subject 
by  stating  that  he  and  his  group  were  sympathetic 
with  the  idea  of  labeling  hazardous  substances  to 
protect  the  public  but  were  not  in  favor  of  the 
original  bill  as  presented  in  the  last  legislative  session 
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nor  in  favor  of  the  final  rewritten  bill.  He  stated 
that  because  different  groups  of  manufacturers  in 
Connecticut  would  be  affected  by  the  bill  he  had 
brought  with  him  to  this  meeting  one  person  repre- 
senting each  of  these  groups,  namely,  Messrs.  Buck- 
man,  Paul  and  Johnson,  in  order  that  they  might  be 
heard.  The  groups  of  manufacturers  affected  by  the 
bill  were  three  in  number: 

( 1 ) The  large  chemical  manufacturers  who  manu- 
facture chemicals  for  industry,  such  as  the  Nauga- 
tuck Chemical  Company  and  the  American  Cyana- 
mid  Company. 

(2)  The  smaller  chemical  manufacturers  who  use 
chemicals  in  the  production  of  various  compounds 
which  they  distribute  to  others,  such  as  compounds 
for  cleaning,  processing,  etc.,  of  metals;  examples 
M ere  the  McDermott  Company  and  Enthone,  Inc. 

(3)  Manufacturers  who  make  formulas  from 
chemicals  and  package  them  for  distribution  into 
the  household,  such  as  the  Fuller  Brush  Company 
and  the  Bridgeport  Brass  Company  (which  puts  out 
household  insecticides,  etc.,  in  aerosol  bombs). 

Mr.  Waterhouse  concluded  by  stating'  that  many 
problems  of  the  bill,  as  he  sees  it,  could  be  resolved 
if  he  knew  the  primary  objective  of  the  bill.  Dr. 
Bonnvcastle  explained  that  only  the  third  group 
mentioned  above— that  is,  the  manufacturer  who 
puts  up  chemicals  for  household  sale  or  distribution 
—was  intended  to  be  affected  by  the  bill. 

Dr.  Hewitt  remarked  that  originally  the  bill  M as 
made  quite  similar  to  the  NeM  York  law,  but  that 
after  it  Mas  introduced  into  the  legislature  the  bill 
Mas  changed  a number  of  times  in  an  attempt  to 
compromise  M’ith  its  opponents. 

Mr.  Waterhouse,  after  learning  that  only  the 
third  group  M as  to  be  affected  by  the  bill,  suggested 
that  we  now  go  back  to  the  original  bill  as  a starting 
point  and  work  out  a new  bill  that  M ould  cover  only 
household  items.  He  suggested  that  a small  com- 
mittee be  appointed  to  work  with  his  committee. 

Mr.  Paul  of  the  Naugatuck  Chemical  Company 
agreed  that  children  primarily  should  be  protected 
from  products  available  around  the  household.  He 
thought  that  a law  should  be  written  that  any  house- 
hold product  must  have  its  formula  registered  M’ith 
a center  (he  mentioned  some  place  in  NeM*  Haven) 
and  that  its  antidote  be  there.  Mr.  Paul  suggested 
that  this  idea  of  registering  be  in  addition  to  proper 
labeling.  To  this  idea  Dr.  Turner  stated  that  such 
a file  M’ould  be  too  tremendous,  as  over  a quarter 
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million  formulations  were  now  on  the  market.  Prof. 
Fenney  commended  Mr.  Paul  on  his  idea  of  regis- 
tering formulas  along  with  their  antidotes,  but  stated 
that  he  did  not  believe  that  Mr.  Paul  would  want 
this  after  he  had  given  it  some  further  thought. 

Mr.  Johnson  of  the  Fuller  Brush  Company  en- 
dorsed the  suggestion  of  Mr.  Waterhouse  that  a 
small  committee  sit  down  and  work  out  the  proper 
bill.  He  also  stated  that  no  product  of  his  company 
had  ever  killed  anyone,  because  when  they  get  a 
request  as  to  what  is  in  their  product  they  ask  that 
an  xi. i).  call  them,  m hereupon  they  cooperate.  Mr. 
Johnson  objected  to  the  wording  in  the  bill  of 
“reasonably  anticipated  handling  of  a substance.” 
He  stated  that  about  95  per  cent  of  their  products 
are  sold  out  of  State  and  that  placing  additional 
labels  on  their  products  M ould  put  them  at  a sales 
disadvantage. 

Dr.  Bonnvcastle  stated  that  but  few  or  perhaps 
none  of  the  Fuller  Brush  Company  products  might 
be  affected  as  a result  of  the  “rat  tests”  for  toxicity 
in  the  rewritten  bill. 

It  seemed  apparent  that  Mr.  Waterhouse  and  his 
group  (Messrs.  Buckman,  Paul  and  Johnson)  Mere 
very  much  relieved  and  satisfied  that  only  household 
products  were  intended  to  be  covered  by  the  haz- 
ardous substances  bill,  and  that  the  getting  together 
of  their  group  and  ours  for  the  purpose  of  working 
out  a new  bill  could  end  in  satisfaction  for  all  con- 
cerned. 

Dr.  Wedberg  suggested  that  Dr.  DeYira,  after 
some  thought,  appoint  a subcommittee  from  our 
group  to  work  with  Mr.  Waterhouse’s  group  to 
write  up  a new  bill.  (Subsequent  to  the  meeting  Dr. 
DeYita  appointed  the  following  subcommittee: 
Herbert  Plank,  chairman;  Dr.  H.  G.  Hewitt;  Prof. 
Nicholas  W.  Fenney;  Dr.  Desmond  D.  Bonnycastle; 
and  Dr.  Alfred  F.  Burgdorf.) 


First  New  England  Conference  on  Rural 
Health  Held  April  18  in  New  Hampshire 

1 lie  First  NeM’  England  Conference  on  Rural 
Health  Mas  attended  by  more  than  200  persons 
April  18  in  Concord,  New  Hampshire. 

Sponsored  by  the  Council  of  New  England  State 
Medical  Societies  and  the  Council  on  Rural  Health 
of  the  American  Medical  Association,  the  confer- 
ence brought  rural  residents  together  with  physi- 
cians, visiting  nurses,  hospital  and  other  health  per- 
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sonnel  to  discuss  health  and  medical  care  problems 
as  they  exist  in  New  England  rural  areas  today. 

“V  ou  as  the  people  and  we  as  physicians  have  a 
great  deal  in  common  in  our  quest  of  how  to  better 
serve  our  fellow'  man,”  Dr.  Louis  C.  Theobald, 
president  of  the  New  Hampshire  Medical  Society, 
told  conference  members  in  a brief  address  of  wel- 
come. He  labeled  government  encroachment  in  the 
affairs  of  the  people  as  a serious  threat  to  freedom 
and  health  progress  and  declared  that  “rural  people 
are  a strong  defense  against  any  threatened  expan- 
sion of  government  socialism.” 

Dr.  Norman  H.  Gardner,  a practicing  Connecti- 
cut physician  and  regional  director  of  the  American 
Medical  Association’s  Council  on  Rural  Health, 
outlined  the  objectives  of  the  conference.  He  em- 
phasized that  medical  associations  can  aid  rural  resi- 
dents to  solve  their  health  problems  but  that  the 
initiative  must  arise  with  the  people.  A good  starting 
point,  he  said,  might  be  the  organization  of  local 
rural  citizen’s  committees  to  assess  the  health  needs 
of  their  communities. 

A panel  discussion,  “Problems  in  Getting  Medi- 
cal Care,”  featured  presentation  of  health  survey 
findings  by  the  three  members  of  the  panel,  Airs. 
Luis  Zuretti,  Massachusetts  Farm  Bureau;  Miss 
Elizabeth  Ellis,  nutritionist  for  the  State  of  New 
Hampshire;  and  Harold  J.  Arthur,  master  of  the 
V ermont  State  Grange  and  former  governor  of 
Vermont. 

1 he  findings  indicated  that  rapid  suburban  growth 
in  several  States  has  developed  health  problems  in 
areas  considered  as  rural  for  many  years.  Various 
medical  care  patterns  emerge  with  this  population 
movement,  such  as  the  tendency  of  many  people 
moving  out  from  the  city  to  return  there  for  special- 
ist care,  while  in  emergencies  they  call  upon  local 
physicians. 

1 he  findings  of  a questionnaire  on  medical  care 
circulated  among  rural  families  in  New  Hampshire 
were  discussed  at  some  length.  General  findings 
were  that  most  rural  families  have  a family  physi- 
cian, but  when  they  move  to  the  city  they  often 
do  not  replace  his  services  by  seeking  another 
physician.  In  a number  of  rural  areas  it  was  found 
that  family  care  is  not  readily  available,  that  there  is 
lack  of  medical  coverage  during  week  ends,  that 
there  are  problems  in  hospital  admittance,  that  there 
are  too  few  nurses,  that  physicians  are  often  too 
occupied  in  caring  for  patients  to  devote  enough 
time  to  routine  health  examinations  and  that  gen- 
eral lack  of  health  information  points  to  the  need 
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for  some  sort  of  directory  of  health  facilities. 

During  a panel  presentation  on  problems  encoun- 
tered in  giving  the  best  type  of  medical  care  in  rural 
areas  it  was  pointed  out  that  to  give  the  best  care  a 
physician  must  have  available  good  clinical  facilities. 
Dr.  Gaert  S.  Gudernatch,  member  of  the  Rural 
Health  Committee,  Connecticut  State  Medical 
Society,  emphasized  that  these  facilities  could  be 
very  satisfactory  without  being  elaborate  and  that 
they  could  be  provided  without  too  much  difficulty 
in  most  rural  areas.  Other  needed  health  facilities 
would  include  home  nursing  care,  ambulance  serv- 
ice and  a visiting  dental  clinic  if  there  is  no  dentist 
in  the  community.  These  needs  were  discussed  by 
Dr.  Will  iam  H.  Gifford,  member  of  the  Rural 
Health  Committee  of  the  New  Hampshire  Medical 
Society.  It  was  brought  out  by  Dr.  Gudernatch  that 
an  unusual  consideration  encountered  by  the  rural 
physician  arises  from  the  fact  that  he  is  for  the  most 
part  caring  for  the  families  of  self  employed  farmers. 
Unlike  city  workers,  they  cannot  avail  themselves 
of  paid  sick  leaves  and  the  rural  physician  must  try 
to  achieve  the  best  care  with  this  in  mind. 

In  the  last  presentation  at  the  morning  session, 
Dr.  Leon  R.  Lezer,  director  of  health  studies  at  the 
University  of  Vermont  College  of  Medicine,  told 
conference  members  that  the  training  of  rural  physi- 
cians is  essentially  no  different  from  the  training  of 
physicians  to  practice  in  urban  centers.  The  objec- 
tive of  modern  medical  education,  he  explained,  is 
to  give  the  best  possible  training  to  all  medical 
students  implemented  by  postgraduate  courses  for 
practicing  physicians. 

Following  luncheon,  members  of  the  conference 
heard  Dr.  Gifford  relate  some  unusual  experiences 
encountered  in  his  rural  practice,  which  covers  the 
northern  sections  of  New  Hampshire,  A'laine  and 
Vermont  and  crosses  the  border  into  Canada. 

The  afternoon  session  was  devoted  to  a discussion 
of  the  value  of  annual  physical  examinations  and  the 
recording  of  personal  and  family  health  information. 
Speakers  were  C.  Getty  Page,  executive  secretary 
of  the  A ermont  State  Medical  Society  and  James  G. 
Burch,  Public  Relations  director,  Connecticut  State 
Medical  Society. 

T he  conference  concluded  with  a period  of  audi- 
ence participation  led  by  Aubrey  D.  Gates,  field 
director  for  the  Council  on  Rural  Health,  American 
Medical  Association,  who  also  summarized  the  con- 
ference and  termed  it  one  of  the  most  productive 
rural  health  events  he  has  attended  in  his  long 
experience  with  the  council. 
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C.  Brewster  Brainard,  M.D. 
1874  - 1956 


I)r.  C.  Brewster  Brainard  died  in  Hartford  on  May 
7 at  the  age  of  82.  The  cause  of  death  was  lobar 
pneumonia.  He  was  born  in  Bristol  on  April  1, 
1874  and  was  educated  at  Yale  College  and  at  the 
College  of  Physicians  and  Surgeons  of  Columbia 
University.  After  some  time  spent  in  postgraduate 
studies  in  Vienna,  Austria  and  in  Dublin,  Ireland, 
he  engaged  in  general  practice  in  Hartford  from 
1902  to  1914  when  he  limited  his  work  to  medicine 
only,  and  from  1920  to  1941  to  the  specialty  of 
gastroenterology  for  which  he  prepared  at  Cornell 
Medical  School. 

Dr.  Brainard  led  a very  active  and  productive 
life  in  his  profession  and  was  always  ready  to  lend 
a helping  hand  where  needed.  In  his  busy  life  he 
was  ever  ready  to  assist  in  furthering  the  interests  of 
organized  medicine,  and  his  work  in  this  field  was 
recognized  by  his  associates  who  honored  him  with 
the  presidency  of  the  Hartford  County  Medical 
Association  and  also  the  presidency  of  the  Hart- 
ford Medical  Society.  Both  of  these  medical  organi- 
zations he  served  most  faithfully  as  a member  of 
important  committees  where  he  made  his  guiding 
influence  felt.  Whatever  the  task  before  him,  he 


applied  himself  to  it  with  a devotion  and  an  energy 
that  seemed  to  be  without  limit.  No  personal  sacri- 
fice was  too  great  for  him  to  make.  Work  done  by 
him  had  to  be  done  in  as  near  perfect  a manner  as 
possible.  Certainly  the  term  “perfectionist”  could  be 
applied  to  him. 

After  closing  his  office  for  the  private  practice  of 
medicine,  his  sense  of  duty  during  the  years  of 
World  War  II  led  him  to  serve  in  industrial  medi- 
cine in  which  field  he  continued  for  a period  of 
years  with  great  success.  His  latest  service  was  as  a 
member  of  a team  for  Red  Cross  Blood  Donors 
and  he  continued  in  this  work  until  this  strength  no 
longer  permitted. 

In  his  younger  years  Dr.  Brainard  both  rode  and 
drove  spirited  horses  and  I remember  seeing  him  in 
that  role.  In  his  later  years  his  greatest  enjoyment 
was  with  his  grandchildren  and  watching  the  devel- 
opment of  their  individual  traits.  He  was  a devoted 
family  man  and  his  passing  leaves  a void  that  can- 
not be  filled. 

Robert  L.  Rowley,  m.d. 


William  Henry  Curley,  M.D. 
1886  - 1956 
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Dr.  William  Henry  Curley,  Sr.,  was  born  in  Pitts- 
field, Massachusetts  on  September  17,  1886.  He  died 
at  his  home  in  Fairfield,  Connecticut  on  January 
17,  1956  of  a coronary  occlusion. 

After  graduating  from  Pittsfield  High  School  in 
1905  he  entered  Cornell  University  Medical  Col- 
lege from  which  he  graduated  in  1909.  He  spent 
three  years  in  hospital  training,  two  at  Bellevue  Hos- 
pital in  New  York  and  one  year  at  St.  Mary’s  Hos- 
pital for  Children. 

Dr.  Curley  began  his  practice  in  Bridgeport  in 
1912.  He  was  attending  surgeon  at  St.  Vincent's 
Hospital  in  Bridgeport  from  1914.  He  was  a Fellow 
of  the  American  College  of  Surgeons,  chairman  of 
the  Hospital  Committee  of  the  State  Medical 
Society,  chairman  of  the  original  Board  of  City  Dis- 
pensary" from  1918-1925,  and  president  of  the 
Bridgeport  Board  of  Health  in  1934.  Dr.  Curley  was 
a member  of  the  Brooklawn  Country  Club  and 
Algonquin  Club  of  Bridgeport. 

His  survivors  include  his  wife,  Mrs.  Johanna  Cur- 
ran Curley,  William  H.  Curley,  Jr.,  m.d.,  chief 
surgeon  at  St.  Vincent’s  Hospital,  Robert  J.  Curley, 
d.d.s.,  Mrs.  Mary  C.  Beisel,  Mrs.  Joan  C.  Ferry,  and 
John  T.  Curley,  b.l. 

Dr.  Curley  will  long  be  remembered  by  those  who 
had  the  very  good  fortune  to  know  him. 

Daniel  T.  Banks,  m.d. 


Connecticut  Academy  of  General  Practice 

Paul  Dudley  White,  one  of  the  nation’s  outstand- 
ing authorities  on  heart  disease,  will  come  to  Hart- 
ford on  October  25  to  take  part  in  a scientific 
symposium  at  the  Hotel  Statler,  co-sponsored  by  the 
Connecticut  Academy  of  General  Practice  and 
Lcderle  Laboratories.  Peter  J.  Scafarello,  chairman  of 
the  program  committee,  has  received  confirmation 
from  Dr.  White  stating  that  he  would  be  happy  to 
participate  at  this  scientific  meeting. 

Five  other  experts  in  as  many  fields  of  medicine 
will  address  the  family  physicians  to  keep  them 
abreast  of  the  latest  medical  developments.  Among 
the  outstanding  medical  authorities  to  take  part  at 
this  meeting  are:  James  B.  Brown,  St.  Louis,  one 
of  the  nation’s  leading  traumatic  surgeons;  Garfield 
G.  Duncan,  Philadelphia,  authority  on  management 
of  diabetes;  Sheldon  C.  Siegal,  Los  Angeles,  who  will 
discuss  “Therapy  in  Skin  and  Respiratory  Allergies 
in  Childhod;”  and  George  A.  Friedman,  a physician 


and  a prominent  attorney,  w ill  deliver  a talk  at  the 
luncheon  on  “Law  and  Medicine.” 

1 lie  Connecticut  Academy  of  General  Practice  is 
a Chapter  of  the  American  Academy  of  General 
Practice,  the  second  largest  medical  association  in 
the  United  States,  with  a membership  of  22,000 
physicians.  1 he  basic  philosophy  of  the  Academy  is 
to  improve  the  standards  and  quality  in  general 
practice  among  those  physicians  who  render  more 
than  80  per  cent  of  the  medical  care  in  this  country 
today.  It  has  a membership  of  300  members,  an 
increase  of  50  during  the  past  year. 

1 he  Connecticut  Academy  of  General  Practice 
will  hold  their  annual  business  meeting  at  the  Wav- 
erly  Inn,  Cheshire  on  Sunday,  September  30.  The 
business  meeting  and  election  of  officers  will  be 
held  from  4 to  6 p.  m.,  followed  by  a dinner  for 
the  members  and  their  wives  in  the  Saratoga  Room 
from  6:30  to  8 p.  m. 

I he  new  bulletin  published  by  the  Connecticut 
Academy  of  General  Practice  will  soon  be  ready  for 
mailing  to  all  its  members.  It  will  mark  another 
milestone  in  the  progress  and  growth  of  the 
Academy. 


Greenwich  Hospital  Association  Secures 
Full  Intern  Quota 

For  the  third  straight  year  GHA  has  filled  its 
quota  of  approved  internships. 

Word  received  from  the  National  Intern  Match- 
ing Plan  last  month  assures  the  hospital  that  nine 
interns  will  report  for  duty  on  July  1. 

The  Program,  representing  the  nation’s  hospitals, 
medical  schools  and  medical  associations,  matches 
interns  and  hospitals  on  the  basis  of  mutual  prefer- 
ences. 

Only  139  of  821  American  hospitals  approved  for 
internships  received  their  full  quota.  Internships 
available  total  11,459  with  only  6,588  students  to 
fill  them. 

The  nine  interns— eight  men  and  one  woman- 
come  from  the  following  medical  schools:  NYU- 
Bellevue  Medical  Center,  University  of  Tennessee, 
University  of  Maryland,  University  of  Michigan, 
State  University  of  New  York  at  Syracuse,  and 
Queens  University,  Ontario,  Canada. 
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ANNUAL  REPORTS 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

1955-1956 

(Concluded) 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
EDUCATION  AND  LICENSURE 
CONNECTICUT  MEDICAL  EXAMINING  BOARD 
FOR  THE  CALENDAR  YEAR  1955 

John  I).  Booth,  President 
John  H.  Bumstead  Louis  Hastings 

C.  Louis  Fincke  Carl  E.  Johnson 

Creighton  Barker,  Secretary  to  the  Board 

The  Connecticut  Medical  Examining  Board  is  the  Soci- 
ety’s Committee  on  .Medical  Education  and  Licensure  and 
this  report  of  the  Committee  is  the  official  report  of  the 
Medical  Examining  Board. 

The  membership  of  the  Board  continues  as  before.  Gov- 
ernor Ribicoff  reappointed  Carl  E.  Johnson  for  the  term 
of  five  years  commencing  January  1,  1956. 

The  Board  held  six  regular  meetings  during  1955  as  re- 
quired by  the  Medical  Practice  Act  and  four  special  meet- 
ings. Charges  brought  by  the  State  Department  of  Health 
against  four  physicians  were  heard  by  the  Board;  one  for 
fradulent,  dishonest  and  unprofessional  conduct;  one  on 
moral  charges;  two  for  abortions.  Two  licenses  were  sus- 
pended and  two  licenses  were  revoked. 

Two  hundred  and  ninety-three  persons  were  certified  as 
eligible  for  licensure.  The  methods  of  obtaining  such  cer- 
tifications were  as  follows:  one  hundred  and  eightv-two 
presented  certificates  issued  by  the  National  Board  of  Med- 
ical Examiners;  eighty-three  presented  acceptable  licenses 
issued  by  twenty  states  and  twenty-eight  were  certified  on 
the  basis  of  written  examination.  Forty-four  individuals 
took  the  licensing  examinations  fifty-nine  times.  Twenty- 
eight  of  these  candidates  were  successful  and  thirty-one 
of  the  fifty-nine  examinations  were  failed. 

The  states  from  which  credentials  were  presented  were: 
New  York,  30;  Pennsylvania,  13;  Maryland,  8;  Ohio,  5; 
Maine,  4;  Missouri,  4;  California,  3;  Georgia,  2;  New  Jer- 
sey, 2;  Virginia,  2;  Illinois,  1;  Kentucky,  1;  Louisiana,  1; 
Massachusetts,  1;  Michigan,  1;  North  Carolina,  1;  Okla- 
homa, 1;  Rhode  Island,  1;  Vermont,  1;  Washington,  1. 

Two  of  the  failures  were  graduates  of  two  American 
or  Canadian  schools.  Twenty-seven  of  the  forty-four 
candidates,  graduates  of  seventeen  medical  schools  located 
outside  of  the  United  States  and  Canada,  took  the  exam- 
inations thirty-seven  times.  Of  these  twenty-seven  candi- 
dates, thirteen  finally  passed,  a failure  rate  of  52  per  cent. 
The  schools  represented  and  the  number  of  candidates  from 
each  were;  University  of  Basel,  Switzerland,  1;  University 


of  Berne,  Switzerland,  1;  University  of  Bologna,  Italy,  1; 
University  of  Budapest,  Hungary,  2;  University  of  Catania, 
Italy,  1;  Charles  University,  Prague,  Czechoslovakia,  2; 
University  of  Edinburgh,  Scotland,  1;  University  of  Graz, 
Austria,  2;  University  of  Havana,  Cuba,  2;  University  of 
Lausanne,  Switzerland,  2;  University  of  Leiden,  Nether- 
lands, 1;  University  of  London,  England,  2;  University  of 
Naples,  Italy,  2;  National  University  of  Ireland,  Galway, 
Ireland,  3;  University  of  Vienna,  Austria,  2;  University  of 
Zurich,  Switzerland,  2. 


The  schools  that  provided  the  greater  number  of  gradu- 
ates during  1955  were. 


Yale  University  29 

Columbia  University  18 

N.  Y.  Medical  College 17 

New  York  University 15 

State  U.,  N.  Y.,  N.  Y.  C.  1 3 

Harvard  University  12 

Tufts  Medical  College  11 

Jefferson  Medical  College  11 

Boston  University  9 

Cornell  University  9 

Temple  University  8 

University  of 
Pennsylvania  7 


Georgetown  University  ..  6 

University  of  Vermont 5 

Women’s  Medical  College  5 
Washington  U. 

(St.  Louis)  5 

Albany  Medical  College....  4 


Howard  University  4 

Loyola  University  4 

McGill  University  4 

University  of  Rochester....  4 

University  of  Vienna 4 

George  Washington 

University  4 


Fifty-one  other  schools  were  represented  by  three  or  less. 

Connecticut  law  allows  a registered  osteopath  to  appear 
before  the  Medical  Examining  Board  and  take  the  examina- 
tions in  medicine  and/or  surgery;  and  if  successful  in  either 
or  both,  he  is  given  a full  license  to  practice  medicine  and/or 
surgery  in  addition  to  osteopathy.  One  osteopath  availed 
himself  of  this  privilege,  taking  the  examination  in  Aledi- 
icine,  but  failed. 

The  Educational  Permit  provision,  included  in  the  amend- 
ments to  the  Medical  Practice  Act  by  the  Connecticut 
General  Assembly  of  1953,  continues  to  operate  in  a satis- 
factory manner.  Sixty  new  Permits  and  thirty-three  renewals 
were  issued  in  1955  and  the  effect  of  this  was  to  add  that 
number  of  physicians  to  the  intern  and  resident  staffs  of 
Connecticut  hospitals  who  otherwise  could  not  have  been 
employed. 

Graduates  of  foreign  medical  schools  present  an  increas- 
ing problem  to  Examining  Boards  throughout  the  United 
States.  Some  of  them  answer  the  dilemma  by  denying 
licensure  to  all  foreign  graduates.  But  that  has  never  been 
contemplated  here,  and  the  Board  for  some  time  had  under 
consideration  a fair  and  equitable  method  by  which  certain 
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graduates  of  foreign  medical  schools  would  be  eligible  for 
examination.  This  long  and  careful  analysis  of  the  subject 
culminated  in  the  Board  introducing  an  amendment  to  the 
Medical  Practice  Act  into  the  1955  General  Assembly  which 
passed  the  bill  as  presented.  The  law  now  permits  the 
Board,  in  its  discretion,  to  admit  to  its  examination  gradu- 
ates of  unapproved  foreign  medical  schools  on  special 
“Petition”  and  under  regulations  which  the  Board  has  estab- 
lished and  have  been  approved  by  the  Attorney  General. 
The  basic  requirement,  in  addition  to  the  medical  degree, 
is  that  the  candidate  have  had  a minimum  of  three  years 
of  supplementary  medical  education  in  medical  schools  or 
hospitals  in  the  United  States.  A few  Petitions  under  the 
new  law  have  been  received. 

Respectfully  submitted, 
John  1).  Booth 


REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITH  THE  STATE  BAR  ASSOCIATION 

Sidney  Shindell,  Chairman 
Andrew  j.  Jackson  Nicholas  E.  St.  John 

H.  M.  Marvin 

President,  Ex-officio 
Executive  Secretary,  Ex-officio 

l his  Committee  entered  its  second  year  of  activity  during 
the  year  1955-56.  1 lie  previous  year  was  spent  in  exploring 
areas  which  might  be  productive  for  discussion.  Mr.  J.  W. 
Holloway,  Jr.,  then  Director  of  Bureau  of  Legal  Medicine 
and  Legislation  of  the  American  Medical  Association, 
visited  Connecticut  to  speak  with  the  group.  The  current 
year  was  entered  into  with  enthusiasm  on  the  part  of  both 
the  medical  and  legal  delegates  to  the  Conference  Com- 
mittee. 

During  the  period  when  the  first  meeting  of  the  current 
year  was  being  planned,  there  appeared  some  newspaper 
coverage  of  a talk  by  Superior  Judge  Thomas  J.  Molloy 
concerning  medical  evidence  in  court.  Dr.  Thomas  M. 
Feeney,  President  of  the  Hartford  County  Medical  Asso- 
ciation, in  answering  Judge  Molloy’s  comments  cited  the 
activities  of  this  Committee  as  evidence  of  the  interest 
of  both  the  Medical  Society  and  Bar  Association’s  efforts 
to  resolve  differences.  Accordingly  the  Committee,  at  its 
first  meeting  on  July  7,  set  about  to  explore  the  measures 
taken  in  other  localities  with  a view  to  developing  a plan 
suitable  for  Connecticut. 

As  a preliminary  to  this  meeting  the  Chairman  of  the 
Committee  visited  both  the  American  Medical  Association 
and  American  Bar  Association  headquarters  in  Chicago  and 
found  that  a joint  committee  on  the  national  level  had  been 
formed  and  much  aid  was  given  to  your  committee  by 
representatives  of  the  national  organizations.  Similarly,  inter- 
est was  expressed  by  a representative  of  the  Council  of  State 
Governments  and  information  was  supplied  by  the  National 
Conference  of  Commissioners  on  Lhiiform  State  Laws. 

The  meeting  on  July  7 was  well  attended  and  was  privi- 
leged to  have  as  a visitor  Mr.  C.  Joseph  Stetler,  Director 
of  the  Law  Department,  American  Medical  Association. 


At  that  time  a draft  subcommittee  was  established  to  de- 
velop a proposal  for  a medico-legal  panel  suitable  for 
Connecticut.  Mr.  Stetler  made  available  to  the  Committee 
a report  of  activities  in  other  areas  in  the  United  States  and 
these  matters  were  placed  before  the  Conference  Commit- 
tee on  September  23. 

After  extensive  discussion  it  was  felt  that  the  proposal 
of  the  draft  subcommittee  required  extensive  revision  and 
that  such  an  ambitious  project  was  probably  premature. 

Dr.  Oliver  Stringfield  suggested  that  as  a preliminary  task 
of  the  Conference  Committee,  attempts  should  be  made  to 
develop  an  interprofessional  code,  similar  to  one  recently 
published  (August,  1955)  by  the  Wisconsin  Medical  Society 
and  Bar  Association.  A similar  recommendation  was  made 
by  Mr.  Theodore  I.  Koskoff,  a conferee  appointed  by  the 
Bar  Association. 

Present  plans  of  the  Conference  Committee  are  centered 
around  the  development  of  such  a code,  the  planning  of 
joint  institutes  on  medico-legal  problems,  and  the  consider- 
ation of  legislation  of  benefit  to  the  physician. 

Activity  in  conducting  medico-legal  seminars  has  been 
a portion  of  the  program  of  the  AMA-ABA  Joint  Commit- 
tee and  a series  of  regional  seminars  were  conducted 
throughout  the  United  States.  One  was  held  in  New  York 
City  on  October  30  under  the  auspices  of  the  American 
Medical  Association,  and  the  Institute’s  Committee  of  the 
State  Bar  Association  has  similarly  planned  an  institute  for 
lawyers  on  “The  Medical  Phases  of  an  Accident  Case”  for 
March  24,  1956. 

Respectfully  submitted, 
Sidney  Shindell 


SPECIAL  COMMITTEE  ON  THIRD  PARTY 
PAYMENTS  FOR  MEDICAL  AND  ANCILLARY 
NON-SURGICAL  SERVICES 


Benjamin  V.  White,  Chairman 


Richard  1.  Barstow 
Joseph  J.  Bowen,  Jr. 
Roy  C.  Ferguson 
Ralph  L.  Gilman 
Roswell  D.  Johnson 
Benjamin  Katzin 
Sawyer  E.  Medbury 


David  G.  Rousseau 
Michael  S.  Shea 
Louis  Soreff 
Harold  E.  Speight 
Morris  Sulman 
R.  Bruce  1 haver,  Jr. 
Jacques  Van  B.  Voris 


At  the  semi-annual  meeting  of  the  House  of  Delegates 
in  December  1955  this  Committee  reported  the  preparation 
in  preliminary  form  of  a brochure  or  journal  article  entitled 
“Third  Party  Payments  for  Medical  Services — a Guide  for 
Members  of  the  Connecticut  State  Medical  Society.”  Since 
that  time  the  Committee  has  directed  its  efforts  into  two 
channels. 


1.  Efforts  to  determine  the  best  agency  within  the  Society 
to  expand  and  complete  the  statement  of  policy  referred 
to  above,  and 

2.  Observations  on  the  new  Low  Income  Contract  re- 
cently adopted  by  CMS. 

1.  A meeting  of  this  Committee  was  held  on  February 
23,  1956,  to  consider  further  the  completion  of  the  brochure 
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entitled  “Third  Party  Payments  for  Medical  Services — A 
Guide  for  Members  of  the  Connecticut  State  Medical  Soci- 
ety.” It  was  concluded  that  the  Standing  Committee  on 
Third  Party  Payments  was  the  appropriate  group.  The 
Standing  Committee  on  Third  Party  Payments  has  sub- 
sequently expressed  a willingness  to  carry  out  this  task. 

2.  In  December  1955  this  Committee  reported  that  the 
extra  contractual  benefits  added  to  the  CMS  Preferred  Con- 
tract in  September  1955  were  largely  in  accord  with  the 
policies  adopted  by  the  House  of  Delegates.  Since  that 
time  CMS  has  made  these  benefits  permanent  components 
of  the  Preferred  Contract  and  has  substantially  increased 
187  surgical  fees.  CMS  has  also  adopted  a new  Low  Income 
Contract  in  which  the  premiums,  the  income  level  for  serv- 
ice benefits,  and  the  fee  tables  are  all  essentially  75  per  cent 
of  those  on  the  present  revision  of  the  Preferred  Contract. 

This  Committee  is  of  the  opinion  that  the  new  Low  In- 
come Contract  cannot  be  endorsed  as  entirely  satisfactory 
because  it  fails  to  conform  to  the  recommendations  set 
forth  in  rhe  report  of  this  Committee  as  adopted  by  the 
House  of  Delegates  in  April  1955.  However,  the  Low 
Income  Contract  is  an  Improvement  over  the  old  Standard 
Contract.  It  pays  medical  benefits  for  a much  longer  time, 
recommences  payment  sooner  after  surgery,  and  places 
many  more  subscribers  on  an  indemnity  basis.  For  these 
reasons  this  Contract  should  be  regarded  as  a constructive 
step  toward  the  goals  established  last  year  and  should  not 
be  formally  disapproved. 

The  Committee  is  concerned  about  the  referendum  tech- 
nique employed  by  CMS  in  introducing  new  contracts.  In 
this  particular  instance  no  provision  was  made  in  the  cover- 
ing literature  which  accompanied  the  ballot  for  a minority 
report  pointing  out  the  inconsistency  of  the  proposed  con- 
tract with  the  action  of  the  House  of  Delegates  last  April. 
It  has  been  noted  too  that  the  votes  of  a large  number  of 
physicians  with  primary  interests  in  other  fields  may  over- 
whelm those  of  the  few  men  directly  in  contact  with  a 
given  specialty.  It  seems  probable  that  these  referenda  should 
be  either  discontinued  or  modified  to  include  minority  re- 
ports of  the  professional  policy  committee  and  to  give 
greater  voice  to  the  specialized  groups  within  the  Society. 
Proposed  contracts  could  be  studied  by  appropriate  and 
affected  groups  in  the  Connecticut  State  Medical  Society 
and  their  views  made  known  to  the  Professional  Policy 
Committee.  Ratification  by  the  Society  might  be  a pre- 
requisite to  any  new  contract  change  before  final  adoption 
by  CMS. 

RECOMMENDATIONS 

1.  That  the  present  Committee  be  dissolved  at  this  time 
and  that  the  Standing  Committee  on  Third  Party  Payments 
be  requested  to  complete  the  task  of  preparing  a statement 
of  policy  for  guidance  of  the  members  of  the  Society  in 
meeting  the  problems  of  third  party  payments. 

2.  That  the  new  CMS  Low  Income  Contract  be  viewed 
as  an  improvement  over  the  old  Standard  Contract  but  not 
be  accepted  as  a precedent  for  any  further  deviations  from 
the  policies  adopted  by  the  House  of  Delegates  in  April 
1955- 


3.  That  the  Council  be  directed  to  study  the  relations 
between  the  Society  and  the  CMS  and  make  a report  to 
the  House  of  Delegates  at  or  before  the  annual  meeting  in 
1957,  this  report  to  serve  as  the  basis  for  establishing  a 
policy  for  consideration  and  ratification  of  proposed  CMS 
contracts  and  contract  changes  by  the  Society. 

Respectfully  submitted, 
Benjamin  V.  White 


ACTION  ON  THE  REPORT  OF  THE  SPECIAL 
COMMITTEE  ON  THIRD  PARTY  PAYMENTS 
FOR  MEDICAL  AND  ANCILLARY 
NONSURGICAL  SERVICES 

This  report  was  transmitted  to  a reference  committee: 
Stanley  B.  Weld,  Hartford,  chairman;  Luca  E.  H.  Celen- 
tano,  New  Haven;  E.  Tremain  Bradley,  South  Norwalk. 
Hearings  were  held  by  this  committee  and  in  its  report  it 
recommended  as  follows: 

1.  The  recommendation  No.  1 in  the  original  committee 
report  was  approved  with  amendment  at  the  end.  So,  the 
recommendation  would  read: 

“That  the  present  committee  be  dissolved  at  this  time 
and  the  standing  Committee  on  Third  Party  Payments  be 
requested  to  complete  the  task  of  preparing  a statement 
of  policy  for  guidance  of  the  members  of  the  Society  in 
meeting  the  problems  of  third  party  payments  and  the 
present  committee  be  commended  for  the  completion  of 
a task  well  done.” 

This  recommendation  was  adopted. 

2.  Recommendation  No.  2 was  amended  by  putting  a 
period  after  the  word,  “contract”  and  deletion  of  “but  not 
accepted  as  a precedent  for  any  further  deviations  from 
the  policies  adopted  by  the  House  of  Delegates  in  April 
1955”  and  a substitution  made  for  the  deleted  material  so 
that  the  recommendation  would  read: 

“That  the  new  CMS  Lower  Income  Contract  be  viewed 
as  an  improvement  over  the  old  Standard  Contract  and 
that,  in  the  future,  when  changes  in  contracts  are  contem- 
plated by  CMS,  adequate  opportunity  for  study  by  the 
entire  membership  of  Participating  Physicians  should  be 
afforded  and  due  consideration  given  to  an  expression  of 
the  minority.  It  is  understood  that  such  changes  shall  be 
in  accordance  with  the  policies  adopted  by  the  House  of 
Delegates.” 

This  recommendation  was  adopted. 

3.  Recommendation  No.  3 was  amended  to  read  that: 

“That  the  standing  committee  on  third  party  payments 

be  directed  to  study  the  relations  between  the  Society  and 
CMS  and  make  a report  to  the  House  of  Delegates  at  or 
before  the  Annual  Meeting  in  1957.  This  report  to  con- 
sider an  approved  method  of  referendum  and  an  approved 
method  of  membership  on  the  Professional  Policy  Com- 
mittee, in  order  to  express  more  equitably  the  opinions 
of  the  entire  membership.” 

This  recommendation  was  adopted. 
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REPORT  OF  THE  CONNECTICUT  HEALTH 
LEAGUE 

Clement  F.  Batelli,  Chairman 
Elisabeth  C.  Adams  Frederick  L.  Nichols 

The  Connecticut  Health  League  is  composed  of  represen- 
tatives from  all  agencies  and  associations  which  are  directly 
or  indirectly  interested  or  involved  in  health  matters  at  the 
state  level.  This  group  is  quite  large  and  represents  many 
interests.  Because  of  this,  it  is  not  in  a position  to  really 
accomplish  too  much.  Much  time  is  wasted  and  busy  doc- 
tors are  not  too  patient  with  our  democratic  process  of 
giving  everyone  a chance  to  say  his  piece.  1 his  may  ac- 
count, in  some  measure,  for  the  loss  of  interest  on  the 
part  of  the  Society’s  delegates  and  their  failure  to  attend 
the  meetings  regularly. 

It  should  be  pointed  out,  however,  that  as  medical  men, 
it  is  essential  for  us  to  take  an  active  part  in  all  matters 
dealing  with  medical  or  public  health  practices.  Regardless 
of  whether  the  league  has  a useful  role  or  has  much  to 
offer  us,  we  should  continue  active  participation  and  play 
a leading  part  in  its  deliberation. 

The  annual  meeting  of  the  Connecticut  Health  League 
was  held  on  January  1 1 , 1956.  I his  consisted  of  a business 
session  at  which  Ira  Beebe,  D.D.S.,  was  reelected  President 
and  Mr.  Horace  Brown,  Secretary.  The  second  part  of  the 
meeting  was  devoted  to  a panel  discussion  of  the  flood 
disaster  of  last  summer. 

Respectfully  submitted, 

Clement  F.  Batelli 


REPORT  OF  THE  MEDICAL  ADVISORY 
COMMITTEE  TO  THE  CEREBRAL  PALSY 
ASSOCIATION 

John  F.  Paget,  Chairman 

Cole  B.  Gibson  Roswell  D.  Johnson 

Thomas  F.  Hine  Ward  J.  MacFarland 

This  is  a newly  formed  committee,  the  purpose  of  which 
is  to  aid  the  National,  State  and  County  Cerebral  Palsy 
Organizations  in  their  progress  in  this  state.  There  is  at 
present  a newly  opened  and  completely  staffed  center  de- 
voted exclusively  to  the  treatment  of  this  disease  in  Fair- 
field  County  and  it  is  hoped  that  similar  facilities  can  be 
established  in  the  other  counties  of  the  state  as  time  goes 
along.  The  committee  plans  to  meet  from  time  to  time 
with  the  various  administrative  officers  of  Cerebral  Palsy 
at  the  National,  State  or  County  levels  and  thereby  integrate 
the  treatment  of  the  disease  in  Connecticut. 

Respectfully  submitted, 
John  F.  Paget 


A RESOLUTION  ON  THE  DEATH  OF  PETER 
PINEO  CHASE,  M.D.,  PROVIDENCE,  R.  I. 

Whereas;  Dr.  Peter  Pineo  Chase,  past  president  of  the 
Rhode  Island  Medical  Society  and  editor  of  that  Society’s 
Journal,  was  called  to  his  reward  on  April  23,  1956,  at  the 
age  of  78;  and 

Whereas;  Dr.  Chase  has  represented  the  highest  qualities 
in  the  practice  of  medicine;  and 

Whereas;  Dr.  Chase  has  contributed  over  a period  of 
years  to  increasing  the  knowledge  of  the  public  in  the 
fundamental  principles  of  health  and  good  living  by  his 
pertinent  statements  appearing  in  the  local  press;  and 

Whereas;  Dr.  Chase,  because  of  his  friendliness  and 
qualities  of  leadership,  will  be  sorely  missed  not  only  by 
his  colleagues  in  Rhode  Island,  but  also  by  his  many  friends 
throughout  the  United  States;  therefore 

Be  It  Resolved;  that  the  House  of  Delegates  of  the  Con- 
necticut State  Medical  Society,  at  its  Annual  Meeting  on 
April  24,  1956,  expresses  its  deep  sorrow  at  the  loss  of  Dr. 
Chase  at  a time  when  his  valuable  counsel  will  be  sorely 
missed;  and  further 

Be  It  Resolved;  that  a copy  of  this  resolution  be  spread 
on  the  minutes  of  this  House  of  Delegates  and  a copy  sent 
to  the  Secretary  of  the  Rhode  Island  Medical  Society  and 
to  the  widow  of  the  deceased. 

This  Resolution  w-as  adopted  by  the  House  of  Delegates 
of  the  Connecticut  State  Medical  Society  at  its  annual 
meeting  on  April  24,  1956. 


LETTERS  TO  THE  EDITOR 

To  the  Editor: 

Is  the  “Ad"  of  CMS  in  the  Journal  paid  for? 
Kindly  answer  in  the  June  issue. 

Interested 

Since  the  June  issue  of  the  Journal  had  gone  to 
press  when  the  above  inquiry  was  received,  we  are 
replying  at  this  time.  Yes,  the  CMS  advertising  copy 
appearing  in  each  issue  of  the  Journal  is  paid  for  at 
the  regular  rates  charged  to  all  our  advertisers,  in 
fact,  Connecticut  .Medical  Service  has  been  one  of 
our  loyal  supporters  to  all  of  whom  the  Journal 
owes  a debt  of  gratitude. 

Editor 
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A RESEARCH  MILESTONE 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 

Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Anabolism- 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

I 

ch2 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated —Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 

*Trademark  of  G.  D.  Searle  & Co. 
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AN  INVITATION  TO  THE  SCIENTIFIC 
COUNCIL  OF  THE  AMERICAN  HEART 
ASSOCIATION 

The  European  Congress  of  Cardiology  will  convene  in 
Stockholm,  Sweden,  on  Monday,  September  10-14.  The 
Congress  cordially  extends  an  invitation  to  our  members  to 
attend. 

The  number  who  can  be  accommodated  is  limited,  but 
those  who  wish  to  attend  will  be  cared  for  to  the  limit  of 
the  facilities. 

We  have  arranged  with  the  American  Express  Company 
to  hold  space  on  a regularly  scheduled  trans-atlantic  flight, 
September  7,  to  Stockholm,  Sweden,  and  for  return  on 
September  15  or  16,  for  those  who  would  like  to  go  in  a 
group.  We  are  also  holding  some  space  on  the  S.S.  Nieuw 
Amsterdam,  sailing  from  New  York  August  1 3,  for  those 
who  would  like  to  go  early  and  have  a vacation. 

Special  arrangements  are  being  made  for  those  who 
would  like  to  go  independently,  return  independently,  or 
go  by  a combination  of  sea  and  air. 

The  Congress  promises  to  be  an  outstanding  cardiological 
meeting  and  will  be  well  worth  attending.  Reservations  can 
be  made  for  transportation,  tours,  hotel  accommodations, 
and  the  like. 

The  cost  of  the  trip  will  depend  upon  the  type  of  trans- 
portation and  the  type  of  accommodations  specified.  De- 
ferred payments  can  be  arranged  which  will  make  the  trip 
an  inexpensive  one. 

Because  the  number  who  can  be  cared  for  in  Stockholm 
is  limited,  reservations  for  transportation  and  registration 
for  the  meeting  should  be  made  with  us  by  May  27,  for  the 
Nieuw  Amsterdam  sailing,  or  by  July  1,  for  those  who  wish 
other  transportation. 

SECRETARIAT  LIAISON  CONFERENCE,  NEW 
YORK  CITY,  OCTOBER  19-20,  1956 

Secretaries  and  officials  of  the  National  Member  Medical 
Associations  and  the  Editors  of  their  Journals  are  invited  to 
a meeting  at  The  World  Medical  Association  Secretariat, 
New  York  City,  October  19-20,  1956.  The  program  will  be 
planned  to  facilitate  mutual  assistance  between  the  Secre- 
tariats of  the  National  Medical  Associations  and  the  Secre- 
tariat of  The  World  Medical  Association.  The  meeting  is 
scheduled  to  follow  immediately  the  adjourning  of  the 
10th  General  Assembly  and  the  28th  Council  Session  of  The 
World  Medical  Association  in  Havana,  Cuba.  (10th  Gen- 
eral Assembly,  October  9-15,  1956;  28th  Council  Session, 
October  16-17,  1956.) 

The  Secretariat  Liaison  Conference  is  the  outgrowth  of 
a meeting  held  at  The  World  Medical  Assoociation  Secre- 
tariat in  N ew  York  City,  June  1955,  for  National  Medical 
Association  Secretaries.  The  orientation  and  discussion 
proved  to  be  successful  and  those  who  attended  the  first 


meeting  were  of  the  opinion  that  it  should  include  addi- 
tional officers  and  officials  of  the  member  associations  and 
that  such  conferences  should  be  convened  whenever  con- 
venient for  these  people  to  meet  at  the  New  York 
Secretariat. 


NEW  ENGLAND  POSTGRADUATE  ASSEMBLY 

I he  Fourteenth  Annual  New  England  Postgraduate 
Assembly  will  be  held  at  the  Hotel  Statlcr  in  Boston,  Octo- 
ber 30,  31  and  November  1,  1956. 

Designed  especially  for  the  practicing  physician,  this 
year's  Assembly  will  feature  lectures,  symposia,  panels,  lun- 
cheon panels  and  round  table  discussions,  and  clinical-patho- 
logical conferences.  Carefully  selected  and  previewed  medi- 
cal films  will  be  shown. 

Dr.  Robert  P.  McCombs  of  Boston  is  chairman  of  the 
committee  arranging  the  program.  Representing  their 
respective  state  medical  societies  on  the  program  arc 
Stanley  B.  Weld  of  Hartford,  and  Arthur  Ebbert,  Jr.,  of 
New  Haven,  Connecticut;  Frederick  S.  Gray  of  Ports- 
mouth, New  Hampshire;  Joseph  C.  Johnson  of  Providence, 
R.  I.;  Hugh  Smith  of  Bangor,  Maine;  and  Philip  H.  Wheeler 
of  Brattleboro,  Vermont.  — 


COURSE  IN  POSTGRADUATE 
GASTROENTEROLOGY 

The  American  College  of  Gastroenterology  announces 
that  its  Annual  Course  in  Postgraduate  Gastroenterology 
will  be  given  at  The  Roosevelt  in  New  York  City,  on 
October  18,  19,  20,  1956. 

The  Course  will  again  be  under  the  direction  and  co- 
chairmanship of  Dr.  Owen  H.  Wangensteen,  professor  of 
surgery  of  the  University  of  Minnesota  Medical  School, 
who  will  serve  as  surgical  coordinator  and  Dr.  I.  Snapper, 
director  of  medical  education,  Beth-El  Hospital,  Brooklyn, 
N.  Y.,  who  will  serve  as  medical  coordinator.  Drs.  W an- 
gensteen and  Snapper  will  be  assisted  by  a distinguished 
faculty  selected  from  the  medical  schools. 

The  subject  matter  to  be  covered  in  the  Course,  from  a 
medical  as  w ell  as  surgical  viewpoint,  will  cover  essentially 
the  advances  in  diagnosis  and  treatment  of  gastrointestinal 
diseases  and  a comprehensive  discussion  of  diseases  of  the 
mouth,  esophagus,  stomach,  pancreas,  spleen,  liver  and 
gallbladder,  colon  and  rectum,  with  special  studies  of 
radiology  and  gastroscopy. 

For  further  information  and  enrollment  write  to  the 
American  College  of  Gastroenterology,  Department  P.G., 
33  West  60th  Street,  New'  York  23,  N.  Y. 


OTOLARYNGOLOGY  ASSEMBLY 

The  Department  of  Otolaryngology,  University  of  Illinois 
College  of  Medicine,  announces  its  Annual  Assembly  in 
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How 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25(5  Bottle  of  48  tablets  (1 M grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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DOCTOR  S OFFICE 


Otolaryngology  from  October  i through  7,  1956.  The 
Assembly  will  consist  of  an  intensive  series  of  lectures  and 
panels  concerning  advancements  in  otolaryngology,  and 
evening  sessions  devoted  to  surgical  anatomy  of  the  head 
and  neck  and  histopathology  of  the  car,  nose  and  throat. 

Interested  physicians  should  write  direct  to  the  Depart- 
ment of  Otolaryngology,  1853  West  Polk  Street,  Chicago  12, 
Illinois. 


WORLD  MEDICAL  EDITORS 

The  Seventh  Medical  Editors’  Meeting  sponsored  by  tbe 
World  Medical  Association  in  connection  with  its  10th 
General  Assembly  will  be  held  in  Havana,  Cuba  on  October 
11,  1956.  The  meeting  is  open  to  all  physicians  attending 
the  World  Medical  Assembly. 


PAN  AMERICAN  CONGRESS  ON 
GERONTOLOGY 

The  first  Congreso  Pan-Americano  de  Gerontologia  will 
be  held  under  the  presidency  of  Manuel  Payno  in  Mexico 
City,  D.F.,  September  15-22,  1956.  This  is  one  week  later 
than  previously  announced. 


American  Medical  Writers  Association 
Work  Shop  on  Medical  Writing 
Hotel  Morrison,  Chicago 
September  28  and  29,  1956 


American  Academy  of  Obstetrics  and  Gynecology 
Annual  Clinical  Session 
Palmer  House,  Chicago 
November  7-9,  1956 

OUR  NEIGHBORS 

Massachusetts 

The  Massachusetts  Blue  Shield  has  expanded  its 
insurance  coverage  to  include  x-ray  and  laboratory 
services  inside  the  private  offices  of  radiologists  and 
pathologists.  This  additional  coverage  is  said  to  take 
care  of  those  areas  currently  left  uncovered  by  the 
Blue  Cross  program  in  Massachusetts. 

Hugh  R.  Leavell,  professor  of  public  health 
practice  and  assistant  dean  at  the  Harvard  School  of 
Public  Health,  has  been  granted  a leave  of  absence 
for  one  year  to  serve  as  advisor  to  the  Government 
of  India  on  problems  of  community  sanitation  and 
child  and  maternal  health.  He  will  serve  under  a 
grant  given  by  the  Ford  Foundation  to  the  Indian 
government. 


Joseph  C.  Aub,  professor  of  medical  research  at 
Harvard  .Medical  School  and  director  of  medical 
laboratories  at  the  Collis  P.  Huntington  Memorial 
Hospital,  has  received  the  Bcrtner  Foundation 
award  for  1956.  This  award  is  presented  annually 
for  outstanding  contributions  in  the  field  of  cancer 
research. 

THE  DOCTOR’S  OFFICE 

M errill  A.  Baratz,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  pediatrics  at  75  Whitney 
Avenue,  New  Haven. 

Marvin  B.  Day,  m.d.  announces  the  removal  of  his 
office  for  the  practice  of  internal  medicine  to  50 
Farmington  Avenue,  Hartford. 

William  H.  Tripp,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  obstetrics  and  gyne- 
cology at  85  Jefferson  Street,  Hartford. 


Meetings  Held  During  June 

June  5— Blood  Bank  Committee 

June  6— Joint  Meeting  Committee  on  Hospitals  of 
Connecticut  State  Medical  Society  and 
the  Council  on  Professional  Relations  of 
the  Connecticut  Hospital  Association 

June  12— Committee  on  American  Medical  Educa- 
tion Foundation 

June  20— Committee  on  Maternal  Mortality  and 
Morbidity 

June  21— Council 

Dr.  Hess  Going  to  Israel 

Dr.  Hess,  president  of  the  AMA,  has  accepted 
an  invitation  to  inspect  new  hospital  installations  in 
Israel.  He  will  leave  on  July  22  and  expects  to  be 
back  home  on  August  15.  He  was  invited  to  make 
the  trip  by  Hadassah,  the  Jewish  women’s  Zionist 
movement  of  New  York,  and  will  be  accompanied 
by  Rabbi  Abraham  Shoulson  of  his  home  city. 

On  June  4,  Dr.  Hess  received  an  honorary 
Doctor  of  Science  degree  from  Allegheny  College, 
Meadville,  Pennsylvania.  This  was  the  first  liberal 
arts  college  established  west  of  the  Allegheny  moun- 
tains. 
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EASY  TO 
RECOGNIZE 

All  Sealtest  Dairy  products 
carry  the  Sealtest  Label.  All 
cartons  and  bottle  caps  have 
the  same  basic  design.  And 
each  Sealtest  Dairy  Product 
uses  a different  color. 


UNIFORM 

QUALITY 

All  of  the  Sealtest  Dairy 
Products  sold  in  Connecticut 
are  uniform  in  quality.  This 
is  assured  by  the  Sealtest 
System  of  Quality  Control  at 
all  of  the  processing  plants. 


HANDY 

Sealtest  Dairy  Products  are 
convenient.  Regular  deliver- 
ies to  homes  and  stores  are 
made  from  Bridgeport,  New 
Haven,  Waterbury,  Hartford, 
Manchester,  Melrose,  New 
Britain  and  New  London. 


HOMOGENIZED 
VITAMIN  D MILK 

VITAMIN  D 
FAT-FREE  MILK 

APPROVED  MILK 

BUTTERMILK 

CHOCOLATE  MILK 

COTTAGE  CHEESE 

SWEET  CREAM 

SOUR  CREAM 

BUTTER 


GET  THE  BEST 
GET  SEALTEST 


SEALTEST  DAIRY  PRODUCTS 

are  processed  and 
distributed  in 
CONNECTICUT  by 

NEW  HAVEN  DAIRY  8c  BRYANT  8c  CHAPMAN 

NEW  HAVEN  HARTFORD 

BRIDGEPORT,  NEW  HAVEN,  WATERBURY,  HARTFORD,  MANCHESTER 
MELROSE,  NEW  BRITAIN  and  NEW  LONDON 


GOLDEN  GUERNSEY 
by 

NEW  HAVEN  DAIRY 


TWO  PREMIUM  MILKS 

are  sold  by  these 
two  Connecticut  Dairies : 


8i 


WOODFORD  FARMS 
by 

BRYANT  & CHAPMAN 
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AROUND  THE  STATE 


AROUND  THE  STATE 


Fairfield  County 

Nicholas  Spinelli  of  Bridgeport,  Melville  Magida 
of  Stamford  and  Ignatius  Vetter  of  Norwalk  were 
among  the  speakers  at  the  4th  Connecticut  Con- 
ference on  Cardiovascular  Diseases  held  in  Water- 
bury  on  June  7. 

Hartford  County 

Among  the  speakers  at  the  4th  Connecticut  Con- 
ference on  Cardiovascular  Diseases  held  in  Water- 
bury  on  June  7 were  Kenneth  F.  Brandon  and  Albert 
Larson  of  Hartford  and  Howard  J.  Lockwood  of 
Manchester. 

In  June  Whitney  Spaulding  of  Collinsville  began 
his  training  as  administrative  resident  at  the  Hart- 
ford Hospital.  Mr.  Spaulding  is  the  fifth  individual 
to  receive  this  particular  residency  training.  He  is  a 
graduate  of  Amherst  College,  has  served  several 
years  in  the  U.  S.  Air  Corps,  and  just  completed  a 
course  in  hospital  administration  at  the  University 
of  Pittsburgh  School  of  Public  Health. 

Money  has  been  provided  in  the  form  of  a trust 
fund  for  a full  time  chaplain  at  the  Hartford  Hos- 
pital. His  principal  work  will  be  with  Protestant 
patients  in  assisting  ministers  in  serving  hospitalized 
members  of  their  own  parishes  and  in  caring  more 
adequately  for  the  large  group  of  patients  who  have 
no  church  affiliation  or  come  from  outside  of  Hart- 
ford. The  trust  fund  was  given  by  Attorney  Lewis 
Fox  in  memory  of  Miss  Anna  M.  Fulling,  his 
foster  mother  from  the  time  he  was  six  years  old. 
The  chaplain  w ill  be  secured  by  the  Greater  Hart- 
ford Council  of  Churches  and  will  begin  his  duties 
October  1. 

Francis  J.  Braceland,  psychiatrist  in  chief  at  the 
Institute  of  Living  in  Hartford,  has  been  named  by 
the  National  Health  Council  as  chairman  of  the  1957 
National  Health  Forum. 

Allan  B.  Ainley,  Jr.,  has  been  appointed  assistant 
medical  director  for  the  Travelers  Insurance  Com- 
panies. Dr.  Ainley  was  recently  serving  as  medical 
examiner  at  the  Travelers  branch  office  in  New 
York  City. 


Hilda  Crosby  Standish  of  West  Hartford  has  been 
elected  an  alumnae  trustee  of  Wellesley  College  for 
a term  of  six  years. 


West  Hartford  Boy  Wins  National  Award 


Robert  B.  Nathanson,  a sophomore  at  Hall  High 
School,  West  Hartford,  won  an  honorable  mention 
citation  of  the  American  Medical  Association  at 
the  National  Science  Fair  in  Oklahoma  City  in  May. 
His  award-winning  exhibit  entitled  “The  Effect  of 
Aureomycin  on  the  Encystment  and  Excystment  of 
the  Amoeba”  was  judged  by  a six  member  AMA 
committee  to  be  among  the  four  best  in  the  field  of 
the  basic  medical  sciences. 

Bob  Nathanson  was  previously  the  finalist  in  the 
Seventh  Annual  Northern  Connecticut  Science 
Fair  sponsored  by  the  Hartford  Times  and  won  his 
trip  to  Oklahoma  City. 

Litchfield  County 

George  L.  Cushman  of  North  Woodbury  was  one 
of  the  speakers  at  the  4th  Connecticut  Conference 
on  Cardiovascular  Diseases  held  in  Waterbury  on 
June  7. 

New  Haven  County 

H.  M.  Marvin  of  Newr  Haven  was  one  of  the 
moderators  at  the  4th  Connecticut  Conference  on 
Cardiovascular  Diseases  held  in  Waterbury  on  June 
7.  Among  the  speakers  were  William  B.  Bentley  of 
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clinically  proved  in  many  common  infections160 

Hemolytic  streptococcal  infections 

Pharyngitis/Tonsillitis/Sinusitis 

Otitis  media/Mastoiditis 

Scarlet  fever/Lymphadenitis/Erysipelas 

Staphylococcal  infections/Pneumococcal 
infections/Gonococcal  infections/ 

Vincent’s  Infection/Prevention  of 
streptococcal  infection  in  individuals 
with  a history  of  rheumatic  fever/ 

Prevention  of  secondary  infection  due  to 
penicillin-susceptible  organisms 

in  dosage  of  just  t or  2 tablets  t.i.d. 

and  is  far  less  costly  than  other  penicillin  salts 


Pentids 

SQUIBB  200,000  UNIT  BUFFERED  PENICILLIN  G POTASSIUM  TABLETS 

Recommended  dosage:  1 or  2 tablets  t.i.d.  without  regard  to  meals%  Bottles  of  12  and  100. 


References:  1.  Boger,  W.  P.,  J.  Amer.  Ger.  Soc.  3:556,  Aug. 
1955.  2.  Lapin,  J.  H.,  Ann.  Allergy  13:169,  March-April  1955. 
3.  Andelman,  M.  B.  and  Fischbein,  W.  I.,  Antibiotic  Med.  1: 
136,  March  1955.  4.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
ease, Circulation  11:317,  Feb.  1955.  5.  Miller,  J.  M.  et  al.t 
Antibiotics  Annual  1954-55,  Medical  Encyclopedia  Inc.,  N.  Y., 
p.  105.  6.  Seal.  J.  R.  et  al.,  J.  Lab.  & Clin.  Med.  44:831,  Dec. 
1954.  7.  Martin,  W.  J.  et  al.,  Am.  Pract.  & Dig.  Treat.  5:813, 
Oct.  1954.  8.  Henner,  R.,  Eye,  Ear,  Nose  & Throat  Monthly 
33:530,  Sept.  1954.  9.  Rodstein,  M.  and  Young,  D.,  Clin.  Med. 
61:695,  Sept.  1954.  10.  Bernstein,  S.  H.  et  al..  A.  M.  A. 
Arch.  Int.  Med.  93:894,  June  1954.  11.  Craige,  E..  North  Caro- 
lina M.  J.  14:593,  Dec.  1953.  12.  Barach,  A.  L..  J.  Amer.  Ger. 
Soc.  1:616,  Sept.  1953.  13.  Barach,  A.  L.,  Geriatrics  8:423, 
Aug.  1953.  14.  Boger,  W.  P.,  Indus.  Med.  S Surg.  22:288, 
July  1953.  15.  Young,  D.  and  Rodstein,  M.,  J.A.M.A.  152:987, 
July  1953.  16.  Queries  and  Minor  Notes,  J.A.M.A.  152:1083, 
July  1953.  17.  Roberts,  E.,  A.  M.  A.  Amer.  J.  Dis.  Child.  85: 
643,  June  1953.  18.  Spink,  W.  W.,  J.A.M.A.  152:585,  June 
1953.  19.  Huang,  N.  N.  and  High,  R.  H„  J.  Pediat.  42:532, 
May  1953.  20.  Antibiotics:  Round  Table  Discussion,  Pediatrics 
11:270,  March  1953.  21.  Feinberg,  B.,  Rhode  Island  M.  J.  36: 
138,  March  1953.  22.  Flippin,  H.  F.,  Delaware  State  M.  J.  25: 
55,  March  1953.  23.  Denny,  F.  W.  Jr.,  Postgrad.  Med.  13:153, 
Feb.  1953.  24.  Flood,  J.  M.,  A.  M.  A.  Arch.  Dermat.  & Syph. 
67:42,  Jan.  1953.  25.  Kohn,  K.  H.,  Milzer,  A.  and  MacLean,  H., 
J.A.M.A.  151:347,  Jan.  1953.  26.  Siegal,  S.  et  al.,  J.  Allergy 
24:1,  Jan.  1953.  27.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
ease, J.A.M.A.  151:141,  Jan.  1953.  28.  Keefer,  C.  S.,  Pennsyl- 
vania M.  J.  55:1177,  Dec.  1952.  29.  Kerrell,  W.  E.,  J.A.M.A. 
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150:1450,  Dec.  1952.  30.  Levy,  D.  F.,  Connecticut  State  M.  J. 
16:899,  Dec.  1952.  31.  Romansky,  M.  J.  and  Reiser,  G.  A., 
J.A.M.A.  150:1447,  Dec.  1952.  32.  Thomas  L.,  Minnesota  Med. 
35:1105,  Dec.  1952.  33.  Jones.  C.  C.,  J.  Iowa  M.  Soc.  42:533, 
Nov.  1952.  34.  Reimann,  H.  A.,  Postgrad.  Med.  12:255,  Sept. 
1952.  35.  Bunn,  P.  A , N.  Y.  State  J.  Med.  52:2005,  Aug.  1952. 

36.  Finland,  M.,  New  England  J.  Med.  247:557,  Oct.  1952. 

37.  Babione,  R.  W.  et  al.,  U.  S.  Armed  Forces  M.  J.  3:973, 
July  1952.  38.  Hansen,  A.  E.,  South.  M.  J.  45:423,  May  1952. 
39.  Dowling,  H.  F„  G.  P.  5:53,  Feb.  1952.  40.  Rhoades.  P.  S., 

G.  P.  5:67,  Feb.  1952.  41.  Dowling,  H.  F.  and  Lepper.  M.  H.. 
Med.  Clin.  North  Amer.,  Jan.  1952,  p.  247.  42.  Karelitz,  S. 
and  Schifrin,  N.,  Postgrad.  Med  11:17,  Jan.  1952.  43.  Panel 
Discussion,  Pennsylvania  M.  J.  55  42,  Jan.  1952.  44.  Flippin, 

H.  F.  et  al.,  J.A.M.A.  147:918,  Nov.  1951.  45.  Massed.  B.  F.. 
Mod.  Concepts  Cardiovas.  Dis.  20:105,  Sept.  1951.  46.  Wein- 
stein, L.,  Boston  Med.  Quarterly  2:1,  Sept.  1951.  47.  Massed, 
B.  F.  et  al.,  J.A.M.A.  146:1469,  Aug.  1951.  48.  Finland.  M„ 
Bull.  New  York  Acad.  Med.,  27:199,  April  1951.  49.  Wheatley, 
D.,  Brit.  M.  J.  1:703,  March  1951.  50.  Keefer,  C.  S.,  Postgrad. 
Med.  9:101,  Feb.  1951.  51.  Bunn,  P.  A.  et  al.,  J.A.M.A.  144: 
1540,  Dec.  1950.  52.  Weinstein,  L.  and  Perrin,  T.  S.,  J.  Pediat. 
47:844,  Dec.  1950.  53.  Keefer,  C.  S„  Am.  J.  Med.  7:216, 
Aug.  1949.  54.  Robinson,  J.  A.,  Hirsch,  H.  L.  and  Dowling,  H. 
F.,  Am.  J.  Med.  4:716,  1948.  55.  Barach,  A.  L.  and  Garthwaite, 

B. ,  Ann.  Allergy  5:297,  Aug.  1947.  56.  Herrold,  R.  0.,  J.  Urol. 
57:897,  May  1947.  57.  White,  H.  J.,  Lee,  M.  E.  and  Alverson. 

C. ,  Proc.  Soc.  Exper.  Biol.  & Med.  62:35,  1946.  58.  Baumann, 
F.  et  al.,  J.  Allergy  17:264,  Sept.  1946.  59.  Gamble.  T.  0.  et 
al.,  Am.  J.  Obst.  & Gynec.  50:514,  Nov.  1945.  60.  Woofter, 
A.  C.  and  Hoffman,  0.  E.,  J.  Iowa  M.  Soc.  35:189,  May  1945. 
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CLASSIFIED  ADVERTISING 

S5.00  for  50  words  or  less 
each  additional 

253*  extra  if  keyed  through  Journal 
Payable  in  advance 

FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut,  UN  5-3149. 


FOR  SALE — The  savings  on  new  and  refinished  surgical 
and  medical  equipment,  etc.,  will  astonish  you.  Every  item 
is  guaranteed  or  money  refunded.  Our  low  overhead — your 
larsje  savings.  References:  Hundreds  of  completely  satisfied 
doctors.  Compare  our  low  prices.  Open  daily  9 to  5 p.  m. 
Evenings  and  Sundays  by  appointment.  BEverly  7-3145. 
Harry  Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


FOR  SALE — Finest  quality  new  treatment  room  furniture — 
Scales,  etc.,  at  large  discounts.  Refinished  instrument  and 
treatment  cabinets  $45.00 — Examining  table  $55.00 — Utility 
tables  $10.00 — Brown-Buerger  convertable  cystoscope  $100.00 
— McCarthy  cystoscope  $65.00 — EEN1  chairs  $30.00  up — 
Mayo  stands  $17.00 — Examining  lamps  $8.00  up — Micro- 
scopes, all  makes  $85.00  up— Pelton  and  Castle  sterilizers 
$40.00  up — Autoclaves  $110.00 — New  physical  therapy  tables 
$55.00— Otiscope  sets  $17.00 — New  Aneroid  blood  pressures 
$34.00 — Sahli  hemometers  $12.50 — Hand  centrifuge  $8.00 — 
Large  savings  on  new  stainless  instruments  and  waste  recep- 
tacles— Jones  basal  metabolism  $150.00 — Shockproof  fluoro- 
scope  $495.00 — National  cauteries  $20.00.  Hundreds  of  other 
items.  Open  daily  9 to  5 p.  m.  Evenings  and  Sundays  by 
appointment.  BEverly  7-3145.  Harry  Sacker,  188  Grove 
Street,  Meriden,  Connecticut. 


FOR  SALE — Used  ophthalmic  equipment,  excellent  condi- 
tion— New  short  wave  $225.00 — New  Ritter  motor  driven 
EENT  chair  $600.00 — X-ray  tank  $40.00 — Buck  film  dryer 
$50.00 — Large  discount  on  Emdee  bags — Hemoglobinometer 
$65.00 — Physical  therapy  equipment — Stainless  wares — Leg 
dressing  stand  $8.00  up.  Compare  our  low  prices.  BEverly 
7-3145.  Harry  Sacker,  188  Grove  Street,  Meriden,  Conn. 


WE  WANT  to  purchase  all  types  of  used  medical  equip- 
ment, sterilizers,  microscopes,  instruments,  examining  lamps. 
Complete  offices,  and  surplus  items  you  may  have  stored 
away.  Highest  prices  paid.  Send  offerings.  R.  Abele,  102 
York  Square,  New  Haven,  Connecticut. 


Waterbury,  Frank  I).  Gray,  Jr.,  Averill  Liebow, 
William  W.  L.  Glenn  and  Levin  Waters,  all  of  New 
Haven. 


I he  ,i  ale  Nursing  School  alumnae  are  determined 
to  have  representation  on  the  University  corpora- 
tion. For  this  purpose  they  have  nominated  Dr. 
Stanhope  Bayne-Jones,  former  dean  of  the  School 
of  Medicine,  for  an  alumni  trustee.  The  nursing 
alumnae  have  become  aroused  over  a university 
announcement  that  the  basic  training  program 
would  be  dropped  after  currently  enrolled  students 
received  their  degrees  in  June,  1958.  Many  alumnae 
favor  the  new  program  but  do  not  wish  to  have  the 
basic  program  dropped. 

New  Haven  Area  Rehabilitation  Opens 
New  Facilities 

I he  modernized  and  enlarged  facilities  of  the 
New  Haven  Area  Rehabilitation  Center  at  378  Con- 
gress Avenue,  New  Haven,  opened  for  service 
May  22. 

I he  occasion  marked  the  first  phase  of  a new 
program  combining  the  services  of  other  agencies 
with  the  operation  of  the  center. 

1 he  first  agencies  enrolled  in  the  service  program 
comprise:  the  New  Haven  Curative  Workshop. 
Cerebral  Palsy  Clinic,  State  Board  of  Education  for 
the  Blind  and  the  State  Bureau  of  Vocational  Re- 
habilitation. 

Other  agencies  which  will  assist  in  program  devel- 
opment and  obtaining  financial  support  include  the 
New  Haven  Heart  Association,  New  Haven 
Crippled  Children’s  Aid  Society,  New  Haven 
Tuberculosis  and  Heart  Association,  the  Retarded 
Children's  Association,  the  Association  for  the  Hard 
of  Hearing,  Goodw  ill  Industries,  St.  Raphaels  Hos- 
pital and  Grace-New  Haven  Hospital. 

The  new  center,  renovated  and  equipped  at  a cost 
of  $65,000,  is  the  result  of  five  years  of  planning 
under  the  auspices  of  the  New  Haven  Council  of 
Social  Agencies. 

The  new  facilities  include  physical  and  occupa- 
tional therapy  rooms,  a conference  room,  social 
room,  and  a department  for  office  training.  A train- 
ing kitchen  is  being  planned  and  also  quarters  to  be 
used  for  a work  adjustment  program. 

Operating  expenses  of  the  center  will  be  met 
through  fees  charged  patients  who  are  able  to  pay 
and  with  funds  from  the  Easter  Seal  Campaign 
scheduled  annually  by  the  Connecticut  Society  for 
Crippled  Children  and  Adults. 
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DranO 

POLYMYXIN  B-BAC1TRACIN  OINTMENT 


to  ktw,  bAMoi'OhMtmtc  t/Lmfbtf 
m$L 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/$  oz.  tubes. 


"iSS  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 

y 

natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y • Montreal,  Canada 


Dr.  Dennis  S.  O’Connor,  New  Haven,  is  president 
of  the  rehabilitation  center  and  Airs.  W.  Oren 
Barker  is  coordinator. 

New  London  County 

1 he  New  London  County  Chapter  of  the  Ameri- 
can Academy  of  General  Practice  has  sponsored  a 
postgraduate  course  in  clinical  electrocardiography 
at  the  Lawrence  and  Memorial  Hospital  in  New 
London  during  the  past  four  months.  The  course 
consisting  of  16  sessions  of  two  hours  each  was  in 
charge  of  Edward  Gipstein,  cardiologist.  The  course 
was  completed  by  14  physicians  as  follows:  Morris 
Sulman,  Louis  De  Angelis,  Thomas  Soltz,  Richard 
M.  Starr  and  Frank  J.  Miselis  of  New  London; 
Paul  Sutton,  Jack  Sutton  and  Berwyn  F.  Force  of 
Groton;  Roger  N.  Fowler,  E.  Roland  Hill  and 
Bradford  B.  Crandall  of  Mystic;  Robert  Bowers  of 
VVillimantic  and  Jacob  Warren  of  Westerly,  R.  1. 
Because  of  numerous  requests  Dr.  Gipstein  is  plan- 
ning to  repeat  the  course  in  the  autumn. 

Louis  De  Angelis  of  New  London  was  elected 
president  of  the  New  London  County  Chapter  of 
the  American  Academy  of  General  Practice  at  the 
annual  meeting  held  recently  at  the  Lawrence  and 
Memorial  Hospital.  He  succeeds  Harold  D.  Von 
Glahn  of  Old  Lyme  who  presided  at  the  meeting. 
Other  officers  named  were  David  G.  Rousseau  of 
Taftville,  vice  president;  Morris  Sulman  of  New 
London,  secretary-treasurer;  Saul  Karpel  of  New 
London,  Frank  J.  Miselis  of  Montville  and  Harold 
W.  Duennebier  of  East  Lyme,  members  of  the  Board 
of  Directors. 

Middlesex  County 

Harry  Knight  attended  the  annual  meeting  of  the 
American  Urological  Society  in  Boston  the  end  of 
May. 

Christie  McLeod  attended  the  northeastern 
regional  meeting  of  the  College  of  American  Pathol- 
ogists at  Lake  Placid,  N.  Y.  early  in  June. 

Herbert  Levine  was  recently  elected  president  of 
the  Middlesex  Chapter  of  the  American  Heart  Asso- 
ciation. 

Leon  J.  Yorburg,  a Durham  resident  and  a mem- 
ber of  our  county  society,  opened  an  office  at  the 
New  Rochelle  Medical  Center  in  New  Rochelle, 
New  York  limiting  his  practice  to  neurology  and 
psychiatry. 
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ELMCREST  MANOR 


25  Marlborough  Street,  Portland 
Telephone  Diamond  6-6681 


A diagnostic  and  therapeutic  nemo  psychiatric  unit 


V.  Gerard  Ryan,  M.D. 
Asher  L.  Baker,  M.D. 

M.  R.  Blakeslee,  M.D. 


NATCHAUG 

Convalescent  Hospital,  Inc. 

A one-story,  brick,  fire  resistant,  ranch  type, 

T shaped  building;  constructed,  planned,  and 
equipped  by  active  physicians,  to  provide  effi- 
cient individualized  medical  treatment  and  re- 
laxing home  like  atmosphere,  for  convalescent 
and  chronically  ill,  bed  ridden  or  ambulatory 
patients. 

Accommodations  for  patients  in  single  or  two  bed 
units  only. 

24  hour  coverage  by  licensed  nursing  personnel, 
Privileges  extended  to  all  qualified  physicians. 
Adequate  kitchen  facilities  for  special  diets. 

REASONABLE  RATES 

Medical  Directors 
Mervyn  H.  Little,  M.D. 

Olga  A.  G.  Little,  M.D.,  F.A.P.A. 

For  information  contact: 

Alice  G.  Taylor,  R.N. 

Superintendent  of  Nurses 

Star  Route,  WILLIMANTIC,  Conn.  HArrison  3 2514 


CONVALESCENT  HOSPITAL,  INC. 

36  MORRIS  COVE  ROAD,  NEW  HAVEN 

"Thermopane  Solarium  overlooking  the  Sea” 

9 Place  your  patients  in  an  affectionate  and  home 
like  atmosphere,  located  amid  spacious  grounds  in 
one  of  New  England’s  newest  and  most  modern 
hospitals. 

O Rigid  adherence  to  individual  needs,  medica- 
tions, diets  and  rehabilitation  program  as  specified 
by  the  doctor. 

• Registered  nurses  on  24  hours  a day. 

• Physical  therapy  treatments. 

• X-ray  diagnosis  • Oxygen  tents 

• Complete  line  of  orthopedic  equipment. 

• Mary  B.  Gorry,  R.N.,  Supervisor 

• ANNE  L.  D’Onofrio,  Reg.  Physical  Therapist 

• Private,  semi-private  and  wards. 

O Rates  and  brochures  sent  on  request. 

• Call  HObart  7-6357  or  HObart  7-6358. 


REST  HAVEN 

CONVALESCENT  HOSPITAL 

9 W.  HIGH  ST.,  EAST  HAMPTON,  CONN. 

• Completely  modern  for  chronic  and  convales- 
cent cases. 

• One-  and  two-bed  rooms  only. 

• Tastefully  decorated  homelike  atmosphere. 

• Doctor’s  office  is  in  the  hospital. 

• For  further  information  write  or  phone. 

Louis  Sorefif,  M.D. 

Barbara  Bevin,  Physio-Therapist 
Telephone:  East  Hampton,  ANdrew  7-2038 


TZ  Holly  Hill 

Convalescent  Howe  and  Hospital 

Firetown  Road  : SIMSBURY  : OLd field  8-7273 

Situated  on  the  former  estate  of  the  late 
Senator  and  Governor,  George  P.  McLain. 
What  was  once  a great  estate  has  truly 
been  fashioned  into  a pleasant,  comfortable 
and  efficient  home  and  hospital. 

Registered  Nurses  in  attendance  at  all  times 

Owen  L.  Murphy,  m.d.  Miss  Alice  L.  Ryan,  r.n. 
Medical  Adviser  Superintendent 
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LAKESIDE  LABORATORIES 

organomercurial  diuretics 
..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/7^ 

^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelohia,  W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


Floyd  Rons,  who  had  been  practising  in  New 
Britain,  is  now  associated  with  Harry  Knight  in 
the  practice  of  urology  in  Middletown. 

I he  plans  of  the  four  interns  who  completed  their 
service  at  the  Middlesex  Memorial  Hospital  on  June 
30  are  as  follows:  Joseph  Manzi  is  taking  a residency 
in  chest  diseases  at  the  Essex  County  Sanatorium  at 
Verona,  New  Jersey;  Felix  Sheehan  is  becoming 
associated  with  Benjamin  Shenker  in  general  prac- 
tice in  Middletown;  James  Howbert  is  going  to  be 
resident  in  pathology  at  the  Middlesex  Memorial 
Hospital;  Mary  Lou  Howbert  is  going  to  have  a 
baby. 

Windham  County 

The  Eastern  Windham  County  Heart  Association 
in  cooperation  with  the  Willimantic  District  Heart 
Association  presented  its  first  afternoon  symposium 
on  Wednesday,  May  9,  in  the  Clinical  Meeting 
Room  of  the  Day  Kimball  Hospital  in  Putnam. 

The  speakers  were  Simon  Dack,  chief  of  the 
Cardiac  Clinic  at  Mount  Sinai  Hospital,  New  York, 


who  discussed  “Recent  Advances  in  Diagnosis  of 
Coronary  Artery  Disease;”  William  T.  Foley  of 
New  'i  ork,  assistant  clinical  professor  of  medicine 
at  Cornell  College  and  chairman  of  the  Cardiovascu- 
lar Clinic  who  discussed  “T  he  .Medical  Treatment 
of  Coronary  Artery  Disease;”  and  Harry  Unger- 
lcider,  director  of  medical  research  of  The  Equit- 
able Life  Assurance  Society  of  the  U.  S.  of  New 
^ ork  who  discussed  “Prognosis  of  Coronary 
Artery  Disease.” 

Yale  School  of  Nursing  Given  Grant 

1 lie  \ ale  University  School  of  Nursing  has  re- 
ceived a grant  of  $24,000  from  the  Commonwealth 
Fund  for  10  fellowships  at  $2,400  each  to  aid  the 
new  graduate  at  the  School  beginning  in  September. 

The  new  program  of  the  Yale  School  of  Nursing 
to  start  in  the  fall  is  for  graduate  students  in  nursing 
who  have  completed  their  basic  training  in  nursing 
as  well  as  their  collegiate  studies.  Students  com- 
pleting the  advanced  course  of  study  in  one  of 
three  clinical  fields  will  receive  the  Master  of  Science 
in  Nursing  degree. 

Goal  of  the  new  curriculum  is  to  prepare  nurses 
for  leadership  in  teaching,  research,  administration, 
and  the  practice  of  nursing.  In  addition  to  its  own 
faculty,  the  School  of  Nursing  will  draw  on  other 
faculties  and  resources  of  the  University,  including 
the  Schools  of  .Medicine  and  of  Engineering,  the 
Graduate  School,  the  Department  of  Public  Health, 
and  the  Yale-New  Haven  Medical  Center. 

Nurses  Vote  Down  Membership  in 
Labor  Unions 

The  Connecticut  State  Nurses  Association  has 
gone  on  record  as  disapproving  the  holding  of  mem- 
bership in  labor  unions  by  nurses  w hen  such  unions 
seek  to  enter  the  nursing  field  or  to  engage  in 
activities  which  are  in  conflict  with  the  program  of 
the  State  Association.  Organized  nursing  has  an 
economic  security  program  based  on  the  premise 
that  nursing  is  a profession  and  nurses  are  profes- 
sional workers.  It  believes  that  nurses  have  the  right 
and  responsibility  to  promote  and  protect  their 
economic  security  with  professional  dignity  through 
the  channels  of  the  professional  association  and  not 
through  labor  unions. 
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Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


Thin  due 


h*ou> 


PEPPERIDGE  FARM  BREAD 

NORWALK.  CONNECTICUT 


Yale  Medical  School  Library  Receives 
Endowed  Book  Fund 

A new  endowed  book  fund  has  been  established 
at  the  Vale  Medical  School  Library  in  memory  of 
an  outstanding  19th  century  Vale  physician.  The 
book  fund  bears  the  name  of  Dr.  Nathan  Smith, 
professor  of  the  Theory  and  Practice  of  Physic, 
Surgery  and  Obstetrics  at  Vale  from  1813  to  1829. 
Dr.  Smith  was  one  of  the  founders  of  the  Vale 
Medical  School,  and  ranked  among  this  nation’s 
most  important  medical  researchers  of  the  first  quar- 
ter of  the  19th  century.  At  the  time  of  his  death  he 
bequeathed  his  library  to  the  Vale  Medical  School. 

The  Nathan  Smith  Book  Fund  was  established 
with  two  gifts,  of  $1,000  each,  from  Bern  Dibner  of 
Norwalk,  and  Airs.  John  F.  Fulton  of  New  Haven. 
Their  gifts  are  the  results  of  a new  campaign 
launched  by  the  Funds  Committee  of  the  Associates 
of  the  Vale  Medical  Library.  This  campaign  is  de- 
signed to  enlarge  the  endowed  book  funds  of  the 
A'ale  Medical  Library,  one  of  the  best  of  its  kind  in 
the  nation.  Despite  its  eminence,  this  library  has 
very  little  income  from  endowed  book  funds. 


Bookplates  fashioned  after  those  used  by  Dr. 
Smith  in  his  own  collection  will  be  inserted  in  all 
books  purchased  with  the  income  of  the  Nathan 
Smith  Book  Fund. 

Dr.  Paul  Dudley  White  Speaks 

The  Harvard  Club  of  Connecticut  was  honored 
recently  by  having  as  the  dinner  speaker  at  its 
annual  meeting  in  New  Haven  Dr.  Paul  Dudley 
White  of  Boston  whose  services  to  President  Eisen- 
hower have  been  outstanding.  Indicative  of  Dr. 
White’s  interest  in  and  use  of  the  bicycle  was  a 
sample  of  this  time  honored  vehicle  standing  on  the 
stage  of  the  Lawn  Club  dining  room.  The  photog- 
rapher succeeded  in  snapping  Dr.  White  after  he  had 
adroitly  mounted  the  bicycle. 

Some  of  his  remarks: 

“Only  five  per  cent  of  the  present  physicians’  sons 
in  Great  Britain  are  applying  to  medical  schools. 

The  future  is  not  so  bright  as  it  should  be.” 

“I  am  opposed  to  the  United  Fund  drive  for  funds 
since  it  would  require  a tremendous  amount  of 
attention  for  a few  moments  on  one  disease.  1 favor 
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separate  drives  and  separate  hearings  before  Con- 
gressional committees.” 

“1  am  informed  that  I am  about  to  receive  ioo 
new  bicycles  from  the  manufacturers  because  of 
what  1 have  done  for  their  business.” 

“Golf  is  good  exercise  but  doesn’t  accomplish 
very  much.” 

New  Priority  Group  for  Poliomyelitis 
Vaccine:  No  Third  Inoculations 

Upon  the  recommendation  of  the  Governor’s 
Poliomyelitis  Vaccine  Advisory  Committee,  the 
Public  Health  Council  of  the  State  Department  of 
Health  has  approved  the  following  change  in  regula- 
tions on  the  priorities  and  use  of  poliomyelitis 
vaccine. 

Poliomyelitis  vaccine,  whether  obtained  from 
local  directors  of  health  or  purchased,  shall  be  ad- 
ministered only  as  follows: 

(a)  To  children  one  year  of  age  to  fourteen  years 
of  age,  inclusive. 

(b)  To  pregnant  women. 

Under  no  circumstances  shall  more  than  two 
inoculations  be  given  to  any  individual. 

This  change  followed  the  recommendation  of  the 
National  Advisory  Committee  on  Poliomyelitis 
Vaccine  that  the  use  of  vaccine  be  confined  to  those 
under  fifteen  years  of  age  and  pregnant  women. 
Infants  under  one  year  of  age  were  not  included 
since  the  incidence  of  poliomyelitis  at  this  age  is 
very  low. 

POSTPONE  THIRD  INOCULATIONS 

Along  with  the  expansion  of  the  eligible  age  group 
the  regulation  has  been  altered  to  stop  the  use  of 
vaccine  for  the  third  inoculations  in  order  to  protect 
as  many  as  possible  from  paralytic  poliomyelitis. 

1 his  is  in  accordance  with  the  recommendation  of 
the  Surgeon  General  of  the  Public  Health  Service 
endorsing  the  postponement  of  booster  inoculations 
as  a temporary  measure  “to  enable  more  children  to 
receive  first  or  second  doses  and  thus  extend  protec- 
tion to  more  people  before  this  summer’s  polio- 
myelitis season.”  The  National  Advisory  Committee 
on  Poliomyelitis  also  reaffirms  the  position  taken  by 
the  Public  Health  Serv  ice  on  postponement  of  third 
injections. 

The  expansion  of  the  priority  group  to  include 


161,500  newly  eligible  children  was  done  because 
reports  from  the  various  towns  indicated  that  over 
350,000  individuals,  Hi  per  cent  of  the  previous 
group  of  eligiblcs,  had  received  one  or  more  inocu- 
lations. 

VACCINATION  RECOMMENDED  DURING  SUMMER 
MONTHS 

It  is  the  recommendation  of  the  Surgeon  General 
of  the  Public  Health  Service  and  the  state  depart- 
ment of  health  that  vaccination  against  poliomyelitis 
should  continue  all  summer  during  the  poliomye- 
litis season.  Our  experience  last  summer  showed 
that  there  was  not  a single  case  of  provocation 
associated  with  the  use  of  poliomyelitis  vaccine.  As 
usual,  other  inoculations  against  diphtheria,  tetanus, 
and  whooping  cough,  except  for  infants  under  six 
months  of  age,  should  be  postponed  unless  a child 
has  been  protected  against  poliomyelitis  with  two 
inoculations  of  vaccine.  The  same  applies  to  minor 
s u rg ical  p ro ce d u res . 

Contraindications  for  administration  of  the  Salk 
poliomyelitis  vaccine  have  been  slightly  revised.  The 
vaccine  should  not  be  given  ( 1)  during  major  acute 
illness;  (2)  during  the  poliomyelitis  season  to  per- 
sons exhibiting  symptoms  of  minor  illness,  especially 
fever,  sore  throat  and  gastrointestinal  upset;  and  (3) 
to  those  in  intimate  household  or  institutional  con- 
tact with  an  index  case  of  poliomyelitis. 

I he  risk  of  provoking  paralysis  by  a first  injection 
of  Salk  vaccine  is  minimal.  If  primary  sensitization 
has  occurred,  the  risk  in  subsequent  vaccine  injec- 
tions is  probably  nil. 

If  efforts  are  successful  to  vaccinate  a high  pro- 
portion of  the  most  susceptible  age  groups  in  the 
American  population— children  aged  six  months 
through  19  years  and  pregnant  women— before  the 
advent  of  the  1956  poliomyelitis  season,  a reduction 
by  50  per  cent  in  the  number  of  parayltic  cases  that 
might  otherwise  have  occurerd  in  the  epidemic 
season  of  1956  is  well  within  reason.  This  would 
represent  a most  dramatic  reduction  in  a single  year. 
The  cooperation  of  the  medical  profession  is  essen- 
tial to  this  possible  result. 

A new  statistical  analysis  of  age-specific  admission 
rates  of  paralytic  polio  patients  to  hospitals  reporting 
to  the  National  Foundation  reveals  that  the  inci- 
dence of  paralytic  polio  is  likely  to  be  as  high  among 
pre-school  and  nursery  school  children  as  among 
those  in  the  first  and  second  grades  in  school. 
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NEW  BOOKS  IN  REVIEW 

I THE  NEUROSES  IN  CLINICAL  PRACTICE.  By 
Henry  P.  Laughlin.  Philadelphia:  W.  B.  Saunders  Com- 
pany.. 1956.  801  pp.  with  glossary  and  indices.  $12.50. 

Reviewed  by  Francis  J.  Braceland 
Ordinarily  the  physician  is  wary  of  discussions  of  the 
i neuroses  by  psychiatrists.  This  is  either  because  too  much 

I technical  background  is  required  for  a proper  understanding 
of  the  discussion  or  else  the  jargon  is  too  much  for  him. 
This  book  avoids  both  of  these  handicaps  and  yet  gives  a 
complete  description  and  illustration  of  the  various  situations 
which  the  clinician  encounters  in  his  daily  practice. 

Even  if  the  chapters  on  anxiety,  depression  and  the  fatigue 
states  were  all  that  the  book  had  to  offer,  it  would  be 
exceedingly  worthwhile.  In  addition  to  this,  however,  there 
are  complete  discussions  of  the  various  other  neurotic  mani- 
festations which  may  be  seen  by  the  alert  physician.  The 
psychodynamics  of  the  various  neuroses  are  given  in  detail 
and  the  reader  can  understand  how  the  patient  ‘‘got  that 
way.” 

Depression  is  a far  more  common  phenomenon  than  is 
usually  recognizable.  Overt  and  covert,  it  manifests  itself 
in  many  situations.  Many  times  the  patient  with  the  multiple 
and  ill  defined  symptom  picture,  the  one  which  does  not  fit 
into  any  recognizable  category,  is  found  upon  careful 
examination  to  be  suffering  with  a depression.  Particularly 
is  this  true  of  the  patient  in  middle  life  or  in  the  later 
years.  The  background  material  underlying  depressions  is 
described  here  in  detail,  as  is  anxiety,  phobias,  etc.,  and  the 
j rationale  for  the  symptoms  becomes  apparent. 

The  chapter  on  anxiety  is  particularly  enlightening  and, 
inasmuch  as  anxiety,  or  the  various  defenses  against  it,  are 
a part  of  all  neuroses,  this  discussion  is  particularly  valuable. 
The  defense  mechanisms  are  discussed  capably,  as  are  the 
l various  nebulous  but  annoying  conditions,  such  as  the 
fatigue  states.  The  14th  and  last  chapter  is  concerned  with 
I the  neuroses  which  follow  upon  trauma.  A glossary  of 
I psychiatric  terms  is  appended. 

This  is  reallv  an  excellent  work  and  anyone  who  studies 
it  will  have  a much  greater  understanding  of  a difficult  and 
j ubiquitous  series  of  symptoms,  often  seemingly  clouded  in 
mystery.  The  book  is  highly  recommended  for  all  physicians. 

DISTURBANCES  OF  BODY  FLUIDS.  (Second  Edition.) 
By  John  H.  Bland,  m.d.,  Associate  Professor  of  Medicine, 
University  of  Vermont  College  of  Medicine.  Philadelphia 
and  London:  W.  B.  Saunders  Company.  1956.  522  pp. 
109  illustrations.  $11.50. 

Reviewed  by  Mark  A.  Hayes 
As  is  set  forth  in  the  preface  to  the  second  edition  of  this 
i book,  a revision  of  the  original  text  would  have  fallen  far 
, short  of  an  adequate  presentation  in  the  light  of  the  rapid 
accretion  of  new  information.  Dr.  Bland,  with  the  aid  of 
his  collaborators,  explodes  the  erroneous  concept  that  prob- 
I lems  of  fluid  and  electrolyte  metabolism  are  a “no  man’s 
land”  except  for  metabolic  experts.  The  well  integrated  and 
interesting  organization  discussing  normal  physiology,  patho- 
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physiology  and  treatment  is  completed  by  sections  on  clini- 
cal bedside  diagnosis,  an  area  of  tremendous  value  too  often 
poorly  presented  or  woefully  neglected  in  monographs  on 
this  topic. 

1 he  overall  composition  of  the  book  leaves  very'  little  to 
be  desired.  An  initial  introduction  to  information  on  normal 
water  and  electrolyte  distribution  and  exchanges  is  followed 
by  a precise  definition  of  mechanisms  involved  in  hydrogen- 
ion  concentration  control.  Disturbances  in  any  or  all  are 
correlated  admirably  with  astute  clinical  observations,  with 
sections  devoted  to  the  special  considerations  due  pediatric 
and  geriatric  problems.  Subsequent  portions  of  the  text  are 
assigned  to  situations  in  which  alterations  in  normal  metabo- 
lism of  water  and  electrolytes  are  basic,  such  as  congestive 
cardiac  failure,  hepatic  disease,  pulmonary  disease,  renal 
disease,  operation,  trauma,  diabetes  mellitus,  adrenocortical 
insufficiency  and  cerebral  trauma.  Adequate  lucid  illustrative 
material  complements  the  text. 

This  thoroughly  fine  monograph  appears  as  the  newest 
in  a long  line  of  predecessors  and,  to  the  reviewer,  appears 
to  be  what  the  practicing  physician  has  long  sought — a 
thoughtful  informative  treatise  which  requires  studv,  but 
which  is  so  well  oriented  toward  the  everyday  management 
of  clinical  problems  that  more  than  a casual  acquaintance 
with  its  contents  must  be  an  essential  part  of  every  doctor’s 
and  medical  student’s  knowledge. 

THE  TRUTH  ABOUT  CANCER.  Charles  S.  Cameron, 

m.d.  Englewood  Cliffs,  New  Jersey:  Prentice-Hall,  Inc. 

1956.  268  pp.  $4.95. 

Reviewed  by  Allan  J.  Ryan 

“This  one  is  on  you,"  says  Dr.  Elmer  Hess  in  his  preface 
to  Dr.  Cameron’s  book.  “This  book  will  prepare  you  to 
accept  this  personal  responsibility  for  protection  against 
cancer.  Everything  of  practical  usefulness  which  is  known 
about  preventing  cancer  is  clearly  stated.  All  the  early  signs 
of  cancer  are  described  in  language  you  can  understand  and 
in  terms  you  are  likely  to  remember.”  This  is  a precise  and 
accurate  description  of  this  excellent  book. 

I he  first  part  of  the  book  is  devoted  to  a general  discus- 
sion of  cancer,  what  it  is,  how  often  and  where  it  appears, 
misconceptions  about  it,  how  it  is  diagnosed  and  treated, 
the  quacks  who  offer  treatment,  and  the  progress  of  re- 
search. The  second  part  takes  up  the  different  common  sites 
of  cancer  and  describes  the  natural  history  of  the  disease  and 
its  treatment  in  each  case.  There  is  a particularly  good  sec- 
tion on  cancer  in  children  near  the  end.  1 he  author  has 
performed  a valuable  service  to  the  reader  by  picking  out 
the  high  spots  and  summarizing  the  main  points  in  small 
paragraphs  in  italics,  which  are  inserted  in  the  text. 

The  only  reasonable  exception,  which  physicians  might 
take  to  Dr.  Cameron’s  discussion,  is  with  regard  to  the 
curability  of  early  cancer.  Although  he  points  out  emphatic- 
ally in  one  place  that  a small  cancer,  which  has  produced 
symptoms  for  only  a short  time,  is  not  invariably  curable, 
he  reiterates  the  main  theme  of  the  book  in  many  places; 
namely,  that  a reduction  in  the  delay  period  will  cause  a 
substantial  reduction  in  cancer  deaths.  Even  should  you  wish 
to  maintain  your  own  reservations  on  this  point,  there  is 
literally  nothing  else  to  prevent  you  from  recommending 
this  book  to  the  patient  who  wishes  to  learn  more  about 
cancer.  Many  physicians  themselves  would  profit  by  reading 
this  book. 


BOOK  REVIEWS 


THE  MENNINGER  STORY.  By  Walker  Winslow.  New 

York:  Doubleday  & Co.,  Inc.  1956.  350  pp.  $5. 

Reviewed  by  Stanley  B.  Weld 

I bis  book  can  leave  the  reader  breathless.  It  is  an  amazing 
story  of  vision  and  accomplishment  by  the  elder  (Menninger, 
further  developed  by  two  of  his  sons.  The  wife  and  mother 
figures  prominently  in  this  tale,  not  because  of  any  part  she 
played  in  the  development  of  the  Menninger  Clinic,  but 
because  of  her  individualism  and  interest  in  improving 
religious  and  educational  culture  among  the  inhabitants  of 
Topeka  and  the  surrounding  area. 

Three  dominating  influences  are  portrayed,  the  desire  to 
bring  to  his  patients  the  best  in  medical  care  on  the  part  of 
Charles  F.  Menninger,  the  impetuous  driving  force  of  the 
elder  son,  Karl,  in  raising  psychiatry  from  a custodial  to  a 
therapeutic  plane,  and  the  use  of  his  experiences  in  a high- 
level  job  in  the  Army  in  administrative  psychiatry  by  the 
youngest  son,  Will,  to  improve  industrial  relations  bv  an 
individual  approach. 

The  author  has  done  his  job  well.  One  cannot  lay  the 
volume  down  without  a feeling  of  gratitude  that  medicine 
has  been  favored  by  such  unselfish  men.  The  Menninger 
Clinic  was  the  first  institution  of  its  kind  west  of  the 
Mississippi  to  elevate  psychiatry  to  a position  of  importance 
and  accomplishment.  The  difficulties  encountered  and  the 
zeal  and  tact  utilized  in  overcoming  them  bear  testimony 
to  the  unselfish  devotion  of  the  three  Menningers  to  high 
ideals  and  to  firm  convictions  that  psychiatry  should  and 
could  be  a dominating  factor  in  rehabilitating  many  an 
individual. 

Fitting  tribute  is  paid  to  Dr.  Charles  C.  Burlingame  and 
the  Institute  of  Living  in  Hartford  and  to  Dr.  Francis  J. 
Braceland  for  his  work  in  a capacity  in  the  Navy  similar 
to  that  of  Dr.  Will  Menninger  in  the  Army. 
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For  the  reader  who  may  feel  that  this  is  purely  a psychi- 
atric story  there  is  the  account  of  Dr.  Charles’  many  years  as 
a general  practitioner,  the  intense  enthusiasm  with  which 
he  expressed  a love  for  flowers  and  trees,  the  leadership  of 
the  Menningers  in  community  programs  such  as  the  Boy 
Scouts,  and  the  driving  power  of  the  teacher  as  expressed 
by  the  wife  and  mother  in  her  phenomenal  development  of 
Bible  classes  for  all.  Then  there  is  the  story  of  the  other 
son,  Edwin,  his  unfortunate  accident  in  the  chemical  labora- 
tory and  his  rise  in  Florida  to  the  position  of  expert  in  the 
growing  of  flowering  trees.  When  one  contemplates  the 
accomplishments  of  this  family  one  cannot  avoid  a feeling 
of  littleness.  There  is,  however,  the  gleam  of  an  ideal 
suffusing  every  page  and  reflecting  itself  in  any  but  the  most 
unresponsive  individual. 

Interest  in  this  story  was  enhanced  by  a personal  ac- 
quaintance with  Dr.  Karl  by  the  reviewer  beginning  in 
medical  school  days. 

VASCULAR  SURGERY  IN  WORLD  WAR  II.  Edited 
by  Daniel  C.  Elkin,  m..d.,  Michael  E.  DeBakey,  m.d.  Office 
of  Surgeon  General  of  the  Army.  1955.  465  pp.  $4.25. 

Reviewed  by  Henry  B.  C.  Low 

The  occurrence  of  vascular  injuries  is  relatively  infre- 
quent in  civilian  life  and  only  few  surgeons  possess  any 
great  amount  of  experience  in  their  management.  However, 
during  World  War  II  it  was  possible  to  concentrate  all 
soldiers  with  vascular  injuries  at  one  place  and  this  offered 
an  unique  opportunity  for  the  study  of  the  various  aspects 
of  vascular  injuries.  This  book  records  essentially  the  clini- 
cal experience  gained  at  the  three  vascular  centers,  the 
Ashford  General  Hospital,  the  Mayo  General  Hospital  and 
the  DeWitr  General  Hospital  in  the  Zone  of  Interior  during 
the  last  world  war. 
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LAKESIDE  LABORATORIES 

“...in  patients 
with  moderately 
severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice."* 

^sMoyer,  <J.  H.,  and  others: 

J.  Chronic  Dis.  2:670,  1955. 


This  volume  begins  with  a chapter  on  the  organization  of 
the  vascular  centers  followed  by  a chapter  on  the  evalua- 
tion of  the  vascular  status  of  the  blood  vessels.  The  chapter 
on  the  evaluation  of  vascular  status  relates  the  validity  and 
usefulness  of  the  various  clinical  and  laboratory  methods 
and  is  very  informative. 

One  chapter  is  devoted  to  the  acute  battle-incurred 
arterial  injuries.  The  incidence  of  vascular  injuries  during 
\\  orld  War  II  and  the  previous  wars,  the  percentage  of 
amputation  of  the  various  parts  of  the  extremities  after 
arterial  injury,  and  the  management  of  acute  arterial  injuries 
are  presented. 

The  greater  part  of  the  book  deals  with  the  sequelae  of 
vascular  injuries.  Nine  of  the  sixteen  chapters  arc  written 
about  arteriovenous  fistulas  and  arterial  aneurysms.  All 
aspects  of  the  above  two  conditions  are  described  in  detail. 

The  last  few  chapters  of  the  volume  cover  the  clinical 
features  of  other  peripheral  vascular  disturbances,  such  as, 
thromboangiitis  obliterans,  arteriosclerosis  obliterans,  arterial 
thrombosis  and  embolism,  Raynaud’s  syndrome  and  post- 
traumatic  vasomotor  disorders  and  their  management. 

This  volume  impresses  one  with  the  thoroughness  and 
care  exercised  by  the  various  authors  in  its  preparation.  All 
the  data  are  presented  in  detail  and  many  case  reports  are 
included  for  emphasis  and  clarification.  This  book  contains 
a wealth  of  information  and  can  be  recommended  most 
highly  to  those  who  arc  interested  in  vascular  surgery. 


A point  of 
view  you 
should  have 


Look  at  a 7-Up  bottle  this  way. 
There  on  the  back,  you’ll  find  some 
interesting  reading.  A quality  story — 
told  by  a list  of  ingredients. 

You  know,  a soft  drink  isn’t 
required  to  show  its  ingredients. 

But  7-Up  is  proud  to  let  you 
see  how  really  pure  and 
wholesome  it  is. 

Seven-Up  is  so  pure  and 
wholesome,  folks  of  all  ages 
can  have  it.  Seven-Up  is 
known  as  the  All-Family 
Drink — and  deservedly. 


The  Seven-Up  Bottlers 
of  Connecticut 


Nothing  does  it  like  Seven-Up! 
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JAMES  DOUGLAS  GOLD,  M.D. 


Born  in  Cornwall,  Connecticut,  November  5,  1866 
Hied  in  Bridgeport,  Connecticut,  April  14,  1956 
Vale  University,  Sheffield  Scientific  School,  B.S.  1888 
Columbia  University7,  College  of  Physicians  & Surgeons,  M.D.  1891 
Intern,  Rhode  Island  General  Hospital,  1891-189} 

Formerly  Chief  Dermatologist,  then  Consulting  Dermatologist,  Bridgeport 
Hospital 

Formerly  Chief  Dermatologist,  St.  Vincent’s  Hospital,  Bridgeport 

Dermatologist,  Member  Board  of  Governors  and  former  Chairman  of  Board, 
Bridgeport  Citv  Dispensary 

Captain,  U.  S.  Army  Medical  Corps,  World  War  1 

Past  President,  Connecticut  State  Medical  Society 

Past  President,  Fairfield  County  Medical  Association 

Past  President,  Bridgeport  Medical  Association 

Past  President,  Sons  of  the  American  Revolution 
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CONNECTICUT  STATE  MEDICAL  JOURNAL 

Vol.  XX  AUGUST,  1956  No.  8 


Sfeanlutimt 

Passed  By  House  of  Delegates  April  23,  1956 

Mr.  Speaker,  may  I have  your  permission  to  present  at  this  time  a memo- 
rial to  Dr.  Gold?  Under  suspension  of  the  rules. 

I move  you,  sir,  that  the  following  be  approved: 

The  House  of  Delegates  of  the  Connecticut  State  Medical  Society 
directs  that  there  be  inscribed  in  the  record  of  this  164th  Annual  Meet- 
ing, a respectful  and  affectionate  tribute  to  James  Douglas  Gold,  ai.d. 

Dr.  Gold  was  a member  of  this  Society  for  sixty-one  years  and 
received  every  honor  the  Society  could  bestow.  He  was  president  of  the 
Fairfield  County  Medical  Association;  delegate  in  this  House;  and  county 
councilor  for  more  than  a quarter  of  a century,  chairman  of  the  Council, 
and  president  of  the  Society  in  1941-1942;  his  quiet,  courageous  leader- 
ship is  indelibly  written  in  history.  Those  who  knew  him  will  remember 
him  as  an  unswerving  friend  whose  long  and  useful  life  was  dedicated  to 
service  above  self  and  to  a deep  belief  in  the  dignity  of  man. 
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SIXTY  YEARS  OF  FAITH 

It  is  probable  that  no  physician  served  organized  medicine  in  the  State  for  a 
longer  time  than  Dr.  James  Douglas  Gold  and  this  is  an  all-too-brief  account  of 
his  sixty  years  of  faith  in  the  organized  purpose  of  his  chosen  profession. 

After  graduating  from  the  College  of  Physicians  and  Surgeons  of  Columbia 
in  1891  and  completing  two  years  of  internship  at  the  Rhode  Island  Hospital, 
Providence,  Dr.  Gold,  like  many  other  Litchfield  County  natives,  felt  the  urge 
to  return  to  his  lovely  homeland  and  he  established  himself  in  general  practice  in 
Colebrook.  Beauty  of  surroundings  was  not  enough  and  his  experience  in  that 
village  was  not  rewarding.  He  removed  to  Bridgeport  in  1X94.  Because  of  this 
period  of  practice  in  Colebrook,  it  has  been  rumored  that  he  became  a member  of 
the  Litchfield  County  Medical  Association.  There  is  no  available  record  to  sub- 
stantiate this. 

The  first  of  scores  of  references  to  Dr.  Gold  in  the  transactions  of  the  Con- 
necticut State  Medical  Society  appears  in  the  record  of  the  Annual  Meeting  held 
on  May  28,  1896,  where  his  name  is  listed  as  a newly-elected  member  of  the  Fair- 
field  County  Medical  Association.  Whether  he  was  elected  at  the  semi-annual 
meeting  in  October  1895  or  the  Annual  Meeting  in  April  1896,  cannot  be  deter- 
mined because  the  Fairfield  County  Association  records  are  not  available. 

Among  the  new  members  announced  at  the  Annual  Meeting  in  1896,  there 
were  the  names  of  others  who  became  familiar  and  famous  figures  in  Connecticut 
medicine.  Included  were  Edward  S.  Moulton,  remembered  as  a prominent  physi- 
cian of  Newr  Haven;  Frederick  N.  Sperry,  a leading  otolaryngologist;  William  F. 
Verdi,  a foremost  surgeon;  Elias  W.  Davis,  long-time  general  practitioner  in  the 
Naugatuck  Valley;  Reuben  A.  Lockhart,  father  of  R.  Harold  Lockhart,  radiolo- 
gist; and  Charles  F.  Craig,  Danbury,  who  achieved  fame  as  an  officer  in  the  United 
States  Army. 

This  Annual  Meeting  in  May,  1896  was  held  in  Warner  Hall,  New  Haven, 
and,  although  it  is  not  possible  to  say  that  Dr.  Gold  attended,  it  can  be  assumed 
that  he  did  and  it  was  the  beginning  of  attendance  at  meetings  of  the  State  Society 
which  lasted  for  sixty  years.  If  he  was  there,  it  is  of  interest  to  know  w hat  he 
might  have  heard  by  way  of  reports  and  speeches.  The  American  Medical  Asso- 
ciation had  just  finished  its  Annual  Meeting  in  Atlanta  and  reports  of  attendance 
at  it  were  presented  bv  the  Connecticut  delegates,  Frederick  H.  Wiggin,  Litch- 
field and  Edmund  P.  Douglass,  Groton  (father  of  Edmund  L.  Douglass,  Groton). 
Among  the  scientific  papers  were  one  on  the  treatment  of  diphtheria  with  anti- 
toxin, by  Frank  W.  Wright,  for  many  years  health  officer  of  New  Haven;  “Goiter 
and  Thyroid  Feeding,”  by  Frank  H.  Hallock,  Cromwell;  “The  Physician  as  a 
Sanatarian,”  by  Ralph  S.  Goodwin,  Thomaston;  “Abdominal  Massage  in  the 
Treatment  of  Certain  Uterine  Diseases,”  by  Kate  C.  Mead,  Middletown;  “Notes 
on  Abdominal  Surgery  in  the  Hartford  Hospital,”  Harmon  J.  Howe,  Hartford; 
“Excision  of  the  Tongue,”  Melancthon  Storrs,  Hartford;  “Diagnosis  and  Treat- 
ment of  Cancer  of  the  Hand  and  Foot,”  Charles  J.  Foote,  New  Haven;  “Diag- 
nosis and  Treatment  of  Cancer  of  the  Chest  and  Abdomen,”  William  H.  Carmalt, 
New  Haven;  “Two  Cases  of  Fracture  of  the  Spine  with  Operation,”  William  W. 
Hawkes,  New  Haven;  “Puerperal  Convulsions,”  William  H.  Higgins,  South 
Coventry.  Many  of  these  persons  will  be  remembered;  Dr.  Carmalt  became  the 
Professor  of  Surgery  at  Yale;  Dr.  Hawkes  was  one  of  the  city’s  best-known  sur- 
geons and  Dr.  Higgins  went  to  the  Congress  of  the  United  States.  It  was  a 
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vigorous  introduction  to  Connecticut  medicine  for  the  young  physician  recently 
arrived  from  Colebrook.  It  would  be  superfluous  to  quote  all  of  the  times  that 
Dr.  Gold’s  name  is  mentioned  in  the  transactions  and  minutes  of  the  State  Medical 
Society.  From  the  start  he  was  an  active  member,  taking  part  in  many  things 
and  the  next  history-making  entry  is  his  listing  as  a Fellow  from  Fairfield  County 
in  1903-1904.  At  that  time  the  Society  did  not  have  a House  of  Delegates  and 
each  county  association,  without  regard  to  the  number- of  its  members,  elected 
five  Fellows  and  this  group  of  forty,  plus  the  officers  of  the  Society,  transacted 
all  business  as  does  the  House  of  Delegates  now.  This  date  1903  should  be  remem- 
bered as  the  beginning  of  Dr.  Gold’s  contributions  to  the  deliberations  of  the 
Society  which  continued  all  the  rest  of  his  life.  At  one  time  or  another  he  served 
on  practically  all  of  the  committees  of  the  Society  and  special  committees  of 
the  House. 

After  getting  his  start  in  the  State  organization  as  a Fairfield  County  Fellow, 
he  moved  along  through  the  offices  of  the  Fairfield  County  Association,  serving 
as  its  Treasurer  from  1906  to  1910;  Vice-President,  1911-1912  and  President 
1 9 1 2 - 1 9 1 3 . He  became  Councilor  from  Fairfield  County  in  1926,  an  office  that  he 
held  until  1940  when  he  became  the  President-Elect  of  the  State  Society.  In  1933 
he  succeeded  Walter  R.  Steiner,  as  Chairman  of  the  Council,  and  continued  in 
that  office  until  May,  1940.  He  served  as  President  in  1941-1942.  There  is  a 
characteristic  recollection  about  his  election  to  the  presidency.  It  was  obvious 
that  he  should  be  honored  with  this  office  and,  as  he  was  approaching  his  75th 
birthday  in  1940,  it  seemed  advisable  to  his  friends  that  he  should  have  the  presi- 
dency in  the  near  future.  He  wanted  to  be  president  surely,  but  said  there  was 
not  any  hurry,  that  he  would  like  to  remain  a Councilor  for  a while  longer,  but 
his  friends  prevailed  and  he  accepted  the  presidency  at  that  time.  However,  he 
was  right,  there  was  no  hurry  about  making  him  president,  he  was  to  have  fifteen 
more  years  in  which  to  do  it. 

After  his  term  as  president  was  completed  in  1942,  he  felt  that  the  Society 
had  somehow  moved  away  from  him  and  he  w as  not  going  to  be  shelved,  so  he 
returned  to  things  by  being  once  more  elected  a member  of  the  House  of  Dele- 
gates from  Fairfield  County,  an  office  that  he  continued  to  hold  until  the  end. 
He  was  always  present  at  meetings,  sat  near  the  front,  was  interested  in  what 
went  on  and  continued  to  contribute  his  wise  and  experienced  counsel. 

During  a period  of  more  than  half  a century,  Jim  Gold  was  a strong,  loyal 
and  vigorous  member  of  the  Society  and  his  integrity  w7as  of  the  highest.  He  w7as 
always  young  in  his  point  of  view  and,  in  many  conversations  that  I had  with  him 
about  Society  affairs,  he  often  asked  a question  about  new7  projects.  That  question 
was,  “should  w7e  do  it,  can  wre  do  it? ”,  and  then  after  further  discussion,  if  he  was 
convinced  of  the  advisability  of  the  proposal,  he  would  conclude,  “let’s  do  it.” 

Perhaps  the  job  that  was  Dr.  Gold’s  greatest  triumph  and  brought  him  the 
most  satisfaction  was  the  chairmanship  of  the  Board  of  Trustees  of  the  Society’s 
Building  Fund,  an  appointment  he  accepted  on  May  25,  1943.  He  stayed  with  the 
building  project  and  almost  lived  with  it  until  it  was  completed  and  the  building 
occupied  in  1949.  At  that  time  the  Fairfield  County  Medical  Association  gave 
the  Society  a handsome  portrait  of  him  painted  by  a well-known  artist,  which 
was  hung  in  the  James  D.  Gold  Conference  Room.  It  is  now  placed  in  the  new 
and  larger  Gold  Room  in  the  new  addition  to  the  building.  To  Jim  Gold  more 
than  any  other,  this  building  is  a permanent  monument. 

Creighton  Barker,  m.d. 
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FAIRFIELD  COUNTY’S  RICHEST  JEWEL 

In  189$  the  Fairfield  County  Medical  Association  became  enriched  by  add- 
ing to  its  roster  the  name  James  Douglas  Gold.  During  the  ensuing  years  “Jimmie” 
became  one  of  the  most  respected  and  loved  members  of  our  profession.  At  all 
times  he  gave  of  himself  in  such  a way  that  those  in  close  contact  glowed  in  the 
aura  of  his  twenty-four  carat  personality. 

Early  in  the  Twenties  1 was  a neophyte  in  the  field  of  medicine,  hungering 
to  find  out  what  it  was  all  about.  This  desire  was  stimulated  by  the  team  of 
D.  Chester  Brown  and  James  Douglas  Gold.  It  could  truthfully  be  said  that 
“D.  Chester”  was  domineering  in  character,  honest,  well  informed,  truly  dedi- 
cated to  the  welfare  of  medicine  and  its  ethical  principles.  His  influence  was  not 
only  felt  in  our  County  but  the  State  and  National  organizations  as  well.  Many 
of  us  didn’t  understand  his  objectives.  That  is  where  “Jimmie”  came  in  to  form 
this  unbeatable  team.  Gold  with  his  quiet  voice,  tact  and  understanding  trans- 
lated these  objectives  to  us  in  such  a way  we  understood  and  worked  along  con- 
structive lines. 

In  the  early  Thirties  there  were  increasing  activities  in  the  field  of  medical 
economics.  The  Fairfield  County  Medical  Association  appointed  a committee  to 
study  these  problems.  They  were  very  active  and  produced  some  excellent  recom- 
mendations. The  enthusiasm  of  its  members  put  forth  many  ideas;  some  sound 
and  others  rather  flighty.  “Jimmie”  would  sit  quietly,  listening  to  what  was  said 
and  you  were  always  conscious  of  his  mental  alertness.  Our  gems  of  wisdom  were 
usually  rough  and  unpolished.  I can  hear  and  see  him  now,  with  a smile  on  his  face 
and  a twinkle  in  his  eyes  saying:  “That  is  a wonderful  idea  and  it  certainly  needs 
evaluating.  Now  let’s  see,  have  you  thought  of  this  and  have  you  thought  of  that?” 
Before  we  knew  what  had  happened  he  had  taken  the  rough  gem  and  polished  it 
until  it  was  perfect,  yet  he  did  it  in  such  a way  that  the  original  author  received 
the  credit.  I have  never  known  or  heard  of  Dr.  Gold  doing  or  saying  an  unkind 
deed. 

During  his  life  time  he  got  more  genuine  pleasure  and  satisfaction  out  of  his 
association,  for  almost  forty  years,  with  the  Welfare  Department  and  City  Dis- 
pensary. His  devotion  to  those  needing  help,  whether  mental,  physical  or  spiritual, 
brought  his  talents  to  their  aid  regardless  of  their  social  or  economic  status.  His 
cheerful  expression  and  ready  chuckle,  coupled  with  his  sense  of  fair  play  and 
good  judgment  opened  the  doors  to  those  in  all  walks  of  life  and  made  him  a 
welcomed  advisor  and  mediator.  I can  truthfully  say  no  one  has  contributed  more 
to  the  over-all  picture  of  medicine  in  Fairfield  County  and  to  the  State  as  well. 

During  his  sixty  years  of  service  he  has  been  awarded  every  honor  his  col- 
leagues could  bestow  on  him.  Positions  of  responsibility  were  always  more  than 
adequately  fulfilled.  When  it  became  evident  our  State  Society  must  have  a home 
of  its  own,  the  task  of  raising  the  funds  fell  on  the  capable  shoulders  of  our 
“Jimmie.”  For  his  magnificent  services  a grateful  society  named  one  of  the  large 
committee  rooms  in  his  honor.  His  County  Association  seized  this  occasion  to 
bestow  still  another  lasting  and  enduring  honor.  An  oil  painting  of  Dr.  Gold  was 
made  by  a leading  artist  and  presented  to  the  State  Society.  Today  it  adorns  the 
wall  of  the  “Gold  Room.” 

He  was  quite  a guy— loved  and  respected  by  all. 

O.  L.  Stringfield,  m.d. 
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JAMES  DOUGLAS  GOLD  IN  CONNECTICUT  MEDICINE 

“Jim”  Gold  died  on  April  15,  1956  after  a prolonged  illness  which  he 
seemed  to  face  and  to  accept  with  great  fortitude.  In  anv  event  one  would  never 
know  that  he  feared  the  outcome. 

His  premedical  education  was  obtained  at  Yale  University.  1 Ms  medical  work 
at  Columbia  and  internship  at  Rhode  Island  General  Hospital.  He  began  general 
practice  in  Bridgeport  and  in  later  years  restricted  his  work  to  dermatology. 

I met  him  first,  and  in  a casual  way,  at  a meeting  of  the  Connecticut  State 
Medical  Society.  I was  immediately  impressed  with  the  thought  that  here  is  a 
leader.  As  the  years  went  on  he  became  a fixture  in  the  Connecticut  State  Medical 
Society— devoting  a great  deal  of  time  to  its  activities,  including  membership  on 
the  Council— its  Chairman  and  President  of  the  Society.  These  activities  confirmed 
my  original  thought  of  his  leadership. 

The  price  of  leadership  is  usually  great.  The  time  given  to  the  problems  of 
medicine  is  immeasurable.  The  sacrifices  made  for  the  good  of  medicine  and  its 
advancements  are  many.  The  advice  given  to  the  young  in  medicine  is  necessarily 
weighty  and  important.  The  number  willing  to  make  this  sacrifice  is  relatively 
small.  “Jim”  Gold  fulfilled  all  of  the  requirements  of  medical  leadership. 

His  upright  stand  and  walk  even  into  old  age,  careful  preparation  of  his 
beard,  sartorial  care,  gave  the  impression  of  a Southern  Colonel  and  gentleman. 
He  clearly  characterized  both. 

He  was  a loveable  character  with  very  human  instincts,  and  his  many  daily 
acts  were  saturated  with  kindness.  He  lived  a full,  long  and  useful  life.  One  of 
his  outstanding  characteristics  was  his  ability  to  grow  with  the  times,  not  only  of 
scientific  medicine,  but  with  administrative  medicine.  This  was  brought  to  the 
front  forcibly  with  the  changes  that  came  to  Connecticut  Medicine  in  the  1930’s. 
He  was  a giant  leader  during  this  formative  period  and  aided  in  the  many 
progressive  changes  w hich  have  helped  to  place  the  Connecticut  State  Medical 
Society  in  such  a prominent  position  in  American  Medicine. 

“Jim”  Gold  was  respected  and  beloved  by  all  in  Connecticut  Medicine.  He 
was  my  friend— what  more  can  I say. 

Thomas  P.  Murdock,  m.d. 

JIM  GOLD  THE  GOLFER 

Dr.  Gold  of  Bridgeport  was  well  know  n in  New  Haven  w here  his  presence 
was  always  welcome  at  local,  county  and  State  meetings  and  at  the  Clinical 
Congress.  He  was  particularly  interested  in  the  location  of  the  State  Medical 
Society  in  New  Haven  and  in  the  building  erected  on  St.  Ronan  Street. 

Jim  was  an  ardent  golfer.  He  was  always  interested  in  Fairfield  County 
Medical  Association  golf.  The  Connecticut  State  Senior  Golf  Association  was 
organized  in  1922  and  Jim  became  a member  in  1926.  Over  this  thirty  year  period 
he  very  seldom  missed  playing  in  the  monthly  tournaments  from  May  to  October. 
When  I joined  the  Seniors  in  1943,  I found  Jim  one  of  its  most  popular  members. 
He  was  elected  vice  president  in  1945  and  president  in  1946.  Jim  and  his  wife, 
Ethel,  were  always  on  hand  at  the  Seniors’  Fall  Tournament  at  Manchester, 
Vermont  or  at  Oyster  Harbors  Club  on  Cape  Cod.  I hey  were  always  the  center 
of  a j oil v group.  The  Seniors  and  their  wives  missed  them  last  year  and  will  do 
so  for  years  to  come. 


Ralph  W.  Nichols,  m.d. 
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JAMES  DOUGLAS  GOLD,  M.D. 

1866  - 1956 

Dr.  Gold  died  April  14,  1956  of  coronary  disease.  He  was  born  in  Cornwall, 
Connecticut,  the  son  of  the  late  Theodore  Sedgwick  and  Emma  Tracy  Gold.  He 
received  his  early  education  in  the  Cornwall  district  school  and  in  the  Morgan 
School  in  Clinton,  Connecticut.  In  1888  he  received  his  b.s.  degree  from  the 
Sheffield  Scientific  School  of  Yale  University  and  in  1891  was  awarded  his  m.d. 
degree  from  the  College  of  Physicians  and  Surgeons,  Columbia  University. 

Following  graduation  Dr.  Gold  interned  for  two  years  at  the  Rhode  Island 
General  Hospital,  Providence,  R.  I.  But  few'  men  of  his  day  had  the  well  rounded 
primary  and  secondary  education,  as  well  as  the  collegiate  and  graduate  training 
which  he  had.  This  was  supplemented  by  a two  year  internship,  which  was  well 
beyond  the  requirements  of  his  time.  After  deliberating  for  a while,  he  decided 
to  open  an  office  in  Colebrook,  Connecticut.  Following  a delightful  but  not  too 
lucrative  w'inter  of  practice  there,  he  decided  that  greater  opportunities  offered 
themselves  in  Bridgeport.  The  trip  in  those  days  was  an  ominous  one  by  horse 
and  buggy,  but  as  better  weather  approached,  his  doctor’s  bag,  his  meager  office 
equipment  and  his  personal  belongings  w ere  loaded  in  the  buggy  for  the  arduous 
drive  to  Bridgeport.  In  1894  he  opened  an  office  for  the  general  practice  of  medi- 
cine in  the  old  Lineburgh  block,  the  present  site  of  the  Post  Publishing  Company. 

He  later  moved  to  Lafayette  Street  and  in  1905  to  the  present  address  at  839 
Myrtle  Avenue.  Here  he  practiced  until  his  terminal  illness. 

Dr.  Gold  became  interested  in  dermatology  early  in  his  career  and  served  as 
assistant  to  a Dr.  Charles  Townshend  Dade,  a practicing  dermatologist  in  New 
York  City.  Soon  thereafter  he  became  connected  with  his  Alma  Mater,  the 
College  of  Physicians  and  Surgeons,  Columbia  University,  and  the  Vanderbilt 
Clinic,  to  which  he  commuted  and  where  he  did  special  work  in  his  chosen  field 
for  a period  of  17  years.  During  that  time  he  became  assistant  head  of  the  Depart- 
ment of  Dermatology  at  the  Vanderbilt  Clinic.  He  was  a practicing  dermatologist 
in  Bridgeport  for  60  years.  For  40  years  he  held  the  post  of  chief  dermatologist 
and  in  recent  years  was  consulting  dermatologist  at  the  Bridgeport  Hospital.  He 
was  also  chief  dermatologist  at  St.  Vincent's  Hospital  when  it  opened  and  main- 
tained that  post  for  25  years.  He  was  dermatologist  at  the  City  Dispensary 
(Bridgeport)  since  it  was  first  established  in  1917  and  was  a member  of  its  board 
of  governors  since  its  inception  and  served  as  the  chairman  of  that  board  for  the 
past  20  years. 

Dr.  Gold  also  served  as  chief  dermatologist  at  the  Fairfield  State  Hospital, 
Newtown.  He  was  consultant  to  the  staff  of  the  Greenwich  Hospital  and  director 
of  the  Connecticut  Society  for  Crippled  Children. 

With  the  advent  of  World  War  I,  Dr.  Gold  enlisted  in  the  U.  S.  Army  and 
was  commissioned  a captain.  After  spending  nine  months  active  duty  in  this 
country,  he  was  honorably  discharged  at  the  signing  of  the  Armistice. 
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One  of  Dr.  Gold’s  great  grandfathers  was  Nathan  Gold,  an  original  settler  of 
Fairfield,  Connecticut.  His  great  uncle  was  Moses  Cleveland,  for  whom  the  city 
of  Cleveland,  Ohio  was  named. 

Dr.  Gold  was  a member  of  the  American  Medical  Association  and  the  New 
England  Dermatological  Association.  1 le  was  a member  and  past  president  of  the 
Connecticut  State  Medical  Society,  Fairfield  County  Medical  Association  and 
Bridgeport  Medical  Association.  He  was  also  a member  of  the  Sons  of  the 
American  Revolution,  of  which  he  was  past  president,  and  the  Order  of  Founders 
and  Patriots  of  America. 

He  was  a charter  member  of  the  University  Club  and  the  Brooklawn  Country 
Club  and  at  the  time  of  his  death  held  honorary  membership  in  both  organiza- 
tions. He  was  an  enthusiastic  golfer  and  an  ardent  bowler,  enjoying  these  diver- 
sions throughout  his  long  life. 

Dr.  Gold  is  survived  by  his  widow,  Ethel  L.  Gray  Gold;  a son,  James 
Douglas  Gold,  Jr.  of  Lumberville,  Pa.;  two  grandsons,  James  Douglas  Gold,  111, 
and  Peter  Wadsworth  Gold  of  Lumberville,  Pa.;  and  a sister,  Mrs.  Colin  D. 
Morgan  of  Montreal,  Canada. 

To  those  of  us  w7ho  knew  Dr.  Gold  intimately  over  the  years  he  became 
“Jimmie.”  His  warm  heart  and  his  ready  chuckle  and  wise  counsel  endeared  him 
to  all  of  us  who  regarded  him  as  a seeker  of  truth  and  fairness  in  all  he  did.  Osten- 
tation was  not  for  him.  How  fortunate  he  was  to  have  lived  so  far  beyond  the 
Biblical  three  score  and  ten  years!  He  lived  in  a great  age  to  see  the  remarkable 
phases  of  medicine  change  in  a never  ending  stream  through  the  1890’s  and  earlier 
part  of  this  century  to  the  present  day  of  wonder  drugs.  He  was  a vibrant  part 
of  this  change,  sharing  in  the  developments  in  his  chosen  field  of  dermatology 
and  giving  without  stint  of  his  time,  loyalty  and  energies  for  the  betterment  of 
the  profession  as  a whole.  He  derived  great  satisfaction  from  attendance  at 
medical  society  meetings  to  which  he  applied  himself  with  a zeal  and  interest  with 
which  physicians  many  years  his  junior  could  hardy  compete. 

It  is  inevitable  in  this  great  drama  of  life  that  the  scenes  must  change.  One 
by  one  the  old  guard  is  falling.  We  earnestly  hope  that  their  successors  will 
render  a similar  service  to  mankind.  Jimmie  saw  the  mighty  panorama  pass  before 
him— he  did  not  stand  idly  by,  but  with  a resolved  spirit  he  entered  the  great 
spectacle  and  carried  on  to  the  end. 

“He  that  followeth  after  righteousness  and  mercy, 
findeth  life,  righteousness,  and  honour.” 

Proverbs  XXI: 21 

Ellwood  C.  Wiese,  m.d. 


SIX  YEARS’  SURVIVAL  IN  SEVERE  SYSTEMIC  LUPUS  ERYTHEMATOSUS 


A Study  of  Twelve  Cases 
John  R.  Haserick,  m.d.,  Cleveland,  Ohio 


'T'his  report  is  concerned  with  twelve  patients 
having  severe  systemic  lupus  erythematosus 
(SEE).  All  have  lived  six  or  more  years  after  sur- 
viving acute  episodes  of  their  illness.  During  the 
same  period  of  observation  a larger  group  of  patients 
with  SLE  were  seen  who  are  also  still  living,  but 
whose  survival,  in  the  judgment  of  the  writer,  is  not 
remarkable  since  they  never  were  very  sick.  It  is 
the  intent  here  to  present  only  those  cases  of  patients 
who  were  not  expected  to  live,  vet  did. 

It  is  not  possibile  to  make  a statistical  comparison 
of  the  systemic  manifestations  among  this  group  of 
living  patients  with  those  in  a similar  number  who 
died.  Still,  the  study  will  show  what  now  can  be 
done  for  these  patients.  Not  too  many  years  ago  this 
disease  was  considered  so  unstable  that  minor 
traumas,  such  as  a tuberculin  test  or  the  simple 
extraction  of  a tooth,  were  avoided  for  fear  of  pre- 
cipitating a fatal  “lupus  crisis.”  It  is  hoped  that  this 
study  may  contribute  to  a change  in  attitude  also 
towards  a number  of  other  potential  aggravating 
factors  in  SLE  such  as  pregnancy,  major  operative 
procedures  or  the  time-honored  fear  of  overexpo- 
sure to  the  sun. 

Case  Reports 

case  i 

Airs.  P.  S , aged  34  years,  was  admitted  to  the  Cleveland 
Clinic  Hospital  on  November  18,  1948,  anil  was  discharged 
on  February  7,  1939.  She  had  been  in  good  health  until  the 
fall  of  1947,  at  which  time  she  began  to  have  pains  over  most 
of  the  body,  but  especially  in  the  joints  of  the  hands,  feet, 
and  knees.  In  July  1948,  after  a 15  minute  exposure  to  the 
sun,  she  became  acutely  ill  with  a high  fever,  a butterfly 
erythema  of  the  face,  erythema  of  the  upper  arms,  and 
ulcers  in  the  mouth.  Post  cervical  lymphadenopathy  was 
noticed.  The  erythema  of  the  face  lasted  two  months,  but 
the  ulcers  persisted.  The  fever  lasted  two  weeks.  In  October 
1948  an  arsenical  injection  was  administered  for  rheumatism. 


The  Author.  Staff  Dermatologist , Cleveland  Clinic 
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SUMMARY 

Twelve  patients  with  acute  systemic  lupus  erythema- 
tosus (SLE)  are  presented.  All  lived  six  years  after 
severe  flare-ups.  From  a review  of  their  case  histories 
the  following  conclusions  are  made: 

1.  Steroidal  therapy  is  indicated  in  SLE  for  as  long 
as  it  is  necessary  to  control  the  disease,  and  until  a 
natural  remission  occurs.  It  should  be  used  only  in 
severe  cases. 

2.  With  steroidal  therapy  the  instability  of  the 
disease  can  be  controlled,  permitting  pregnancy,  and 
major  surgical  procedures. 

3.  Pregnancy,  while  not  recommended  due  to 
additional  technical  burdens,  should  be  permitted  to 
term,  rather  than  be  interrupted. 

4.  Antimalarial  drugs  have  a place  in  the  treatment 
of  systemic  as  well  as  discoidal  lupus  erythematosus. 
These  drugs  may  permit  moderate  sun  exposure  in 
some  patients. 

5.  Laboratory  procedures,  such  as  L.E.  tests,  serum 
electrophoretic  patterns,  and  urinalyses  may  return  to 
normal,  but  these  improvements  do  not  necessarily 
indicate  a permanent  remission. 

6.  Stable  remissions  may  occur,  but  true  "cures” 
are  doubtful  in  this  disease. 


I he  next  day  she  again  noticed  an  exacerbation  of  the 
joint  symptoms,  ulcerations  of  the  mouth,  and  the  fever.  An 
eruption  again  appeared  on  the  face,  but  at  this  time  it  was 
spotty  and  crusted.  She  was  very  weak  and  suffered  from 
anorexia,  nausea  and  vomiting.  The  family  history  disclosed 
that  one  sister,  aged  41,  had  rheumatism,  but  there  were  no 
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other  familial  diseases.  The  patient  was  married  and  had  two 
sons,  nine  and  five  years  of  age,  both  living  and  well.  The 
past  history  revealed  that  in  1945,  when  she  attempted  to 
donate  blood  to  the  Red  Cross,  positive  serologic  tests  for 
syphilis  were  found.  These  tests  were  inconsistent  and  some 
were  doubtful.  She  received  17  intravenous  injections  and 
10  intramuscular  injections.  In  1947  she  again  received  12 
intramuscular  injections.  The  patient  had  had  a tonsillectomy 
in  August  1948. 

The  history  by  systems  was  noncontributory.  The  physi- 
cal examination  revealed  a well  developed,  undernourished, 
acutely  ill  woman,  examination  of  the  skin  revealed  dark 
red  macules  and  plaques  on  the  forehead,  mid-portion  of  the 
face  and  the  scalp.  There  also  were  numerous  groups  of 
superficial  erosions  on  the  palate.  There  was  a narrow  areola 
of  erythema  about  the  lesions.  The  eves,  thyroid,  breasts  and 
lungs  were  negative.  There  was  a generalized  enlargement 
of  the  lymph  nodes.  The  heart  was  slightly  enlarged  to  the 
left.  There  was  a grade  III  pulmonic  systolic  murmur,  which 
disappeared  in  the  sitting  position.  The  abdomen  and  pelvis 
were  negative.  There  was  tenderness  in  the  muscles  and 
joints  of  the  hands.  The  joints  were  not  enlarged. 

The  laboratory  survey:  The  hemoglobin  was  9.3  Gm.  per 
100  cc.  The  leukocyte  count  was  1,650  per  cu.  mm.  The 
differential  count  revealed  68  per  cent  neutrophils,  16  per 
cent  lymphocytes,  1 1 per  cent  monocytes,  2 per  cent  non- 
fllamented  neutrophils,  and  3 per  cent  atypical  metamyel- 
ocytes. A sternal  marrow  L.E.  test  revealed  L.E.  cells.  The 
sedimentation  rate  was  increased  to  1.75  mm./minute  (nor- 
mal 045).  The  specific  gravity  of  the  urine  was  1.020  and 
the  pH  5.  There  w'as  a 2+  albuminuria.  There  were  3 to  5 
erythrocytes  and  2 to  4 leukocytes  per  high  powered  field. 
I he  total  creatinine  in  a 24  hour  urine  specimen  was  0.67 
Gm.  The  blood  creatinine  was  1.7  mg.  per  cent.  The  Was- 
sermann  and  Kahn  reactions  were  negative.  (A  TPI  test 
was  negative  in  1953.)  A roentgenogram  of  the  chest  was 
normal.  Plasma  proteins  by  the  T iselius  method  revealed  the 
total  plasma  proteins  to  be  6.75  Gm.  per  100  ml  (normal 
range  5.194  to  7.82  Gm.).  The  albumin  was  281  Gm.  per 
100  ml  (normal  range  3.72  to  5.1 1 Gm.).  The  alpha  globulin 
was  0.80  Gm.  per  100  ml  (normal  range  0.29  to  0.6  Gm.). 
The  beta  globulin  was  1.05  Gm.  per  100  ml.  (normal  range 
0 65  to  1.07  Gm.).  The  gamma  globulin  was  1.54  Gm.  per 
100  ml  (normal  range  0.6  to  0.91  Gm.).  The  fibrinogen  was 
055  Gm.  per  ioo  ml  (normal  range  0.16  to  0.48  Gm.). 

A biopsy  of  the  skin  revealed  hyperkeratosis  and  some 
follicular  plugging.  The  epidermis  consisted  of  four  to  ten 
cell  layers  in  thickness.  Liquefaction  degeneration  was 
noted  in  focal  areas.  A slight  perivascular  inflammatory  re- 
action was  noticed  around  the  superficial  blood  vessels. 
Diagnosis:  Acute  lupus  erythematosus.  T he  urine  cultures 
revealed  B.  coli.  An  electrocardiogram  showed  no  diagnos- 
tic changes. 

COURSE  IN  HOSPITAL 

The  temperature  continued  to  range  between  99  and  103 
degrees  and  the  tachycardia  persisted  for  weeks.  On  two 
occasions,  in  January  1949,  the  temperature  spiked  to  104 
degrees.  The  patient  received  repeated  transfusions  of  250 
cc.  each;  testosterone  25  mg.  twice  weekly;  and  bismuth 
subsalicylate  1 cc.  intramuscularly  weekly.  She  also  received 
triple  sulfa,  pyribenzamine,  tocopherols  and  aurcomycin. 


She  gradually  became  afebrile,  but  had  a flare-up  on  January 
26,  1949,  with  high  fever  and  severe  arthritis.  She  received  , 
two  transfusions  of  whole  blood,  of  500  cc.  each,  and  1 
gradually  improved. 

ioi.i.ow-up 

This  patient  was  last  seen  on  April  28,  1953,  at  which 
time  she  was  not  under  medical  treatment  and  had  few 
complaints.  Laboratory  survey  at  this  time  revealed  that 
the  hemoglobin  was  normal  at  13.5  Gm.  per  100  ml,  leuko- 
cyte count  was  4,900  per  cu.  mm.,  with  67  per  cent 
neutrophils,  17  per  cent  lymphocytes,  2 per  cent  eosinophils, 

9 per  cent  monocytes,  and  4 per  cent  nonfilamented  neurro-  j ' 
phils.  No  L.E.  cells  were  seen.  The  sedimentation  rate  was 
still  slightly  increased  to  1.15  mm/minute.  The  Wasser-1 
mann  and  Kahn  reactions  were  negative.  The  urinalyses 
were  normal.  The  patient  is  liv  ing  and  well  in  1956. 

SUMMARY 

A case  of  severe  disseminated  lupus  erythemato- 
sus that  was  preceded  two  years  earlier  by  false  posi- 
tive serologic  tests  for  syphilis.  Treatment  was 
supportive,  with  two  severe  flare-ups  occurring 
w hile  on  many  different  medications,  and  excellent 
remission  to  present  day.  Received  no  cortisone  or 
ACTH  at  any  time. 

CASE  II 

Mrs.  C.  S.  was  admitted  to  the  Cleveland  Clinic  Hospital 
on  November  18,  1949,  and  was  discharged  on  January  17,1 
1950.  I his  33  year  old  white  woman  had  many  signs  of  j 
systemic  lupus  erythematosus — arthritis,  pleurisy,  fever — but, 
except  for  a transient  erythema  several  months  earlier,  there  1 1 
w ere  no  dermatologic  manifestations.  She  received  cortisone! 
therapy  for  one  month.  When  this  medication  wras  discon-l  I 
tinued,  an  acute  flare-up  occurred,  at  which  time  a typical  | 
butterfly  erythema  appeared.  Her  illness  dated  back  to  1946, 1 
with  the  onset  of  grand  mal  epileptic  seizures.  Shortly! 
thereafter  she  noticed  stiffness  and  sw-elling  of  the  fingers.  1 1 
Her  first  visit  to  the  Clinic  was  in  December  1946,  at  which  j 
time  she  consulted  Dr.  E.  M.  Zucker  of  the  Department  of 
Neuropsychiatry,  who  diagnosed  idiopathic  epilepsy  and 
prescribed  Dilantin  and  phenobarbital.  She  continued  to  take  | 
Dilantin  until  the  time  of  admission,  with  occasional  grand 
mal  attacks. 

COURSE  AND  TREATMENT 

The  patient  received  cortisone,  50  mg.  every  six  hours 
the  first  day,  and  25  mg.  every  six  hours  thereafter  for  one  j| 
month.  She  improved  dramatically  on  this  medication,  I 
which  was  abruptly  discontinued,  due  to  short  supply,  on  1 
December  20,  1949.  One  week  later  her  temperature  spiked  I 
to  103  degrees  and  she  became  acutely  ill.  At  this  time  I 
the  butterfly  erythema  was  noticed  for  the  first  time.  I 
Other  treatments  included  blood  transfusions  (six  times),  J 
hydrochloric  acid  and  corticotrophin,  also  Depotesto- 1 
sterone.  She  has  continued  taking  Dilantin  and  pheno-  I 
barbital  until  the  present  (1956).  For  some  time  after  dis-  I 
charge  from  the  hospital,  she  received  semiweekly  injections 
of  ACT  H.  This  was  gradually  discontinued,  the  last  dosage 
being  given  in  August  1950,  following  which  pantothenic 
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acid  was  administered  for  three  months  in  doses  up  to  6 Gm. 

I daily.  She  then  received  a course  of  placebo  ACIH,  for 
'several  weeks,  and  during  this  interval  maintained  a fair 
remission,  subjectively  and  objectively.  On  October  5,  1951, 
an  x-ray  castration  was  done  to  prevent  future  pregnancies. 
Her  last  visit  was  on  June  23,  1952,  at  which  time  she  was 
feeling  well.  Her  laboratory  studies  were  normal  except  for 
| the  L.E.  test  which  was  positive.  A communication  from 
this  patient  in  1956  seated  that  she  takes  no  medication 
except  to  control  the  epilepsy  and  is  able  to  keep  house  and 
do  the  usual  housework. 

SUMMARY 

This  patient  had  epilepsy  for  three  years  before 
developing  clear-cut  manifestations  of  lupus  erythe- 
matosus. She  has  continued  to  take  Dilantin  since 
1946,  through  to  1956.  The  butterfly  erythema  ap- 
peared only  after  a sharp  discontinuance  of  cortisone 
therapy.  X-ray  castration  performed  in  1951.  No 
steroidal  therapy  since  1950. 

CASE  III 

Mr.  E.  Z.,  a 28  year  old  white  man,  was  first  admitted  to 
the  Cleveland  Clinic  Hospital  on  April  11,  1951,  and  was 
discharged  on  April  29,  1951.  He  had  been  well  until  1950 
when  he  developed  migratory  polyarthritis,  involving  the 
hands,  wrists,  knees  and  toes.  Except  for  a slight  headache 
1 and  an  occasional  elevation  of  temperature  to  102  degrees, 
there  had  been  no  other  manifestations.  His  local  physician 
had  treated  him  with  cortisone,  with  the  diagnosis  of  rheu- 
matoid arthritis.  The  family  history  was  noncontributory. 
The  history  by  systems  revealed  frequent  sore  throats  and 
occasional  attacks  of  aphthous  stomatitis. 

COURSE  AND  TREATMENT 

The  patient  was  started  on  a continuous  cortisone  program 
which  lasted  until  November,  1954.  He  also  was  maintained 
on  corticotrophin,  or  ACT  H,  during  the  same  period  of 
! time.  Other  medications  included  propylthiouracil  from 
February  13,  1952  until  August  6,  1952;  nicotinic  acid 
hydrazide  from  February  12,  1953  until  March  5,  1953;  and 
chloroquin  from  July  4,  1954  until  December  1954,  and  again 
in  January  1956.  T he  cortisone  dosage  was  diminished  while 
the  chloroquin  was  being  administered.  He  was  last  seen 
on  May  20,  1956  at  which  time  he  was  feeling  well,  except 
for  a persistence  of  a postphlebitic  swelling  of  the  left 
ankle.  He  had  no  joint  stiffness,  malaise,  fever,  or  tachy- 
cardia. The  hemoglobin  was  12.5  Gm.  per  100  cc.;  the  leuko- 
cyte count  was  6,500  with  a normal  differential  count.  The 
sediment  of  the  urine  had  completely  cleared. 

SUMMARY 

A case  of  severe  systemic  lupus  erythematosus  in 
a 28  year  old  white  male  which  had  flared  severely 
w hen  on  two  occasions  cortisone  was  discontinued. 
After  a prolonged  maintenance  program  of  hor- 
monal therapy  there  was  gradual  improvement  with- 
out flare-up  when  these  drugs  were  discontinued  in 
1 1954.  Extraction  of  teeth  without  flare-up  of  SEE 
in  1955.  (Steroids  again  were  used  for  a few  days.) 
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Chloroquin  induced  a subjective  clinical  response 
and  seemed  to  protect  the  patient  from  sun  sensi- 
tivity. 

CASE  iv 

(Mrs.  B.  P.,  aged  32  years,  was  transferred  to  the  Cleveland 
Clinic  on  March  14,  1950  from  Mt.  Sinai  Hospital,  New 
York,  N.  Y.  She  had  been  well  until  the  birth  of  a second 
child  in  1946.  One  month  later  she  developed  a fever  to 
103  degrees,  associated  with  painful  swollen  joints.  On  Janu- 
ary 25,  1949  she  was  admitted  to  another  hospital  in  Cleve- 
land, during  which  time  she  received  salicylates  and  anti- 
biotics without  response.  A left  thoracentesis  was  done 
four  times  and  a pericardial  paracentesis  once.  She  was  re- 
admitted in  June  1949,  but  failed  to  respond  to  treatment 
and  was  then  transferred  to  Mt.  Sinai  Hospital  in  New' 
York  for  cortisone  treatment.  On  September  29,  1949  corti- 
sone was  administered,  200  mg.  daily  for  fourteen  days.  It 
was  discontinued  due  to  fluid  retention.  However,  the  fever 
returned  and  the  patient  w'as  then  treated  with  a five  week 
course  of  corticotrophin  (ACTH)  100  mg.  daily.  This  was 
gradually  diminished.  She  was  discharged  from  Mt.  Sinai 
Hospital  on  January  14,  1950  on  no  medication.  She  re- 
mained in  a remission  until  March  1950,  at  which  time 
another  lupus  flare-up  occurred.  She  was  admitted  to  the 
Cleveland  Clinic  Hospital  on  April  1,  1950. 

The  family  history  revealed  no  rheumatic  disease.  The 
history  by  systems  revealed  pleurisy  at  the  age  of  19,  fol- 
lowing an  appendectomy.  For  14  years  she  had  noticed  blis- 
ters on  the  skin  after  the  first  exposure  to  the  sun. 

I he  general  physical  examination  revealed  a slight  malar 
flush  and  a few  palpable  axillary  nodes. 

The  laboratory  survey  revealed  the  hemoglobin  to  be  10.0 
Gm.  and  the  leukocyte  count  1,700.  The  sedimentation  rate 
was  increased  to  2.02.  I he  L.E.  test  was  positive.  The  urea 
was  24  mg.  per  100  cc.  The  urea  clearance  w'as  76  and  66 
per  cent  of  function  the  first  and  second  hours,  respectively. 

I he  Addis  count  revealed  the  specific  gravity  to  be  1.025. 
1 here  were  75,000  casts,  2,700,000  erythrocytes  and  300.000 
leukocytes  per  1 2 hour  specimen.  A roentgenogram  of  the 
chest  revealed  chronic  inflammatory  changes  at  the  right 
base. 

TREATMENT  AND  COURSE 

T his  patient  received  corticotrophin  and  cortisone  con- 
tinuously from  April,  1950  to  September,  1955.  On  several 
occasions  w'hen  the  dosage  was  diminished,  hospitalization 
was  required  because  of  a relapse  of  the  systemic  lupus 
erythematosus.  Other  treatments  included  x-rav  irradiation 
of  the  ovaries  in  Mav  1950;  blood  transfusions  in  May  1950 
and  again  in  1954;  gamma  globulin  was  administered  weekly 
in  May  1950;  thyroid  extract  was  given  in  September- 
October  1950;  Depo-testosterone  was  administered  in  April 
'954;  and  from  September  1954  to  May  1956;  chloroquin 
from  January  1954  through  July  1954,  during  which  time 
the  cortisone  requirement  was  diminished  b\r  one  half. 
Nitrogen  mustard  was  administered  in  August  1954.  In 
December  1954  roentgenogram  of  the  lumbosacral  spine 
revealed  osteoporosis,  which  was  considered  to  be  related 
to  the  cortisone  treatment  and  possibly  to  the  x-irradiation 
of  the  ovaries  in  Mav  1950.  I bis  condition  was  asvmpto- 
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matic  until  September  1954,  at  which  time  she  developed 
severe  pain  in  the  back.  A roentgenogram  of  the  spine  re- 
vealed compression  fractures  of  B-6  and  D-10.  This  was 
treated  w ith  a Taylor  brace,  and  testosterone  was  admin- 
istered weekly  for  one  year,  after  which  time  the  pain 
disappeared  and  the  Taylor  brace  was  successfully  removed. 
During  this  period  the  cortisone  was  gradually  diminished 
and  w as  discontinued  entirely  in  September,  1955.  When  last 
seen  on  May  21,  1956  the  patient  was  asymptomatic  and 
afebrile,  receiving  Dcpo-testosterone,  150  mg.  every  six 
weeks,  ami  Aralcn  diphosphate,  150  mg.  every  other  day. 
She  was  able  to  carry  on  normal  duties. 

SUMMARY 

A case  of  severe  systemic  lupus  erythematosus 
treated  with  cortisone  and  cortieotrophin  almost 
continuously  between  September  1949  and  Septem- 
ber 195s.  X-ray  irradiation  to  the  ovaries  in  1950. 
Osteoporosis  and  compression  fractures  of  spine  in 
1954,  with  relief  from  pain  after  prolonged  testo- 
sterone treatment. 

case  v 

Miss  L.  M.,  aged  17  years,  was  first  admitted  to  the  Cleve- 
land Clinic  Hospital  on  September  6,  1949,  and  was  dis- 
charged on  September  27,  1949.  She  had  been  in  good  health 
until  one  year  earlier  when  she  noticed  swelling  of  the 
ankles,  fever  to  104  degrees,  and  redness,  swelling  and  ten- 
derness of  the  knees,  interphalangeal  and  metacarpophal- 
angeal joints  and  wrists,  with  extreme  fatigue  and  malaise. 
The  joint  distress  migrated  from  joint  to  joint.  There  was 
recurrent  pleuritic  pain  in  the  right  chest.  She  was  told  that 
she  had  rheumatic  fever  and  that  she  was  anemic.  She  had 
noticed  increased  sensitivity  to  sunlight,  with  a recurring 
erythematous  eruption  on  the  face,  off  and  on  for  one  year. 
A partial  diffuse  alopecia  had  also  been  noted. 

The  general  physical  examination  showed  a dry,  scaling, 
erythematous  dermatitis  in  a butterfly  distribution  over  the 
face.  There  were  a few  small  anterior  cervical  lymph  nodes. 
The  fingers  and  knees  were  slightly  tender,  without  swell- 
ing. The  calves  were  tender. 

The  laboratory  survey  revealed  the  hemoglobin  to  be  9 
Gm,  leukocyte  count  1,900,  with  78  per  cent  neutrophils, 
26  per  cent  lymphocytes,  and  1 per  cent  monocytes.  The 
sedimentation  rate  was  increased  to  1.7  mm.  per  minute.  I he 
Wassermann  and  Kahn  reactions  were  negative.  T he  Addis 
count  revealed  the  specific  grav  ity  to  be  1.023,  pH  6.5.  I here 
was  0.138  Gm.  protein  per  24  hours.  The  sediment  revealed 
300,000  casts,  750,000  erythrocytes,  and  500,000  leukocytes 
per  12  hour  urine.  T he  serum  proteins  on  December  9, 
1949,  revealed  the  total  of  7.99  Gm.  per  100  cc.,  albumin 
3.63  Gm.,  alpha  globulin  084,  beta  globulin  1.29,  and  gamma 
globulin  increased  to  2.23  Gm.  per  100  cc. 

During  this  hospitalization  the  patient  received  blood 
transfusions  and  supportive  therapy.  She  was  readmitted  to 
the  hospital  on  October  14,  1949  in  a severe  relapse,  asso- 
ciated with  pericarditis  with  effusion  and  pleurisy  with 
effusion,  and  a daily  fever  up  to  104.6  degrees.  She  was 
treated  with  supportive  therapy  including  four  blood  trans- 
fusions of  500  cc.  each,  until  cortisone  was  available  on 


Nov  ember  14,  1949.  She  responded  dramatically  to  this  medi- 
cation, but  flared  up  when  the  supply  ran  out  on  December 
20.  She  again  received  cortisone  in  January  1950,  flaring 
up  again  when  this  was  discontinued.  A pericardial  tap 
was  performed  on  January  8,  1950,  removing  250  cc.  of 
cloudy  thin  yellow  fluid.  T his  was  done  because  of  a 
cardiac  tamponade.  She  was  discharged  on  January  21,  1950, 
bur  failed  to  follow  a cortisone  maintenance  program  and 
had  been  chronically  ill  since  leaving  the  hospital.  She  was 
readmitted  on  May  5,  1950,  anil  after  this  followed  a main- 
tenance program  of  cortisone,  25  mg.  cj.i.d.,  with  gradual 
improv  ement.  She  was  seen  during  1951  on  twelve  occasions, 
during  which  rime  adjustments  were  made  in  the  maintenance 
program  of  daily  cortisone  and  ACTH  weekly.  The  corti- 
sone dosage  varied  from  75  to  150  mg.  daily. 

A roentgenogram  of  the  chest  on  January  4,  1950,  rev  ealed: 
“T  he  cardiac  shadow  is  approximately  40  to  50  per  cent  of 
normal  average.  This  configuration  is  consistent  with 
pericarditis  and  effusion.  There  also  is  a pleural  reaction  and 
a small  amount  of  fluid  in  the  right  chest."  Roentgenogram 
of  the  chest  on  May  8,  1950,  showed  “marked  clearing  of 
lung  fields  and  reduction  of  pericardial  effusion  of  previous 
examination."  I he  L.E.  test  was  positive  on  twenty  occasions 
and  was  negative  on  three.  Examination  on  May  24,  1956, 
revealed  a fair  subjective  clinical  remission.  She  had  been 
able  to  work,  but  was  easily  fatigued.  She  was  afebrile. 
There  were  several  erythematous  lesions  of  lupus  erythe- 
matosus on  the  nose  and  cheeks.  The  general  physical  exam- 
ination was  normal.  She  was  taking  no  medications.  The 
cortisone  gradually  was  tapered  and  discontinued  in  1953. 
She  refused  to  follow  the  advice  to  stay  out  of  the  sun  and 
apparently  does  so  without  flare-up. 

SUMMARY 

A case  of  classic  “acute  disseminated”  lupus 
erythematosus  with  butterfly  erythema,  high  fever, 
pericarditis,  and  pleuritis  with  effusion,  with  migra- 
tory polyarthritis,  frequent  flare-ups  when  cortisone 
was  discontinued  during  the  active  stage  of  the 
disease;  but  for  the  past  three  years  has  managed 
quite  well  without  steroidal  therapy. 

CASE  VI 

.Mrs.  R.  S.,  aged  23  years,  was  first  admitted  to  the  Clev  e- 
land Clinic  Hospital  on  February  17,  1950  and  was  dis- 
charged on  February  25,  1950.  She  had  been  well  until 
October  1948,  at  which  time  she  noted  the  sudden  onset  of 
pain,  swelling,  heat  and  redness  of  the  interphalangeal  joints 
of  both  hands.  There  was  no  antecedent  illness.  This  attack 
gradually  subsided,  but  recurred  in  January  1949,  associated 
with  occasional  fever  to  102  degrees.  She  was  treated  with 
salicylates  by  her  local  physician  and  gradually  entered  a 
remission  which  lasted  until  October  1949.  She  then  became 
bedridden  and  had  right-sided  pleuritic  and  retrosternal 
pain.  500  cc.  of  fluid  had  been  removed  from  the  right 
chest.  Flic  family  history  was  negative.  I he  patient  had 
been  married  for  three  years  and  had  no  children. 

The  history  by  systems  was  normal  except  for  a herperic 
eruption  that  appeared  around  the  mouth  after  exposure  to 
the  sun.  This  had  been  noted  for  many  years. 
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She  was  readmitted  to  the  Cleveland  Clinic  Hospital  on 
October  18,  1950.  She  had  done  well  on  no  treatment  until 
early  August  1950,  when  she  had  a recurrence  of  general- 
ized aching,  fever  to  104  degrees,  swelling  and  redness  of  the 
finger  joints,  wrists,  elbows,  knees,  and  toes.  She  had  been 
treated  with  salicylates  without  response.  This  flare-up  had 
been  preceded  by  a pharyngitis  two  weeks  earlier.  She  had 
become  very  weak  and  had  noticed  shortness  of  breath  on 
slight  exertion.  This  examination  was  as  before  except  that 
there  were  depressed  breath  sounds  at  the  right  base.  The 
right  knee  joint  was  swollen,  tender,  and  erythematous. 

On  this  admission,  in  October  1950,  the  hemoglobin  was 
8 Gm.,  leukocyte  count  1,500,  and  the  L.E.  test  positive. 
The  sedimentation  rate  was  increased  to  1.1  mm.  per  minute. 
The  Addis  count  revealed  the  specific  gravity  of  1.017. 
There  were  4.55  Gm.  protein  per  24  hours.  On  one  occasion 
ithere  were  4,240,000  casts,  18,800,000  erythrocytes  and 
16,520,000  leukocytes  per  12  hour  specimen. 

JcOUKSE  AND  TREATMENT 

Cortisone  was  started  in  October  1950,  but  this  steroidal 
treatment  gradually  was  converted  to  corticoptrophin.  The 
ACEH  was  maintained  continuously  until  1954,  at  which 
time  it  gradually  was  discontinued.  Except  for  a severe 
agitated  depression,  which  was  considered  to  be  steroid  in- 
duced, and  which  persisted  for  four  to  six  weeks,  her 
response  was  excellent.  In  May  1951,  she  underwent  an 
appendectomy  without  difficulty,  during  which  time  booster 
doses  of  cortisone  were  used.  1 he  L.E.  test  which  had  been 
continuously  positive  on  the  first  16  examinations,  begin- 
ning in  March,  1951,  was  either  negative  or  weakly  positive. 
It  had  been  negative  since  1954.  The  Tiselius  electrophoretic 
pattern  was  studied  on  eleven  occasions.  I he  I iselius  pat- 
itern  on  October  18,  1950,  revealed  the  albumin  to  be  1.92, 
the  alpha  globulin  0.4,  the  beta  globulin  1.06,  and  the 
gamma  globulin  1.27.  In  June  1955,  the  albumin  had  increased 
to  4.94,  the  alpha  globulin  was  0.44,  the  beta  globulin  1.07, 
and  the  gamma  globulin  1.14.  The  hemoglobin  had  in- 
creased to  13.6  Gm.,  and  the  sedimentation  rate  was  normal 
at  0.45.  The  urine  protein  and  sediment  had  completely 
cleared. 

The  patient  became  pregnant  in  1955  and  delivered  a nor- 
mal baby  boy,  weighing  7 pounds  13  ounces,  on  February 
29,  1956.  The  patient  has  been  living  in  Hawaii  since  1 954- 

SUMMARY 

A case  of  severe  lupus  erythematosus  with  re- 
peated relapses  until  a prolonged  cortisone  and 
ACTH  program  was  employed.  Despite  “temporary 
sterilization”  with  x-ray  irradiation  of  the  ovaries, 
the  patient  became  pregnant  and  delivered  a normal 
child  in  1956.  In  1951,  while  in  a subjective  remission 
hut  with  laboratory  evidence  of  active  systemic 
lupus  erythematosus,  the  patient  successfully  under- 
went an  appendectomy,  without  complications.  The 
patient  has  been  without  medication  since  1 9 5 5 . 
The  L.E.  tests  were  positive  for  four  years,  but 
have  been  negative  since  1954. 
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CASE  VII 

Mr.  G.  R.,  aged  22  years,  was  in  good  health  until  June 
1950  when  a pilonidal  cyst  was  incised  and  drained.  Follow- 
ing this  he  received  a few  injections  of  penicillin.  He  re- 
turned to  work.  In  August,  1950  he  gradually  became  weak 
and  noticed  a fever  of  102  to  103  degrees.  This  was 
associated  with  joint  stiffness,  pain  in  the  chest,  stomatitis, 
and  a butterfly  erythema  of  the  nose  and  cheeks.  The  family 
history  revealed  two  sisters  with  rheumatic  fever.  History 
by  systems  was  normal  except  for  a dizzy  spell  two  weeks 
prior  to  the  onset  of  the  present  illness.  He  had  been 
healthy  and  enjoyed  a reputation  as  an  outstanding  high 
school  football  player.  He  was  admitted  to  the  Cleveland 
Clinic  Hospital  on  September  19,  1950,  and  was  discharged 
on  November  9,  1950. 

On  admission  there  was  a stomatitis,  persistent  medium 
rales  heard  in  the  right  upper  chest,  posteriorly,  and  a malar 
erythema.  The  temperature  was  102  degrees,  pulse  rate  100 
per  minute,  respiration  20. 

The  laboratory  survey  revealed  the  hemoglobin  to  be 
9.5  Gm.,  leukocyte  count  2,600.  The  L.E.  test  was  positive 
on  admission.  The  sedimentation  rate  was  increased  to  1.55 
mm.  per  minute.  The  Addis  examination  of  the  urine  showed 
a concentration  of  1.018,  proteinuria  of  4 68  Gm.  per  liter, 
with  9,000,000  leukocytes,  4,360,000  casts  and  1,248,000  ery- 
throcytes per  12  hour  specimen.  The  urea  was  69,  and  the 
urea  clearance  67  per  cent  and  53  per  cent  of  function  the 
first  and  second  hours,  respectively.  The  first  Tiselius  elec- 
trophoretic pattern  revealed  the  albumin  to  be  2.99,  the 
alpha  globulin  2.88,  the  beta  globulin  1.12,  and  the  gamma 
globulin  1.08. 

TREATMENT  AND  COURSE 

On  October  1,  1950  cortisone  administration  was  started 
(200  mg.  per  day).  There  was  a prompt  clinical  response  and 
on  October  10,  11,  12,  and  13  nitrogen  mustard  was  admin- 
istered (6.3  mg.  per  day).  The  nitrogen  mustard  course  was 
repeated  on  October  23,  24,  25,  26.  The  hemoglobin  and 
leukocyte  counts  dropped;  on  November  3,  1950,  the  hemo- 
globin was  6 Gm.  per  100  ml  and  the  leukocyte  count  800. 
The  L.E.  test  turned  negative  for  the  first  time,  and  the 
sedimentation  rate  had  dropped  to  normal.  However,  the 
patient  showed  fever  and  malaise  which  was  considered  to 
be  related  to  the  impending  agranulocytosis.  The  cortisone 
dosage  was  increased.  T here  was  a gradual  improvement  in 
the  bone  marrow  response,  and  the  patient  was  discharged 
on  N ovember  8,  1950.  Cortisone  gradually  was  diminished 
and  was  entirely  discontinued  in  March  1951.  The  patient 
has  been  seen  periodically,  the  last  visit  being  in  May  1956. 
The  L.E.  test  had  been  positive  on  six  occasions  prior  to 
the  negative  appearance  associated  with  the  nitrogen  mus- 
tard induced  leukopenia.  The  L.E.  test  has  remained  nega- 
tive for  the  last  five  years.  The  hemoglobin  and  leukocyte 
count  returned  to  normal.  A Tiselius  electrophoretic  pattern 
returned  to  normal.  The  proteinuria  disappeared,  as  did 
the  casts,  erythrocytes,  and  leukocytes  in  the  urine.  Teeth 
were  extracted  in  August  1951,  and  again  in  1952.  Penicillin 
was  administered  on  each  occasion,  but  steroidal  therapy 
was  not  employed.  The  patient  now  is  married,  has  two 
children  and  works  full  time  doing  heavy  manual  labor. 
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SIMM  \RS 

A case  of  systemic  lupus  erythematosus  in  a w hire 
male  treated  w ith  a combination  of  cortisone  and 
nitrogen  mustard.  L.F..  test  turned  negative  two 
w eeks  after  second  course  of  nitrogen  mustard,  and 
has  remained  negative  for  six  years.  Improvement 
noted  in  albuminuria  and  urinarv  sediment. 

CASE  VIII 

Mrs.  H.  H.,  aged  24  vears,  was  admitted  to  the  Cleveland 
Clinic  Hospital  on  September  6,  1950  and  was  discharged 
on  October  21,  1950.  In  1946  premarital  serologic  tests  for 
syphilis  were  positive.  She  received  penicillin  treatment  and 
two  years  later  bismuth  and  arsenic.  1 he  diagnosis  was 
latent  syphilis.  The  serologic  tests  for  syphilis  remained 
positive,  despite  treatment.  There  had  been  no  history  of 
primary  or  secondary  infectious  lesions  of  syphilis.  She  had 
felt  completely  normal  at  the  time  the  positive  serologic 
tests  for  syphilis  were  discovered.  Several  months  later  she 
developed  aches  in  the  knees,  thighs,  shoulders,  neck, 
elbows,  fingers,  and  back.  These  went  away  in  one  month. 
One  year  later  she  became  ill  for  six  weeks  with  recurrence 
of  joint  distress.  She  received  no  treatment.  In  September 
1948  she  developed  pleurisy  of  the  left  side.  Shortly  there- 
after, tender  nodules  developed  on  the  palms  and  scalp.  She 
was  not  acutely  ill  until  the  fall  of  1949,  when  she  first 
noticed  a butterfly  erythema  on  the  cheeks  and  bridge  of 
the  nose.  Joint  stiffness  and  pain  had  increased.  1 he  tem- 
perature rose  to  103  degrees.  A diagnosis  of  acute  dis- 
seminated lupus  erythematosus  was  made  in  another  hos- 
pital. Site  received  a short  course  of  cortisone  and  AC  I H, 
but  flared  promptly  when  this  medication  was  discontinued. 

COURSE  AND  TREATMENT 

The  patient  was  given  a maintenance  program  of  cortisone 
and  corticotrophin,  and  was  managed  by  her  local  physi- 
cian. She  maintained  a stable  remission,  and  became  pregnant 
for  the  first  time.  She  delivered  a normal  boy  on  September 
29,  1 95 1 , weighing  4 pounds  13  ounces.  I he  child  showed 
no  congenital  defects  and  required  no  additional  steroidal 
therapy.  After  the  pregnancy  the  patient  suffered  a severe 
psychotic  episode,  which  required  electric-shock  therapy. 
At  present  the  disease  process  is  being  managed  with  predni- 
sone. 

SUMMARY 

A case  of  acute  disseminated  lupus  erythematosus 
in  which  the  clinical  manifestations  w ere  preceded 
by  positive  serologic  tests  for  syphilis.  Following  a 
maintenance  program  of  steroidal  therapy  became 
pregnant  and  delivered  a normal  baby  boy.  A severe 
postpregnancy  psychotic  episode  occurred,  requir- 
ing electric-shock  therapy. 

CASE  IX 

Mrs.  R.  X.,  aged  38  years,  colored,  first  noticed  trouble 
with  her  skin  in  1946  when  she  took  injections  because  of 
positive  serologic  tests  for  syphilis.  At  that  time  she  devel- 
oped an  eruption  on  the  cheeks  and  sides  of  the  nose.  The 


injections  were  discontinued,  but  the  eruption  persisted. 
Two  vears  later  she  received  a scries  of  arm  injections  anil 
following  this  the  eruption  progressed  over  the  face,  chest, 
back,  and  fingers.  In  the  summer  of  1950  she  noticed  the 
onset  of  night  sweats  and  fever,  and  developed  swollen, 
painful  knees  and  wrists.  Other  symptoms  included  bitem- 
poral headache,  vomiting  after  the  evening  meal,  and 
occasional  drainage  from  an  abscess  near  the  left  ankle. 

The  temperature  was  100,  pulse  108,  and  blood  pressure 
110/80.  Over  the  nose  and  cheeks  there  were  papular  pig- 
mented, well  demarcated  lesions.  There  were  occasional 
areas  of  white  discloration  resembling  healing  burns.  Similar 
patches  were  seen  over  the  chest,  back  and  fingers. 

COURSE  AND  TREATMENT 

Mrs.  X.  has  been  maintained  more  or  less  regularly  on 
cortisone,  usually  about  75  mg.  a day.  After  a course  of 
atabrine  the  cortisone  was  discontinued  entirely  in  1952. 
About  one  month  later  she  developed  an  L.E.  flare-up.  In 
February  1952  the  ovaries  were  irradiated.  Except  for  stop- 
ping the  menses,  this  apparently  had  no  obvious  systemic 
effect.  In  May,  1953,  about  two  months  after  cortisone  was 
discontinued,  she  developed  an  acute  ischiorectal  abscess, 
which  required  hospitalization.  This  was  incised  and  drained. 
It  was  “almost  healed”  on  a visit  in  June,  1953.  The  abscess 
resumed  draining  on  September  11,  1953,  but  without  affect- 
ing her  systemic  condition.  She  w as  hospitalized  from  May 
4 to  May  12,  1954  because  of  a lupus  flare-up,  associated 
with  lobar  pneumonia.  She  responded  to  antibiotic  therapy. 
In  August  1954  she  developed  an  abscess  in  the  right  groin, 
which  again  responded  to  treatment.  Her  next  to  last  visit 
here  was  November  4,  1954,  at  which  time  she  felt  quite 
well.  She  was  developing  a discoidal  type  of  lupus  erythe- 
matosus and  was  being  maintained  on  a program  of  75  mg. 
of  cortisone,  6 Gm.  of  potassium,  a low-salt  diet,  1 cc.  of 
ACTH  weekly,  chloroquin,  250  mg.  daily.  On  her  last  visit 
on  May  2,  1955  she  stated  that  she  had  been  sick  for  the 
past  week  w-ith  fever  and  chills  and  there  had  been  pus 
draining  from  the  perianal  area.  At  this  time  she  was  given 
600,000  units  of  long-acting  penicillin  and  a booster  of  50 
mg.  of  cortisone. 

SUMMARY 

This  patient  is  an  example  of  systemic  lupus  ery- 
thematosus in  which  the  first  manifestation  was  pre- 
sumably the  false-positive  serologic  tests  (TPI  nega- 
tive) for  syphilis.  Later  she  developed  dermatologic, 
pulmonary,  joint,  and  other  systemic  manifestations. 
Her  history  has  been  complicated  by  several  deep- 
seated  infections.  The  dermatologic  appearance  has 
changed  to  that  of  discoidal  lupus  erythematosus 
during  the  past  two  years  x-ray  irradiation  to  the 
ovaries  in  1952. 

case  x 

Mrs.  P.  R.,  aged  45  years,  was  in  good  health  until  1949 
when  an  erythematous  eruption  appeared  over  the  bridge  of 
the  nose,  the  cheeks,  and  eyebrows.  Shortly  thereafter  she 
was  hospitalized  for  pneumonia.  A biopsy  of  the  skin  wTas 
diagnosed  as  lupus  erythematosus.  After  this  she  was  treated 
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with  cortisone  for  a short  period,  hut  the  condition  dared 
when  the  medication  was  discontinued.  She  was  continu- 
ously bedridden  and  required  hospitalization  on  four  occa- 
sions, prior  to  her  first  hospitalization  at  the  Cleveland 
Clinic  Hospital  on  August  20,  1951.  She  suffered  repeated 
episodes  of  polyarthritis  and  fever.  She  had  been  virtually 
bedridden  for  three  years. 

On  admission  to  the  hospital,  examination  showed  the 
temperature  to  be  ioi°,  pulse  120,  blood  pressure  120/80. 
The  patient  was  obviously  ill  and  very  weak.  Examination 
of  the  skin  revealed  a slightly  diffuse  alopecia  and  a sharply 
demarcated,  slightly  raised,  erythematous  eruption  in  the 
butterfly  distribution  over  the  nose  and  cheeks.  Examination 
of  the  nose  and  throat  was  normal.  A Grade  II  systolic 
murmur  was  heard  over  the  precordium.  There  was  a 
bilateral  diminution  of  breath  sounds  at  the  base  with 
inspiratory  moist  rales  bilaterally.  Flatness  was  noted  at  the 
extreme  right  base.  The  spleen  and  liver  were  not  enlarged. 

LABORATORY  DATA 

The  hemoglobin  was  1 1 Gm.,  leukocyte  count  4,300, 
sedimentation  rate  1.5  mm./minute.  The  plasma  L E.  test  was 
positive.  The  urea  clearance  was  136  per  cent  of  function 
the  first  hour  and  100  per  cent  the  second  hour.  The  serum 
sodium  was  104  mEq./liter  and  the  serum  potassium  4.5 
mEq./liter.  The  12  hour  urinalysis  revealed  0.07  Gm.  pro- 
tein per  liter  and  273,000  casts.  A chest  x-ray  showed 
pronounced  elevation  of  the  right  diaphragm  and  minimal 
pleural  reaction  at  each  costophrenic  sinus.  A biopsy  of  the 
skin  showed  findings  consistent  with  acute  systemic  lupus 
erythematosus.  The  serum  proteins  by  the  Tiselius  method 
revealed  the  albumin  to  be  3.96  Gm.  per  100  ml.,  with  the 
alpha  globulin  0/12  Gm.,  the  beta  globulin  1.41  Gm.  and 
the  gamma  globulin  1.50  Gm.  per  cent.  The  total  serum 
proteins  were  7.49  Gm.  per  100  ml. 

COURSE  AND  TREATMENT 

Cortisone  was  started  in  divided  doses  to  a total  of  300 
mg.  per  day.  This  was  gradually  diminished  to  a mainten- 
ance dosage  of  75  mg.  per  day.  There  was  a dramatic  im- 
provement in  the  clinical  status  of  the  patient.  After  one 
month  of  hospitalization  the  L.E.  test  became  negative.  She 
maintained  an  excellent  clinical  remission  on  62.5  mg.  of 
cortisone  per  day  and  10  units  of  ACTH  weekly.  On 
October  11,  1955,  the  hemoglobin  was  13.2  Gm.,  leukocyte 
count  6,450,  with  47  per  cent  neutrophils,  52  per  cent 
lymphocytes,  3 per  cent  monocytes.  1 he  L.E.  test  was 
weakly  positive.  The  urea  clearance  was  normal.  I he  sedi- 
mentation rate  was  1.0  mm./minute.  Her  program  at  that 
time  was  25  mg.  of  cortisone  daily,  and  AC  I H 10  units 
weekly. 

SUMMARY 

A case  is  reported  of  a 45  year  old  woman  who 
had  been  bedridden  for  three  years,  with  temporary 
remission  on  short  courses  of  steroidal  therapy. 
Remission  induced  with  prolonged  steroidal  therapy. 
Three  attacks  of  pneumonia  prior  to  the  prolonged 
steroidal  program.  No  pneumonia  since  institution 
of  the  maintenance  course  of  cortisone  and  cortico- 
tropin. 


CASE  XI 

Mrs.  G.  C.,  aged  38  years,  was  in  good  health  until  April 
1950.  She  was  hospitalized  for  fever,  anemia,  arthritis,  weak- 
ness and  loss  of  weight.  She  received  a short  course  of 
ACTH  and  improved.  She  was  discharged  in  an  improved 
condition.  She  had  a severe  relapse  a few  weeks  later  and 
was  rehospitalized  at  a local  hospital,  and  was  again  treated 
with  a short  course  of  ACTH  during  rehospitalization.  She 
relapsed  a third  time  and  was  admitted  to  the  Cleveland 
Clinic  Hospital  on  May  23,  1951  and  was  discharged  on 
August  9,  1951.  She  was  acutely  ill,  pale  and  exhausted. 

The  temperature  was  103°,  pulse  140,  blood  pressure 
120/80.  Examination  of  the  scalp  revealed  several  small 
round  areas  of  alopecia,  which  were  considered  to  be  those 
of  discoid  lupus  erythematosus.  There  were  many  small,  soft 
lymph  nodes  in  the  supraclavicular  and  inguinal  areas.  There 
was  rapid  respiration;  expansion  of  the  chest  was  limited 
bilaterally.  Tactile  fremitus  was  decreased  in  both  bases 
posteriorly.  There  was  dullness  to  percussion  in  the  left 
lower  lung  field,  with  diminished  breath  sounds.  There  was 
impaired  resonance  at  the  right  base  posteriorly  with  crepi- 
tant rales  in  the  lower  half  of  the  right  lung  anteriorly. 
There  was  no  increase  in  the  whispered  voice.  A grade  111 
systolic  murmur  was  heard  in  the  second  left  interspace. 
The  rate  was  regular.  Pulses  were  normal.  The  tip  of  the 
spleen  was  just  palpable.  Examination  of  the  extremities 
revealed  rheumatoid  arthritis  of  the  fingers  and  hands.  She 
was  unable  to  extend  the  elbows  completely.  There  was 
limited  head  and  shoulder  abduction. 

COURSE  AND  TREATMENT 

The  patient’s  disease  was  controlled  with  cortisone  and 
ACTH.  A tooth  extraction  was  done  without  booster 
dosages  of  steroids.  Three  days  later  the  patient  suffered 
an  acute  lupus  relapse.  Cortisone  was  increased  to  950  mg. 
per  day,  which  again  controlled  the  lupus  process,  but  was 
shortly  followed  by  hyperglycemia  and  glycosuria.  A course 
of  nitrogen  mustard  was  administered.  Ten  days  later  the 
leukocyte  count  had  dropped  to  400  and  the  L.E.  test  had 
turned  negative  for  the  first  time.  (Positive  on  eight  pre- 
vious occasions.)  It  remained  negative  or  weakly  positive 
throughout  the  rest  of  her  hospitalization.  The  leukocyte 
count  gradually  returned  to  normal.  The  patient  was  dis- 
charged on  the  maintenance  program  of  ACTH,  which  was 
gradually  discontinued,  and  finally  discontinued  entirely  on 
September  19,  1952.  At  that  time,  the  hemoglobin  was  12 
Gm.,  leukocyte  count  5,400,  the  L.E.  test  was  negative,  and 
the  sedimentation  rate  was  1 .0.  The  Tiselius  electrophoretic 
pattern  showx-d  a decrease  in  the  gamma  globulin,  but  not 
to  normal.  In  February,  1954  chloroquin  was  administered. 
In  April  she  stated  that  her  arthritis  had  improved  consider- 
ably. Mrs.  G.  C.  was  last  seen  on  March  19,  1956.  She  had 
suffered  another  flare-up  several  months  earlier.  Her  local 
physician  had  resumed  steroidal  therapy  (Meticorten) . In 
March  1956  the  hemoglobin  was  11  Gm.,  leukocyte  count 
5,300,  with  72  per  cent  neutrophils,  6 per  cent  band  cells, 
10  per  cent  lymphocytes,  1 per  cent  eosinophils,  9 per  cent 
monocytes,  and  1 per  cent  atypical  cells.  Flic  L.E.  test  was 
positive.  The  sedimentation  rate  was  increased  to  1.55 
mm./minute.  The  urinalysis  vTas  normal.  The  weight  was  151 
pounds.  The  blood  pressure  was  160/90. 
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SUMMARY 

A case  of  severe  systemic  lupus  erythematosus 
which  had  flared  after  completion  of  short  course  of 
steroidal  therapy;  in  remission  and  well  controlled 
for  three  and  one-half  years  of  prolonged  mainten- 
ance program  of  the  same  drugs.  The  L.E.  test 
turned  negative  after  a course  of  combined  nitrogen 
mustard  and  steroidal  therapy.  Slight  flare-up  in 
1956  again  controlled  with  hormones. 

CASE  XII 

Mrs.  G.  B.,  aged  30  years,  had  migratory  joint  pain  and 
fever  in  1941.  She  was  told  that  she  had  rheumatic  fever. 
In  1944  she  was  treated  for  latent  syphilis,  because  of  posi- 
tive serologic  tests  for  syphilis.  Arsenic  and  bismuth  prepara- 
tions were  used  for  one  year.  In  June  1948  she  was  told 
that  she  had  false-positive  serologic  tests  for  syphilis.  In 
the  spring  of  1949  the  migratory  joint  pains  recurred 
associated  with  dizziness,  generalized  weakness,  and  fever. 
A diagnosis  of  disseminated  lupus  erythematosus  was  made 
in  July  1950  at  Johns  Hopkins  University.  She  received 
three  weeks  of  ACTH  treatment  and  enjoyed  a partial 
remission  until  November  1950  w hen  the  condition  recurred 
and  she  was  treated  with  cortisone.  This  remission  per- 
sisted for  three  months.  She  then  suffered  a severe  relapse 
associated  with  high  fever,  migratory  joint  pains,  pericarditis 
with  effusion,  which  resulted  in  a cardiac  tamponade, 
pleurisy  with  effusion  and  convulsions. 

Physical  examination  revealed  the  temperature  to  be  102°, 
pulse  124,  a blood  pressure  180/120.  She  was  unconscious, 
acutely  ill,  and  hyperpneic.  Examination  of  the  chest  re- 
vealed coarse  rales  and  dullness  over  the  left  lower  chest 
posteriorly.  No  friction  rubs  were  heard.  I here  was  a 
grade  II  apical  systolic  murmur  and  a loud  protodiastolic 
gallop.  The  rate  was  regular.  The  liver  was  palpated  two  or 
three  fingers  below  the  costal  margin,  and  was  smooth  and 
round.  There  was  2+  pitting  edema  of  the  ankles.  The 
Babinski,  Gordon,  and  Oppenheim  signs  were  positive  on 
both  sides.  Knee  jerks  w ere  absent  bilaterally.  The  diagnoses 
on  admission  were:  (1)  Acute  systemic  lupus  erythemato- 
sus with  cardiac  tamponade,  (2)  Hypertensive  encephalo- 
pathy due  to  salt  retention  incidental  to  steroidal  therapy. 

TREATMENT  AND  COURSE 

The  hypertensive  encephalopathy  was  controlled  with 
sedation,  magnesium  sulfate  and  salt  restriction.  In  three 
days  there  had  been  a prompt  pronounced  improvement  in 
the  status  epilepticus  and  the  blood  pressure  was  110/70. 
The  cardiac  tamponade  increased.  Pericardial  taps  revealed 
blood.  In  spite  of  an  almost  moribund  condition  the  patient 
was  taken  to  the  operating  room  for  anterior  thoracotomy 
and  the  creation  of  a pericardial-pleural  fistula,  to  permit 
drainage  from  the  pericardial  sac.  Following  this  procedure 
she  improved  gradually  and  was  carried  on  a maintenance 
program  of  ACTH  and  cortisone.  Discharge  from  the 
hospital  was  delayed  by  a severe  agitated  depression.  For 
two  years  she  maintained  remission  while  taking  12.3  mg. 
of  cortisone  daily.  She  was  admitted  to  the  Cleveland 
Clinic  Hospital  again  in  1954.  There  had  been  a depression 
of  renal  function.  The  urea  was  141  mg.  per  100  ml.  and 


the  urea  clearance  12  per  cent  of  function  on  the  first  and 
second  hours,  respectively.  A quantitative  urinalysis  re- 
vealed 1.74  Gm.  protein  per  24  hours.  There  were  48,000 
casts,  1,320,000  erythrocytes,  and  44,000  leukocytes  per  liter 
of  urine.  A catheterized  urine  culture  revealed  A.  Aerogenes. 
On  March  7,  1954  the  urea  had  decreased  to  63,  and  the 
clearance  had  improved  to  39  and  30  per  cent  of  function, 
respectively.  I he  proteinuria  and  casts  had  disappeared  from 
the  urine.  She  was  transferred  to  her  home  in  Texas  at  that 
time.  Communication  received  in  May  1956  revealed  that 
she  is  still  alive,  but  has  recently  suffered  a severe  abscess 
on  the  leg. 

SUMMARY 

A case  of  severe  lupus  erythematosus,  associated 
with  positive  serologic  tests  for  syphilis,  which  re- 
sponded temporarily  to  short  courses  of  steroidal 
therapy,  and  was  maintained  w ithout  flare-up  for 
three  years  on  a prolonged  course  of  cortisone  and 
ACTH.  Gradual  development  of  severe  renal  dam- 
age. 

DISCUSSION 

Systemic  lupus  erythematosus  is  a disease  of  such 
clinical  and  therapeutic  complexities  that  it  is  not 
yet  possible  to  present  a statistical  evaluation  of  the 
relative  worth  of  any  treatment  program.1  This  is 
because  it  is  a disease  in  which  the  exact  time  of 
onset  is  obscure,  the  course  is  characterized  by 
remission,2  the  classification  varies  among  specialties 
in  medicine,3  and  in  which  the  modern  therapeutic 
agents  are  so  immediately  effective  as  to  render 
inhuman  any  attempt  to  alternate  treated  with  un- 
treated, control  cases.  The  present  study,  therefore, 
is  based  upon  clinical  judgment,  and  may  have  one 
advantage,  viz.,  in  each  instance  the  course  of  the 
patient  was  followed  continuously  by  the  same 
physician. 

The  value  of  clinical  judgment  in  the  face  of  in- 
adequate statistical  data  may  best  be  illustrated  in 
Case  4.  This  patient,  critically  ill  with  severe  SLE 
was  sent  from  Cleveland  to  New  York  City  (Mt. 
Sinai  Hospital),  where  cortisone  was  available  in 
1949.  Four  other  patients  were  admitted  to  the  same 
medical  service  (Dr.  George  Baehr)  with  the  same 
disease  and  for  the  same  reason.  Only  enough  corti- 
sone w as  available  for  one  patient.  This  was  given 
to  Case  4 since  she  was  judged  to  be  the  most 
critically  ill.  The  patient  is  living  today  and  does 
not  require  cortisone.  The  other  four  patients  died 
within  two  weeks.4  While  this  experience  seems  a 
clear  testimonial  for  the  value  of  cortisone  in  the 
treatment  of  severe  SLE,  the  many  variables  in- 
volved would  hardly  convince  a statistician,'  vet 
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the  worth  of  this  treatment  from  the  point  of  view 
of  the  clinician  (and,  to  be  sure,  the  patient)  seems 
obvious. 

Case  i was  the  only  patient  who  did  not  receive 
cortisone  or  corticotrophin.  (Of  a group  of  io 
patients  treated  in  1948,  she  was  the  only  one  who 
lived.)  The  other  eleven  cases  in  this  study  received 
steroidal  therapy  in  one  or  more  forms.  Many  of 
these  patients  had  received  short  courses  of  corti- 
sone or  corticotrophin,  only  to  flare  when  the  medi- 
cations were  discontinued  before  the  natural  remis- 
sion of  the  disease  occurred.  In  five  patients,  steroidal 
therapy  was  gradually  discontinued,  and  its  resump- 
tion was  not  necessary.  Two  patients  did  not  require 
cortisone  or  corticotrophin  for  two  years,  then 
relapsed,  and  hormonal  treatment  was  resumed. 

Perhaps  the  most  striking  therapeutic  response  was 
noted  in  two  patients  who  were  treated  with  a com- 
bined program  of  steroids  and  nitrogen  mustard,  the 
latter  in  two  courses.  Case  7 developed  a severe 
leukopenia  (800  leukocytes  per  cubic  millimeter) 
ten  days  after  the  second  course  of  nitrogen  mus- 
tard. Associated  with  the  drop  in  leukocytes  and 
other  manifestations  of  impending  agranulocytosis 
was  a reversal  of  the  L.E.  test  to  negative  in  1950. 
It  has  remained  negative,  and  the  remission  is  com- 
plete except  for  a persistently  high  sedimentation 
rate.  After  this  initial  success,  35  other  patients  with 
SLE  were  treated  with  nitrogen  mustard.  One  died 
from  agranulocytosis.  The  dosage  was  reduced  in 
the  other  34  cases,  and  without  the  side  reactions  or 
the  dramatic  therapeutic  effect  noted  in  Case  2. 
Dubois6  has  reported  on  the  use  of  nitrogen  mustard 
in  SLE. 

The  most  serious  complication  attributed  to  pro- 
longed steroidal  therapy  (and  possibly  to  irradiation 
to  the  ovaries)  was  osteoporosis,  noted  in  Case  4. 
Two  compression  fractures  resulted  because  of  this 
complication  which  was  symptomatically  relieved 
by  several  months  of  administration  of  a long  acting 
testosterone  preparation. 

Antimalarial  drugs  such  as  atabrine  and  chloro- 
quin  have  been  reported  as  useful  in  systemic  lupus 
erythematosus.7’8,9  The  experience  with  these  drugs 
in  this  study  indicates  that  they  may  have  a value 
in  reducing  the  amount  of  steroids  required  and  may 
be  effective  agents  against  photosensitivity.  (Anti- 
malarial  drugs  have  been  used  alone  in  many  other 
patients  in  the  series  of  165  patients  with  positive 
L.E.  test  systemic  lupus  erythematosus  seen  at  the 
Cleveland  Clinic.  Because  their  effect  is  too  slow 
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to  be  effective  in  the  acute  episodes  of  SLE,  it  was 
usually  found  necessary  to  employ  steroidal  therapy 
simultaneously.  These  drugs  may  have  their  greatest 
value  in  the  patient  with  low"  grade,  systemic  lupus 
erythematosus  who  has  never  experienced  a severe 
relapse  and  in  whom  steroidal  therapy  is  not  indi- 
cated.) 

Prednisone  and  prednisolone  have  been  used  for 
two  years  in  the  treatment  of  SLE.10,11  In  the 
patients  presented  here  and  in  others  seen  more 
recently  these  drugs  have  been  of  unquestioned 
value,  but  the  effect  of  their  long-term  usage  is  vet 
to  be  evaluated.  Present  experience  indicates  that 
these  newer  medications  may  substitute  for  cortisone 
or  hydrocortisone,  but  by  no  means  entirely  replace 
them.  There  seems  to  be  an  individual  variation 
among  patients.  Some  do  better  on  one  group  of 
drugs  than  the  other,  and  requirement  for  anv  one 
drug  may  change  unpredictably  during  treatment. 

The  clinical  remissions  noted  in  these  patients 
were  stable  enough  to  enable  them  to  tolerate  dental 
extractions,  major  abdominal  and  chest  operation, 
fracture  settings,  pregnancies,  and  repeated  sun  ex- 
posures (the  last  in  a patient  who  had  a previous 
sun  sensitivity).  In  most  instances  special  precautions 
were  taken  to  avoid  trouble  from  these  sources  of 
aggravation.  For  example,  the  patients  w ho  required 
tooth  extractions  were  usually  hospitalized  and 
treated  with  booster  doses  of  steroids  and  anti- 
biotics. Even  if  steroids  had  been  discontinued  for 
some  time,  they  were  resumed  temporarily  during 
the  anticipated  period  of  necessary  stress.  (In  the 
over-all  series  of  165  patients,  there  have  been  eight 
pregnancies  and  seven  normal  deliveries.) 

There  were  many  laboratory  changes  noted 
during  the  remissions.  The  L.E.  tests,  previously 
positive,  became  negative  in  all  patients,  though  only 
temporarily  in  some.  The  serum  protein  electro- 
phoretic patterns  (Tiselius)  became  normal  in  some 
patients  or  altered  from  their  original  pattern  to- 
ward the  normal,  as,  for  example,  by  a shift  from 
severely  elevated  gamma  globulin  to  moderately 
increased  alpha  or  beta  globulin.  A low  serum 
albumin,  usually  considered  a bad  prognostic  sign 
w hen  less  than  2 Gm.  per  100  milliliters,  returned  to 
normal. 

Because  of  the  seriousness  of  renal  complications 
in  systemic  lupus  erythematosus,  the  urinary 
changes  in  this  group  of  patients  were  of  special 
interest.  This  study  indicates  that  occasionally  pro- 
teinuria and  increased  casts  and  erythrocytes  in  the 
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urinary  sediment  may  disappear  during  a prolonged 
remission. 
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DERM  ATOM  YOSITIS  AND  THE  INCIDENCE  OF  ASSOCIATED  MALIGNANCY 

Charles  Sheard,  Jr.,  m.d.,  Stamford  and  Peter  T.  Knoepfler,  m.d.,  Brooklyn,  N.  V. 


T'Vermato.m vositis  is  an  unusual  disease,  classified 
among  the  collagen  diseases,  that  combines 
inflammatory  and  degenerative  changes  in  the  skin 
and  muscle.  It  may  be  fatal. 

The  onset  is  usually  fairly  acute,  with  an  ery- 
thema described  as  “heliotrope”  in  color,  and  edema 
which  is  often  brawny,  of  the  face  and  particularly 
of  the  eyelids,  and  muscular  weakness,  prostrating 
usually  though  by  no  means  always.  1 he  edema 
and  erythema  may  involve  the  extensor  aspects  of 
the  extremities,  and  later  progress  to  a mottled 
scaling  with  firmness  in  the  texture  of  the  skin  and 
atrophy.  There  is  an  erythema  of  the  hands  occa- 
sionally7, especially  in  children,  which  may  be  diffi- 
cult to  differentiate  from  that  seen  in  lupus  erythe- 
matosus of  the  disseminate  type. 

Weakness  of  the  muscles  may  be  so  great  that  the 
patient  may  have  difficulty  in  swallow  ing  or  talking, 
and  there  may  even  be  regurgitation  of  fluids 
through  the  nose,  with  nasal  speech.  Muscular  sore- 
ness may  be  present,  though  not  always,  and  tender- 
ness occurs  sometimes  even  if  the  patient  doesn't 
complain  of  aching. 


Dr.  Sheard.  Senior  Attending  Physician,  Stamford 
Hospital ; Attending  Physician  f O.P.D.),  The  New 
York  Hospital;  Instructor  in  Medicine,  Cornell 
Medical  College 

Dr.  Knoepfler.  Resident  Physician,  The  Bronx 
Municipal  Hospital  Centre 


SUMMARY 

The  symptoms  and  signs  of  dermatomyositis  are 
described,  together  with  the  laboratory  findings.  Be- 
cause of  the  difficulty  in  diagnosis  a team  comprising 
a pathologist,  a dermatologist,  and  a neurologist 
should  be  consulted.  This  disease  has  been  found  to  be 
associated  with  malignancy  in  many  instances.  The 
authors  have  reviewed  all  such  cases  in  the  literature 
and  added  a review  of  their  own  fourteen.  They  be- 
lieve that  there  is  some  relationship  between  derma- 
tomyositis and  carcinoma. 


The  usual  laboratory  findings  are  moderate  leuko- 
cytosis, though  with  a relative  lymphopenia;  altera- 
tion in  electrocardiogram  due  to  muscle  changes  in 
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the  heart;  and  occasionally  albuminuria.  Less  com- 
mon clinical  features  include  a history  of  sun  ex- 
posure prior  to  onset,  serous  effusions  in  pleural, 
joint  or  peritoneal  cavities,  arthritic  changes  of 
minor  degree,  symptoms  of  Raynaud’s  syndrome, 
and  calcifications  deep  in  the  muscles.  Fibrosis  and 
atrophy  of  muscle  almost  always  occur  and  the 
thickening  of  the  skin  that  comes  months  after  the 
onset  is  not  the  hide-bound  type  of  skin  seen  in 
scleroderma,  but  rather  a brawny  thickening  sug- 
gestive of  edema. 

The  course  runs  an  average  of  three  months  to 
three  years,  though  it  may  be  longer  or  shorter. 
The  greatest  danger  of  death  is  within  the  first  year. 
As  far  as  we  can  tell  from  a study  of  the  cases  in  the 
world  literature,  approximately  60  per  cent  of  the 
patients  die  from  the  disease,  and  in  those  that  re- 
cover, the  disease  often  runs  a slow  smouldering 
course  for  five  years  or  more.  These  chronic  cases 
are  sometimes  called  “Poikilodermatomyositis,”  al- 
though some  doubt  has  recently  been  cast  on  this  as 
an  entity  and  it  is  probably  merely  a chronic  type 
of  dermatomyositis. 

Diagnosis  is  difficult.  The  disease  must  be  differen- 
tiated from  epidemic  polymyositis  such  as  the 
coxsaccie  virus  produces,  brucellosis,  trichinosis, 
disseminated  lupus  erythematosus,  the  muscular 
dystrophies  such  as  amyotonia  congenita,  myelo- 
pathic muscular  atrophy,  progressive  muscular 
dystrophy,  periarteritis  nodosa,  Raynaud’s  syn- 
drome, ergotism,  and  scleroderma.  Especially  if 
there  is  associated  muscular  weakness  there  may  be 
some  difficulty  in  differentiating  scleroderma  from 
dermatomyositis.  Patients  who  have  scleroderma 
with  some  myasthenia  may  be  inaccurately  diag- 
nosed as  dermatomyositis.  In  scleroderma  the  muscle 
weakness  may  occur  on  the  basis  of  lung  sclerosis, 
and  be  secondary  to  deficient  oxygen  supply;  the 
taut  skin  leads  to  disuse  atrophy,  and  inflammatory 
cells  can  be  seen  in  the  muscles.  It  is  essential  that  a 
dermatologist  should  always  be  consulted,  as  it 
requires  some  experience  to  differentiate  dermato- 
myositis from  the  other  diseases  with  skin  manifesta- 
tions. The  pathologist  cannot  make  the  diagnosis 
alone,  and  perhaps  ideally  in  difficult  cases  a con- 
clave of  dermatologist,  pathologist  and  neurologist 
should  be  the  final  court  of  appeal.  Skin  lesions  of 
other  disorders  are  difficult  to  differentiate,  and 
sometimes  it  has  been  almost  impossible  without 
taking  into  consideration  the  history  and  mode  of 
onset. 


The  typical  case  of  dermatomyositis,  however, 
runs  a fairly  acute  course  with,  as  mentioned  before, 
edema  and  erythema  of  the  eyelids  and  extensors, 
some  atrophy  and  brawny  thickening  of  the  skin, 
and  muscular  weakness.  One  of  the  methods  of 
differentiating  dermatomyositis  from  scleroderma  is 
that  the  patient  with  dermatomyositis,  even  with 
muscular  weakness,  can  make  a fist  whereas  it  is 
seldom  that  the  scleroderma  patient  can.  The  face  in 
scleroderma  lacks  expression;  the  onset  is  more 
gradual  than  in  dermatomyositis  and  the  duration 
more  protracted. 

In  selecting  the  cases  for  our  series,  (we  tried  to 
accumulate  as  many  cases  with  this  possible  diag- 
nosis as  we  could)  we  excluded  those  that  did  not 
appear  to  be  reasonably  typical  patients  with  derma- 
tomyositis,  or  which  were  most  likely  one  of  the 
other  diseases.  We  excluded  many  cases  of  muscular 
dystrophies,  several  cases  of  brucellosis  and  trichi- 
nosis, and  of  course  there  were  many  cases  of 
scleroderma  excluded  also. 

Out  of  a total  of  41  patients  suspected  of  having 
dermatomyositis  or  similar  diseases,  from  1935  to 
1954  at  the  New  York  Hospital,  27  were  finally 
diagnosed  as  other  diseases,  of  which  seven  were 
definitely  scleroderma. 


Table  I 

Total  Patients  41 


OTHER  DISEASES 

27 

DERMATOMYOSITIS 

*4 

(Including  7 sclerodermas) 

Lost  to  follow — 2 chronic 
patients 

Died  and  found  to  have 
tumors — 6 

Died  and  no  autopsy — 2 
Apparent  recovery  (chr.) 

Children — 2 

From  the  table  it  can  be  shown  that  of  the  14 
patients,  two  were  children  both  under  control- 
one  with  calcinosis  universalis— and  two  were 
chronic  cases  with  partial  recovery  (poikiloderma- 
tomyositis). Of  the  remaining  eight  cases,  six  were 
found  to  have  malignancy.  All  cases  were  definitely 
diagnosed  as  dermatomyositis  by  the  clinical  course, 
biopsies  of  skin  and  muscle,  and  additional  labora- 
tory work. 

The  case  of  one  of  the  adult  women  with  derma- 
tomyositis and  the  incidental  finding  of  carcinoma 
of  the  ovary  is  of  interest.  This  patient  was  studied 
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Table  II 

DERMATOMYOSITIS 

\CE 

SEX 

DURATION  OF  DISEASE 

ASSOC.  CONDITION 

DISPOSITION 

5 2 

F 

i year 

CA  breast 

Died  (PAD 

56 

M 

4 years 

CA  rectum 

Died  (PAD 

54 

M 

i year 

CA  colon 

Died  (PAD 

56 

M 

1 year 

CA  stomach 

Died  (PAD 

3 3 

F 

1 year 

I Icmangioma  liver 

Died  (PAD 

55 

F 

1 year 

CA  breast 

Died  (PAD 

44 

F 

1 Vi  vears 

CA  ovary 

Died 

26 

F 

6 years 

Syphilis 

Died 

56 

M 

6 years 

None 

Living  but  chronic  disability 

39 

F 

16  years 

None 

Living,  arrested  disabled 

36 

F 

1 year  plus? 

Semistarvation 

Lost  to  follow 

33 

A I 

1 5 years 

None 

Lost  to  follow  finally 

5 

M 

3 years 

None 

Child  under  control 

6 

M 

1 year 

None 

Child  under  control 

Duration  of 

means  one  year  or  less 

exhaustively  with  full  body  x-rays,  G.I.  series, 
ophthalmologic  examination,  and  as  many  other  rests 
and  methods  of  examination  as  we  could  devise. 
I here  was  a strong  family  history  of  carcinoma 
here,  and  gynecologic  examination  under  anesthesia 
was  done  on  two  occasions,  and  a tumor  about  io 
cm.  in  diameter  felt  in  the  right  formix.  Laparotomy 
was  performed  after  some  persuasion,  and  an  inop- 
erable carcinoma  of  the  right  ovary  discovered. 
Metastases  had  occurred  to  the  liver,  and  while  the 
patient  improved  for  a time,  she  soon  relapsed  and 
died  some  six  months  later  (Figure  i). 

Of  the  other  five  patients  studied  at  New  York 
Hospital,  the  cause  of  death  in  each  case  appeared  to 
be  dermatomyositis,  or  some  direct  complication 
thereof,  and  the  carcinoma  was  an  incidental  find- 
ing. In  retrospect  it  would  seem  that  the  onset  of  the 
dermatomyositis  and  the  onset  of  the  cancer  were 
approximately  at  the  same  time.  In  several  instances 
it  seemed  as  if  a sudden  severe  worsening  of  the 
patient’s  condition  appeared  about  the  time  metas- 
tases would  have  begun  their  appearance. 

Schuerman  in  Germany  lias  recently  reviewed  the 
literature  and  has  concluded  that,  apart  from  short 
case  reports,  573  patients  with  dermatomyositis  have 
been  reported.  The  first  patient  w as  reported  in  1891 
by  Unverricht. 

By  culling  the  literature  we  were  able  to  locate 
approximately  70  cases  of  dermatomyositis  associ- 
ated with  malignancy  (see  Table  III).  It  would 
appear  that  in  every  country  in  the  world  people 
are  beginning  to  realize  that  the  typical  case  of 
dermatomyositis  is  more  and  more  suspected  of 
being  associated  with  undiscovered  malignancy.  For 


example,  G.  B.  Dowling  in  England,  Dostrovsky 
and  Saegher  in  Israel  and  Curtis  in  this  country  have 
already  published  reports. 

In  order  to  have  comparative  data  we  took  50 
cases  of  coronary  thrombosis  between  the  ages  of 
50  and  60  years  who  went  to  the  New  York  Hos- 


Figure  i 

44  year  old  patient  with  dermatomyositis,  and  car- 
cinoma of  ovary  felt  only  under  anesthesia,  removed 
at  laparotomy 
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pital,  died  and  were  autopsied.  We  used  consecutive 
patients  and  took  the  incidence  of  hidden  malig- 
nancy here  (there  was  one  such  case)  and  added 
this  to  the  incidence  of  malignancy  in  white  persons 
who  die  between  the  ages  of  50  and  60  years  (this  is 
26  per  cent),  to  make  a total  incidence  of  28  per 
cent.  It  is,  therefore,  safe  to  assume  that  the  inci- 
dence of  malignancy  associated  with  dermatomyo- 
sitis  is  a good  deal  higher  than  could  occur  by 
chance  or  circumstance  at  the  New  York  Hospital, 
and  that  this  data,  therefore,  seems  significant. 

It  is  also  worth  while  mentioning  that  Schuerman 
in  his  study  of  some  600  patients  with  scleroderma, 
over  20  years,  failed  to  find  a single  incidence  of 
associated  malignancy.  Therefore,  the  importance 
of  recognizing  dermatomyositis  early  in  its  course 
and  differentiating  it  from  neurological  conditions, 
myopathies,  trichinosis,  brucellosis,  periarteritis 
nodosa,  lupus  erythematosus,  and  of  course  sclero- 
derma, is  extremely  important.  When  the  diagnosis 
of  dermatomyositis  has  been  made,  particularly  if  it 
is  an  adult  in  the  cancer  age  group,  and  more  espe- 
cially if  there  is  a strong  family  history  of  cancer, 
intensive  measures  must  be  taken  to  search  out  and 
find  the  cancer  while  it  is  still  operable.  Examination 
under  anesthesia,  or  even  laparatomy  is  not  too 
radical  a procedure  to  use  in  such  patients.  Some  of 
these  patients  are  shipped  off  to  chronic  disease  hos- 
pitals and  eventually  lost.  Greater  efforts  should  be 
made  to  obtain  autopsies  in  all  cases  of  dermato- 
myositis, and  thereby  increase  our  knowledge  of  the 
true  relationship  between  the  two  diseases. 

The  cases  of  slow  smouldering  nature  appear  to 
recover,  and  they  may  not  be  the  same  disease,  and 
hence  not  too  closely  related  to  the  “typical  case” 
which  more  and  more  seems  to  be  connected  with 
hidden  malignancy. 

Perhaps  the  work  on  the  structure  of  the  nucleic 
acids  being  done  currently  in  the  cancer  research 
centers  may  shed  some  light  on  the  muscle  changes 
occurring  in  dermatomyositis.  It  cannot  be  said 
there  is  a cause  and  effect  relationship,  for  it  would 
appear  that  they  arise  coincidentally  and  there  might 
even  be  a common  cause.  If  this  is  the  case,  it  is 
misleading  to  use  the  term  “collagen  disease’  for 
dermatomyositis,  which  is,  after  all,  primarily  a 
disease  of  the  ectoderm  and  mesoderm. 

The  basic  conclusion  to  be  drawn  from  this  study 
is  that  there  is  a relationship  as  yet  ill  defined  be- 
tween an  unusual  disease,  dermatomyositis  and  car- 
cinoma, predominantly  found  in  the  gastrointestinal 
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tract,  or  the  genital  tract.  This  may  be  a gateway  to 
further  knowledge. 

O 
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SYSTEMIC  LUPUS  ERYTHEMATOSUS,  MENINGIOMA  AND  CARCINOMA  OF 
THE  CERVIX 

A Case  Report 

Henry  M.  Williams,  m.d.  and  George  A.  F.  Lundberg,  Jr.,  m.d.,  Hartford 


npHE  simultaneous  occurrence  of  systemic  lupus 
■*-  erythematosus,  meningioma  and  carcinoma-in- 
situ  of  the  cervix  in  a thirty-five  year  old  woman 
seemed  sufficiently  unusual  to  warrant  a report.  1 he 
present  case  emphasizes  that  the  presence  of  one  or 
even  two  serious  diseases  in  a young  individual 
should  not  lull  one  into  overlooking  the  presence  of 
other  major  disorders,  not  necessarily  associated 
with  the  initial  process. 

CASE  REPORT 

F.  S.  K.,  a twenty-nine  year  old  white  female,  was  brought 
to  another  hospital  in  October,  1950  following  a syncopal 
episode  associated  with  the  onset  of  a menstrual  period. 
Although  there  was  no  past  history  of  convulsions  and  both 
physical  and  laboratory  examinations  were  negative,  an 
electroencephalogram  (EEG)  suggested  “the  presence  of  a 
potentially  epileptogenic  disorder.”  Accordingly,  anticon- 
vulsant therapv  was  instituted,  but  following  discharge  she 
manifested  grand  mal  seizures  at  rather  frequent  intervals 
usually  in  association  with  menses.  In  1952,  a repeat  EEG 
revealed  no  significant  change.  A white  blood  count  at  this 
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SUMMARY 

The  history  of  a patient  with  systemic  lupus  erythe- 
matosus, meningioma  and  carcinoma  of  the  cervix  is 
presented.  Although  the  meningioma  originally  mas- 
queraded as  a cerebral  manifestation  of  lupus,  lack  of 
response  to  cortisone  and  progression  of  symptoms 
eventually  indicated  the  diagnosis  of  brain  tumor. 
Carcinoma-in-situ  of  the  cervix  was  discovered  inci- 
dentally as  a result  of  routine  cervical  exfoliative  cyto- 
logical  studies.  The  case  history  emphasizes  the  im- 
portance of  individual  evaluation  of  every  patient. 


time  was  2,600  per  cu.  mm.,  but  this  was  not  commented 
upon. 
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The  patient  remained  well  in  other  respects  until  she  was 
admitted  to  rite  Hartford  Hospital  in  April,  1954,  complain- 
| ing  of  pain  and  stiffness  in  the  left  knee,  low  back  and 
proximal  interphalangeal  joints.  Physical  examination  showed 
obesity,  questionable  splenomegaly,  faster  deep  tendon  re- 
flexes and  ankle  clonus  on  the  right,  as  well  as  a suggestion 
of  a right  hemiparetic  type  of  gait.  Skin  and  joints  appeared 
normal;  temperature  ranged  from  990  to  102°  F.  She  was 
I observed  during  several  seizures  which  were  sufficiently 
I bizarre  to  suggest  the  diagnosis  of  an  hysterical  reaction. 

Significant  laboratory  data  included  a persistent  lcuko- 
j penia  (1,600  to  4,000  per  cu.  mm.)  but  with  normal  differ- 
ential counts,  blood  sedimentation  rate  of  62  mm.  per  hour 
(Westergren)  and  hemoglobin  of  12.0  Gm.  per  cent;  urin- 
alysis was  unremarkable  except  for  one  uncatheterized 
specimen  which  showed  4+  albuminuria,  rare  white  cells 
and  3+  red  cells.  Spinal  fluid  protein  was  17  mg.  per  cent, 
skull  films  were  normal  and  EEG  did  not  show  any  clear- 
cut  seizure  pattern  or  any  other  abnormalities  to  suggest  a 
cortical  defect.  Bone  marrow  aspiration  was  normal  except 
for  increased  eosinophiles.  One  L.E.  preparation  was  nega- 
tive but  a second  showed  many  rosettes  and  a few  L.E.  cells. 
(Figure  1).  Skin  and  muscle  biopsy  showed  nonspecific  in- 


Figure  1 

L.E.  preparation  showing  a cluster  of  five  granu- 
locytes and  one  mononuclear  cell.  A homogeneous, 
spheroid  mass  of  material,  representing  the  L.E. 
phenomenon,  is  seen  in  the  cytoplasm  of  one  of  the 
granulocytes.  Wright’s  stain.  X 430. 

flammatory  changes  in  the  muscle  fibers  compatible  with  a 
diagnosis  of  collagen  disease.  On  the  basis  of  the  symptom- 
atology, leukopenia,  elevated  blood  sedimentation  rate, 
hematuria,  marrow  eosinophilia,  positive  L.E.  preparation 
and  biopsy  findings,  a diagnosis  of  disseminated  lupus 
erythematosus  was  made.  Institution  of  cortisone  therapy 
(300  mg.  daily)  was  followed  by  dramatic  improvement; 
there  were  no  further  seizures,  joint  pains  subsided  and 
temperature  fell  to  normal.  The  absence  of  seizures  follow- 
ing initiation  of  steroid  therapy  suggested  that  the  con- 
vulsive disorder  might  well  be  a manifestation  of  dis- 
seminated lupus;  with  this  in  mind,  Dilantin  and  phenobar- 
hital  were  gradually  discontinued  over  a period  of  months, 
and  the  patient  maintained  solely  on  cortisone  (167.5  nig. 
daily). 


Four  months  following  her  admission  to  the  Hartford 
Hospital  she  was  readmitted  in  status  epilepticus.  Physical 
examination  at  that  time  showed  her  to  be  semicomatose, 
with  a prominent  bilateral  malar  flush,  faster  deep  tendon 
reflexes  on  the  right  side  and  bilteral  Babinski  signs.  On 
lumbar  puncture,  spinal  fluid  pressure  was  220  mm.  of  water 
and  protein  46  mg.  per  cent.  EEG  showed  changes  not 
present  in  the  last  tracing,  consisting  of  slowing  in  the  left 
frontal  and  frontotemporal  regions,  suggesting  the  possi- 
bility of  a focal  lesion,  although  it  was  recognized  that 
collagen  diseases  might  also  produce  focal  EEG  abnormal- 
ities. The  neurological  consultant  felt  that  irrespective  of  the 
primary  cerebral  pathology,  the  present  bout  of  seizures  had 
been  precipitated  by  discontinuation  of  anticonvulsants. 
Accordingly,  after  control  of  the  seizures  was  effected 
with  barbiturates,  the  patient  was  discharged  on  Dilantin, 
phenobarbital  and  cortisone;  the  latter  was  gradually  re- 
duced to  150  mg.  per  day. 

She  continued  to  have  persistent  numbness  in  the  right 
leg,  faster  reflexes  on  the  right  and  in  November,  1954, 
several  seizures.  In  December  of  that  year  curettage  was 
performed  for  menorrhagia,  with  subsidence  of  bleeding.  At 
this  time  cervical  exfoliative  cytology  was  reported  as 
suggestive  of  squamous  cell  carcinoma  and  was  confirmed 
at  re-examination  a month  later.  Before  this  matter  could  be 
pursued,  a new  episode  of  status  epilepticus  prompted  re- 
admission in  February,  1955.  Physical  findings  were  un- 
changed and,  although  the  patient  improved,  she  continued 
to  have  one  or  more  seizures  a day,  often  beginning  on  the 
right  side.  On  one  occasion  a rather  persistent  right  hemi- 
paresis  was  noted  in  the  post-ictal  period,  but  this  gradually 
cleared.  Three  L.E.  preparations  were  negative.  Repeat  EEG 
again  showed  nonspecific  abnormality  in  the  left  fronto- 
temporal region;  spinal  fluid  pressure  was  190  mm.  of  water 
and  protein  was  38  mgs.  per  cent. 

In  view  of  the  persistent  EEG  changes,  further  neuro- 
logical evaluation  seemed  mandatory;  a pneumoencephalo- 
gram showed  obliteration  of  the  subarachnoid  pathways  on 
the  left,  suggesting  an  old  adhesive  arachnoiditis.  Ventricu- 
lography also  demonstrated  a shift  of  the  ventricular  system 
to  the  right  as  well  as  evidence  of  slight  pressure  on  the 
lateral  and  anterior  aspects  of  the  frontal  horn  of  the  left 
lateral  ventricle,  findings  consistent  with  the  presence  of  a 
mass  lesion  in  the  left  frontal  region.  Craniotomy  was  per- 
formed with  removal  of  a left  frontal  parasagittal  menin- 
gioma measuring  4.5  X 3.5  X 2.5  cm.  (Figure  2).  Following 
an  uneventful  postoperative  course,  a biopsy  specimen  was 
taken  from  the  cervix,  demonstrating  carcinoma-in-situ 
(Figure  3).  In  April,  1955  she  was  again  readmitted,  this 
time  for  total  hysterectomy,  bilateral  salpingo-oophorectomy 
and  appendectomy.  Her  postoperative  course  was  unevent- 
ful. Pathological  examination  showed  no  evidence  of  resid- 
ual rumor. 

Following  discharge,  steroid  dosage  was  reduced  over  a 
two  month  period  to  5 mg.  of  prednisone  daily;  however,  at 
this  point  an  L.E.  preparation,  formerly  persistently  nega- 
tive, showed  two  suggestive  cells;  one  week  later  the  patient 
complained  of  diffuse  muscle  and  joint  pains  as  well  as 
extreme  depression  On  the  assumption  that  this  represented 
an  exacerbation  of  lupus,  prednisone  was  increased  to  20 
mg.  daily,  with  remission  of  symptoms  within  three  days; 
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subsequently  dosage  was  gradually  reduced  to  5 mg.  of 
prednisone  daily  without  further  episodes.  At  the  time  of 
this  report  (March,  1956)  the  patient  feels  perfectly  well 
and  has  had  no  further  seizures  since  her  craniotomv  one 
year  ago. 


COMMENT 

1 he  diagnosis  of  brain  tumor  in  this  patient  was 
obscured  initially  by  the  assumption  that  her  neuro- 
logical signs  and  symptoms  were  secondary  to 


Figure  2 

Section  of  meningioma  showing  psammoma  bodies 
and  meningocytes  arranged  in  clusters  and  nests. 
Hematoxylin  and  eosin.  X 100. 


Figure  3 

Cervical  biopsy  showing  the  normal  columnar  cer- 
vical epithelium  changing  abruptly  into  clusters  of 
neoplastic  transitional  epithelium.  The  surface  epith- 
elium has  been  lost  at  this  point  and  only  the 
neoplastic  cells  that  have  extended  into  glands  arc 
visible.  Hemotoxvlin  and  eosin.  X 100. 
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systemic  lupus  erythematosus  (SLE).  The  fre- 
quency of  nervous  system  involvement  in  SLE  has 
recently  received  considerable  attention,  and  has 
been  reviewed  in  some  detail  bv  Harvey  et  al.x  who 
report  a 37  per  cent  incidence  of  some  abnormality 
of  the  nervous  system  in  their  own  series  of  138 
patients.  Twelve  of  their  cases  had  seizures  con- 
sidered to  he  on  the  basis  of  systemic  lupus  alone;  it 
is  of  interest  that  they  cited  one  case  in  which  the 
seizures  were  due  to  a large  left  parietal  meningioma. 
Russell2  reported  a 25  per  cent  incidence  of  con- 
vulsions in  twenty-eight  consecutive  patients  with 
SLE,  two  of  whom  presented  epilepsy  as  the 
primary  manifestation  of  the  disease.  Clark  and 
Bailey3  have  recently  reported  a 24  per  cent  inci- 
dence of  neurological  symptoms  and  signs  in  100 
consecutive  cases,  fourteen  of  whom  had  seizures. 
It  seems  likely  that  neurological  involvement  is 
secondary  to  minute  cerebral  infarctions  with 
associated  glial  reaction,  subsequent  to  the  cerebral 
vascular  changes  accompanying  the  collagen  dis- 
order. 

In  the  present  case,  although  it  was  felt  initially 
that  the  seizures  represented  cerebral  involvement 
by  SLE,  progression  of  symptoms  prompted  detailed 
neurological  evaluation.  In  Russell's  series,  adminis- 
tration of  steroids  diminished  the  frequency  of 
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seizures  in  some  instances,  and  indeed,  one  of  us 
(G.  F.  L. ) has  observed  two  cases  of  SLE  in  which 
significant  remission  of  psychiatric  and  neurologic 
symptoms  followed  steroid  therapy.  However,  the 
initial  absence  of  seizures  following  cortisone  ther- 
apy in  the  present  case  was  falsely  ascribed  to  a 
steroid-induced  remission. 

From  the  foregoing,  it  is  evident  that  patients  with 
systemic  disease  frequently  associated  with  neuro- 
logical manifestions,  such  as  SLE,  still  deserve  care- 
ful individual  evaluation  to  rule  out  other  central 
nervous  system  pathology.  The  occurrence  of  car- 
cinoma-in-situ  of  the  cervix  in  this  patient  already 
afflicted  with  two  other  serious  diseases  emphasizes 
the  necessity  of  total  evaluation  of  each  case,  and 
the  benefits  derived  from  routine  cervical  exfolia- 
tive cytological  study. 
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THE  TREATMENT  OE  RESISTANT  DERMATOSES  WITH  PANTHO-F 

Louis  O’Brasky,  m.d.,  New  Haven 


SUMMARY 

The  value  of  topical  steroid  therapy  in  dermatologic 
diseases  using  hydrocortisone  is  emphasized.  Observa- 
tions are  recorded  of  results  obtained  in  a series  of  132 
patients  with  common  dermatologic  conditions  treated 
with  a cream  containing  1 per  cent  free  alcohol  hydro- 
cortisone in  a pantothenylol  base  (Pantho-F).  The 
results  were  found  to  be  better  than  those  obtained 
with  hydrocortisone  in  other  bases.  No  instance  of 
sensitivity  arising  from  the  base  or  any  of  its  com- 
ponents was  found  in  this  series. 


The  Author.  Assistant  Clinical  Professor , Derma- 
tology; Vale  University  School  of  Medicine 


Hr  he  base  of  a hydrocortisone  cream  or  ointment 
can  enhance  the  therapeutic  effect  of  the  steroid 
in  the  treatment  of  skin  diseases,  which  cause  more 
loss  of  time  than  disease  of  any  other  organ.  It  has 
been  estimated  that  one  out  of  every  five  patients 
visiting  the  general  practitioner  consults  him 
because  of  a skin  lesion.  In  addition,  approximately 
30  per  cent  of  pediatric  patients  suffer  from  some 
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form  of  skin  disease,  generally  acute  in  type.  There- 
fore, it  is  essential  to  utilize  every  method  for 
increasing  the  speed  and  effectiveness  of  dermato- 
logical therapy. 

Innumerable  studies  have  established  the  derma- 
tologic value  of  topical  steroid  therapy,  but  the 
results  obtained  w ith  the  cortisone  ointments  were 
rather  disappointing  until  the  introduction  of  the 
more  active  and  potent  steroid  hydrocortisone  gave 
rise  to  renewed  enthusiasm.  However,  the  results 
obtained  with  hydrocortisone  are  still  not  as  good 
as  we  would  like  them  to  be.  In  the  case  of  the 
resistant  dermatoses  a response  is  obtained,  up  to  a 
point,  but  then  further  progress  may  cease  or  the 
disease  may  eyen  revert  to  its  previous  state.  This 
latter  action  is  known  as  rebound  phenomenon. 

In  this  study  we  used  hydrocortisone  in  a cream 
base  containing  pantothenylol  to  evaluate  any  addi- 
tional benefit  which  might  be  derived  from  the 
medication,  beyond  that  resulting  from  the  steroid. 
We  obtained  very  striking  residts  in  cases  which 
had  been  resistant  to  other  forms  of  hydrocortisone 
therapy. 

The  cream  base  consists  of  15  per  cent  acetyl 
alcohol,  5 per  cent  spermaceti,  5 per  cent  glycerin 
and  1 per  cent  of  an  oil  in  water  emulsifying  agent. 
The  resulting  cream  (oil  in  water  type)  is  hydro- 
philic and  will  stand  the  addition  of  more  water; 
2 per  cent  pantothenylol  and  0.08  per  cent  of  a 
stabilizing  agent  are  also  added. 

Much  has  been  published  regarding  the  value  and 
possibilities  of  hydrocortisone  therapy  in  dermatol- 
ogy. Sulzberger1  was  one  of  the  earlier  investigators 
to  study  its  action,  effectiveness,  and  limitations. 
He  and  his  associates  used  an  ointment  containing 
2.5  per  cent  hydrocortisone  in  a series  of  30 
patients  who  had  not  responded  to  other  forms  of 
treatment.  They  reported  that  20  of  their  patients 
made  satisfactory  improvement  and  that  their  best 
results  were  obtained  in  atopic  dermatitis,  but  that 
encouraging  results  were  also  obtained  in  pruritus 
ani  and  pruritus  vulvae.  In  some  instances  improve- 
ment occurred  within  48  hours  but  most  of  their 
cases  improved  within  a week. 

Cochrane3  used  hydrocortisone  in  concentrations 
of  1 per  cent  and  2.5  per  cent  in  a series  of  42  cases, 
40  of  which  had  failed  to  respond  to  other  forms 

Pantho-F  is  the  U.  S.  Vitamin  Arlington-Funk  preparation 
consisting  of  panthoderm  cream  and  1 per  cent  free  alcohol 
hydrocortisone. 


of  therapy.  1 le  described  improvement  in  six  cases 
of  atopic  dermatitis  and  10  cases  of  lichen  simplex 
chronicus;  six  of  the  latter  gave  an  excellent  response 
and  another  two  showed  good  improvement. 

More  recently,  Church4  reported  his  results  w ith 
1 per  cent  hydrocortisone  in  a lanolin-petrolatum- 
mineral  oil  base  in  a series  of  105  patients  suffering 
from  various  types  of  eczema  and  dermatitis.  1 le 
obtained  improvement,  or  complete  healing,  in  76 
per  cent  which  was  in  contrast  with  the  result  of  17 
per  cent  in  a smaller,  control  series.  This  author 
obtained  his  best  results  in  acute  contact  dermatitis, 
and  nummular  eczema,  but  those  in  atopic  eczema 
and  chronic  lichenified  cases  were  less  satisfactory. 
Church  noticed  a more  rapid  response  in  raw, 
weeping  areas  and  felt  that  this  was  due  to  a more 
rapid  absorption  from  this  type  of  lesion. 

Robinson  et  a! .,2  in  a series  of  1,065  patients,  ob- 
tained their  best  results  in  atopic  dermatitis.  They 
found  that  60  per  cent  of  their  patients  improved 
with  an  ointment  containing  0.5  per  cent  of  hydro- 
cortisone. Eighty  per  cent  improved  with  a 1 per 
cent  concentration,  and  90  per  cent  with  a 2.5  oint- 
ment. These  strengths  gave  negative  results  in  acne 
vulgaris,  psoriasis,  lichen  planus,  chronic  discoid 
lupus  erythematosus,  keratosis  follicularis,  epidermo- 
phytosis, herpes  simplex  and  verruca  vulgaris.  Local 
irritation  occurred  in  81  patients  and  was  attributed, 
by  these  workers,  to  the  oinment  base  and  not  to 
the  hydrocortisone. 

Different  authors5’6’7  have  expressed  conflicting 
opinions  regarding  the  type  of  case  which  responds 
to  hydrocortisone,  but  almost  all  of  them  are  agreed 
that  when  therapy  is  discontinued  a relapse  occurs. 
In  many  instances  there  have  even  been  exacerba- 
tions. 

Clinical  experience  indicates  that  the  results  ob- 
tained with  a topical  application  depend  not  only 
upon  the  active  ingredient,  but  also  upon  such  fac- 
tors as  the  physical  properties  of  the  base,  and  upon 
its  irritant  and  sensitizing  potentialities.  These  may 
in  some  measure  account  for  the  conflicting  results 
obtained  by  different  workers,  but  concentration, 
particle  size,  and  uniformity  of  dispersion  are  also 
factors  to  be  considered.  In  this  instance  one  must 
also  keep  in  mind  the  fact  that  free  alcohol  hydro- 
cortisone is  more  soluble  in  body  fluids  and  water 
than  is  the  acetate.8,9 

Furthermore,  in  spite  of  the  rapid  antipruritic  and 
anti-inflammatory  action  of  these  hydrocortisone 
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ointments,  their  usefulness  is  impaired  because  the 
improvement  they  bring  about  is  not  maintained. 
It  has  been  pointed  out8  that  hydrocortisone  “is  an 
agent  capable  of  suppressing  inflammatory  pro- 
cesses,” but  that  it  “cannot  supplant,  but  rather 
should  supplement  conventional  therapy.” 

Welsh  and  Ede8  found  that  hydrocortisone  com- 
bined with  anti-eczematous  agents  gave  more  effec- 
tive results,  more  rapidly,  than  hydrocortisone 
alone.  They  used  the  free  alcohol  hydrocortisone  in 
combination  with  pantothenylol.  They  also  ob- 
served that  once  a lesion  had  responded  to  the  com- 
bination, progress  could  be  maintained  with  panto- 
thenylol  alone,  even  though  this  remedy  by  itself 
had  not  been  successful  in  the  first  instance. 

METHODS 

In  Table  I we  have  listed  the  various  diseases 
included  in  this  series  of  132  cases.  These  cases  were 
selected  because  the  patients  had  failed  to  respond 
to  other  forms  of  therapy. 

It  was  our  practice  to  use  a saturated  solution  of 
boric  acid  in  the  form  of  a compress,  in  order  to 
remove  all  traces  of  previous  medication.  This  was 
done  to  prevent  any  interference  with  the  action  of 
the  Pantho-F  cream. 

After  gently  drying  the  diseased  area  the  patient 
was  instructed  to  apply  a thin  layer  of  the  cream, 
twice  daily,  whenever  possible.  Application  was 


Table  I 


DISEASE  NO. 

OF  CASES 

RESULT 

Contact  dermatitis 

40 

Excellent 

Seborrheic  dermatitis 

24 

Excellent 

Nummular  eczema 

I I 

Good 

Varicose  eczema 

8 

Good 

Atopic  dermatitis 

8 

Good 

Eczematized  epidermophytosis 

7 

Excellent 

Pruritus  ani 

6 

Excellent 

Neurodermatitis 

5 

Good 

Psoriasis  (irritative) 

4 

Good 

Eacquer  dermatitis 

4 

Excellent 

Eferpes  zoster 

4 

Good 

Fixed  drug  eruption 

4 

Good 

Herpes  simplex 

3 

Poor 

Lupus  erythematosus 

2 

Good 

Bromidrosis 

1 

Excellent 

Infantile  eczema 

1 

Poor 

w 

Note 

Excellent  = all  cases  improved 

Good  — 75  per  cent  of  cases  showed  improvement 
Poor  — No  response  at  all 
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advised  morning  and  night.  When  the  disease  affect- 
ed the  hands,  the  patient  was  told  to  wear  cotton  or 
lisle  gloves  during  sleep.  Patients  were  warned 
against  the  application  of  a dressing  kept  in  place 
with  adhesive  tape.  This  was  done  to  prevent  the 
possible  development  of  a sensitization  from  the 
adhesive  material.  In  addition,  in  those  cases  where 
soap  might  conceivably  cause  an  exacerbation  of 
the  disease,  this  possibility  was  explained  to  the 
patient. 

RESULTS 

The  results  obtained  with  Pantho-F  cream  are 
given  in  Table  I. 

I'he  40  cases  of  contact  dermatitis  in  this  series 
included  1 5 cases  in  which  the  hands  alone  were 
involved  (housewife’s  dermatitis).  The  remaining 
cases  were  of  a generalized  nature  and  were  due  to 
such  factors  as  poison  ivy,  sumac,  oil,  ammoniated 
mercury  and  insecticides.  It  is  of  interest  that  in  one 
case  the  penis  was  the  site  of  involvement  and  in  this 
instance  it  was  impossible  to  discover  the  offending 
agent.  However,  the  response  to  therapy  was  excel- 
lent. 

There  were  24  cases  of  seborrheic  dermatitis  all 
of  which  responded  well  to  this  new  form  of  ther- 
apy. The  sites  of  involvement  included  all  the  com- 
mon seborrheic  areas  such  as  the  scalp  and  posterior 
auricular  regions,  the  axillae  and  the  groins. 

Improvement  in  the  cases  of  nummular  eczema 
was  not  as  dramatic  as  one  would  have  liked,  but  it 
was,  nevertheless,  in  noticeable  contrast  to  the 
results  obtained  with  accepted,  older  forms  of 
therapy. 

Varicose  eczema  in  some  cases  responded  ex- 
tremely well,  but  in  others  the  response  was  not 
good.  It  is  well  known  that  the  general  condition 
of  the  patient  and  the  state  of  the  veins  are  factors 
to  be  contended  with.  This  was  our  experience  too, 
but  we  feel  that  this  treatment  is  worthy  of  trial  in 
all  instances. 

We  found  that  it  was  only  the  localized  forms  of 
atopic  dermatitis  which  did  well.  Where  the  condi- 
tion was  at  all  generalized  the  response  was  dis- 
couraging. 

The  rapidity  with  which  pruritus  ani  improved 
was  startling;.  This  has  also  been  observed  by  other 
workers.  It  is  important  to  investigate  every  case  of 
pruritus  ani  and  to  treat  the  underlying  cause.  Our 
six  cases  were  all  of  unknown  etiology. 

It  is  interesting  to  note  that  in  the  case  of  eczema- 
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toid  epidermophytosis  onlv  the  eczema  was  im- 
proved. It  was  still  necessary  to  use  fungicidal 
remedies  for  the  primary  infection. 

In  herpes  zoster  the  pain  and  the  itching  respond- 
ed w ell  but  the  cutaneous  lesions  still  ran  their  nor- 
mal course. 

The  results  were  disappointing  in  herpes  simplex 
and  infantile  eczema,  hut  not  many  cases  w ere  en- 
countered. However,  our  results  are  similar  to  those 
observed  by  other  investigators. 

DISCUSSION 

We  have  had  extensive  experience  in  the  use  of 
both  cortisone  and  hydrocortisone  as  topical  reme- 
dies, in  strengths  varying  between  0.5  and  2.5  per 
cent.  How  ever  our  results  have  not  been  similar  to 
those  reported  by  other  authors. 

Robinson  et  al.  report  a 60  per  cent  response  to  a 
concentration  of  0.5  per  cent  hydrocortisone,  an 
80  per  cent  improvement  with  a 1 per  cent  concen- 
tration and  w hen  a 2.5  per  cent  strength  was  used 
the  response  was  90  per  cent. 

Our  observations  do  not  bear  this  out.  We  ob- 
tained our  best  results  with  a 1 per  cent  ointment. 

In  addition,  in  his  series  Robinson  observed  local 
irritation  in  81  cases,  whereas,  using  Pantho-F  in 
132  cases,  we  failed  to  sec  a single  instance  of  sensi- 
tivity. 

We  also  found  that  some  diseases  responded  much 
more  rapidly  to  this  preparation  than  to  other  forms 
of  hydrocortisone.  We  believe  this  to  be  due  to  the 
presence  of  pantothenylol  which  increases  the  rate 


of  absorption  through  the  skin.  Experimental  evi- 
dence has  shown  this  to  be  the  case.10  We  have  also 
observed  that  this  base  possesses  increased  healing 
properties. 

It  is  important  to  note  that  no  systemic  steroid 
therapy  was  employed  in  this  series,  nor  was  any 
other  form  of  dermatological  treatment  used. 
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ERYTHEMA  MULTI  FORME  EXUDATIVUM  WITH  PNEUMONITIS 

Stevens-Johnson  Syndrome 
Harold  J.  Lehmus,  m.d.  and  Amos  E.  Friend,  m.d.,  Manchester 


TJ"  rythema  multiforme  exudativum  or  so-called 
Stevens-Johnson  syndrome  is  a familiar  disease  to 
dermatologists  but  has  not  been  well  recognized  by 
others.  It  is  the  purpose  of  this  paper  to  present  a 
typical  case  and  to  review  some  of  the  pertinent 
features. 

CASE  REPORT 

R.  M.,  a 16  year  old,  white,  school  boy  was  admitted  to 
the  hospital  complaining  of  difficulty  in  swallowing,  sore 
throat,  sores  011  the  lips,  tongue  and  painful  eyes.  His  family 
and  past  history  were  noncontributory  and  he  had  been 
well  until  the  onset  of  his  present  illness  which  began  about 
a week  prior  to  admission.  He  had  developed  headache, 
chills,  malaise,  slight  sore  throat  and  had  received  parenteral 
penicillin  on  the  seventh  and  fifth  days  before  admission  to 
the  hospital.  I he  sore  throat  became  increasingly  severe  and 
he  noted  cracks  on  his  lips  and  large  sores  forming  in  the 
roof  of  his  mouth  and  on  his  tongue.  He  then  developed 
cough  with  expectoration  of  bloody  sputum  and  purulent 
discharge  from  his  eyes  with  severe  photophobia.  The  fore- 
skin of  his  penis  began  to  swell  and  he  noticed  a thick  white 
discharge  from  the  urethra  and  under  the  foreskin.  There 
was  no  history  of  contact  with  any  diseaseil  animals  or 
birds,  nor  had  he  travelled  outside  of  Connecticut. 

On  admission  he  appeared  to  be  acutely  ill  with  a temper- 
ature of  103°.  The  skin  was  flushed,  eyelids  were  edematous 
and  subconjunctival  hemorrhages  were  present  bilaterally 
with  a thick  purulent  conjunctivitis.  There  were  vesicles  on 
the  lips,  the  tongue  was  greyish-white  and  coated  and  he 
had  numerous  small  blebs  over  the  dorsal  and  lateral  sur- 
faces measuring  about  4 mm.  in  diameter.  The  roof  of  his 
mouth  was  coated,  greyish  and  exquisitely  painful  and 
tender.  A greyish  membrane  was  present  in  the  posterior 
pharynx  and  there  was  moderate  submandibular  and  cervical 
lymphadenopathy.  The  heart  rate  was  rapid  and  regular  at 
94  per  minute,  no  murmurs  were  present.  B.  F.  110/70. 
There  were  diminished  breath  sounds,  dullness  of  the  right 
base  posteriorly,  and  fine  to  medium  moist  rales  beneath  the 
angle  of  the  right  scapula  and  in  the  axilla.  Abdomen  was 
soft,  liver  and  spleen  were  not  palpable,  and  no  palpable 
lymph  glands  were  present.  The  skin  of  the  scrotum  was 
red,  edematous,  had  small  fissures,  and  weeping  serous 
fluid  was  present  in  many  areas.  The  foreskin  was  swollen 
and  a moderate  balanitis  was  present.  1.5  cm.  blebs  were 
present  around  the  corona  of  the  penis  and  there  was  pur- 
plish discoloration  under  these  areas. 


Dr.  Lehmus.  Associate  in  Medicine,  Manchester 
Hospital,  Manchester,  Connecticut 

Dr.  Friend.  Chief  of  Nose,  Ear  and  Throat  De- 
partment, Manchester  Memorial  Hospital,  Man- 
chester, Connecticut 


SUMMARY 

A case  of  erythema  multiforme  exudativum  with 
pneumonitis  (Stevens-Johnson  syndrome)  is  present- 
ed with  a brief  review  of  the  nature  of  the  illness.  It 
would  seem  to  the  authors  that  the  severe  cases  at  least 
should  be  treated  with  broad  spectrum  antibiotics  and 
either  ACTH  or  corticosteroids  along  with  appropriate 
measures  to  prevent  eye  complications. 


1 lie  \\  BC  was  12,100,  70  per  cent  neutrophils,  20  per  cent 
lymphocytes,  8 per  cent  monocytes,  2 per  cent  eosinophils. 
The  hemoglobin  was  13.3  Gm.  Mouth  lesions  grew  non- 
hemolytic staphylococcus  aureus  and  streptococcus  viridans. 
No  fungi  were  observed  and  the  smears  and  cultures  from 
the  penile  discharge  showed  B.  pyocaneus;  gram  negative 
diplococci  were  not  observed.  On  the  fifth  hospital  day  the 
cold  agglutination  titer  was  positive  in  1:512  and  by  the 
eighth  day  had  risen  to  1:1024.  Heterophile  agglutinations 
were  negative,  as  were  agglutinations  for  typhoid,  paraty- 
phoid, and  brucella.  On  admission  the  patient  was  started  on 
Achromycin  500  mg.  q.6h.,  but  by  the  third  hospital  day 
because  of  absence  of  any  response  he  was  started  on  ACTH, 
50  mg.  intramuscularly  q.6h.  1 per  cent  hydrocortisone  oint- 
ment was  applied  to  the  eyelids,  lips  and  in  24  hours  the 
ACTH  was  decreased  to  25  mg.  q.6h.  which  was  maintained 
until  the  seventh  hospital  day. 

Temperature  fluctuated  between  101  and  103°  from  admis- 
sion and  persisted  until  12  hours  after  he  had  received  his 
first  dose  of  ACTH  when  it  fell  to  98.6°  and,  except  for  one 
elevation  to  99.6°,  it  remained  normal  for  the  rest  of  his  hos- 
pital stay.  The  EKG  " •’s  normal,  x-rays  of  the  chest  on  the 
second  hospital  day  showed  parabronchial  inflammatory 
changes  in  the  right  posterior  segment  of  the  right  lower 
lobe  with  similar  but  less  changes  in  the  mid  left  lung  close 
to  the  hilum.  By  the  fifth  hospital  day  these  changes  had 
largely  regressed.  Two  or  three  small  vesicles  appeared  on 
the  anterolateral  aspect  of  the  right  side  of  his  neck,  and 
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Figure  i 

N ore  vesicles  on  the  tongue  and  lips 


one  large  vesicle  measuring  approximately  5 mm.  in  diameter 
with  an  erythematous  base  had  a typical  appearance  of 
erythema  iris.  These  appeared  on  the  second,  third  and 
fourth  hospital  days.  Two  similar  lesions  were  noted  on 
the  right  posterior  chest. 


Figure  2 

Chest  x-ray  showing  parabronchial  inflammatory 
changes  in  right  posterior  segment  of  right  lower 
lobe  with  similar  but  less  changes  in  mid  left  lung 
close  to  hilum 


I lie  patient  continued  to  have  blood-streaked  sputum  and 
his  difficulty  in  swallowing  and  the  balanitis  became  worse 
until  ACTH  therapy  was  started.  His  course  from  that 
point  on  was  one  of  gradual  subsidence  of  symptoms  and 
improvement. 

\\  hen  the  patient  was  seen  approximately  one  month 
later  he  was  completely  asymptomatic  and  his  physical 
findings  were  those  of  a normal  boy.  At  that  time  his 
cold  agglutination  titer  was  positive  in  1:4  and  hemagglutina- 
tion inhibition  tests  with  acute  and  convalescent  serum 
against  influenza  viruses  A,  B,  A prime  and  Cuppett  showed 
no  increase  in  titer  in  the  convalescent  sample  as  compared 
with  the  acute  sample. 

DISCUSSION 

Although  this  disease  has  been  described  almost 
100  years  ago,  the  hulk  of  the  reported  cases  have 
been  described  since  194K.  In  1916  Reiter  described 
the  syndrome  of  urethritis,  conjunctivitis  and 
arthritis  and  later  reported  cutaneous  manifestations. 
In  1922  Stevens  and  Johnson  described  two  cases  of 
fever  associated  with  stomatitis,  skin  eruption  and 
ophthalmia.  The  syndrome  includes  conjunctivitis, 
stomatitis,  and  urethritis  associated  with  skin  lesions 
and  these  lesions  vary  from  macules  and  papules  to 
vesicles  and  bullae  with  an  erythematous  base.  A 
confusing  terminology  has  arisen  depending  upon 
the  predominant  manifestations  of  the  syndrome. 

Extensive  bacteriological  and  virological  investi- 
gations have  shown  inconsistent  results.  A pneumo- 
nitis clinically  identical  with  primary  atypical  pneu- 
monia and  rise  in  titer  of  cold  agglutinations  have 
been  demonstrated  and  in  other  cases  psittacosis 
virus  has  been  implicated.1  An  allergic  type  of 
response  has  been  suggested  in  which  a case  is 
reported  following  the  use  of  phenylbutazone.2  A 
case  has  also  been  reported  following  vaccination.3 
The  diagnosis  during  the  early  stages  can  he  readily 
confused  with  Vincents  angina,  infectious  mononu- 
cleosis, leukemia,  gonorrhea,  arthritis,  conjunctivitis 
and  a large  group  of  toxic  erythemas  popularly 
called  erythema  multiforme.  Most  of  the  cases  occur 
in  the  first  three  decades  of  life,  and  may  be  con- 
fused with  more  severe  forms  of  measles  or  chicken 
pox.  It  is  said  to  have  a male  predominance. 

The  variable  results  obtained  with  treatment  of 
this  syndrome  may  he  explained  at  least  in  part  by 
the  fact  that  the  mild  cases  are  self  limiting  and 
usually  benign  and  respond  with  symptomatic 
therapy.  It  is  usually  pointed  out  that  secondary 
infection  should  be  treated  with  a broad  spectrum 
antibiotic.  Many  of  the  severe  cases  seem  to  have 
been  strikingly  improved  with  the  use  of  either 
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ACTH  or  corticosteroid  therapy.  Certainly  in  the 
case  reported  above  and  in  the  case  reported  by 
VanderMeer,  Rav,  Wilson,  E.  Doyle,  and  Jerry  E. 
Buthuis,4  and  W.  G.  Caldwell5  AC  I H seemed  to 
produce  a striking  improvement.  Serious  eve  com- 
plications sometimes  occur  and  the  local  use  of  corti- 
costeroids is  recommended. 
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HP  he  purpose  of  this  paper  is  to  call  attention  to 
the  use  of  suction  drains  and  to  comment  on  the 
author’s  experience  with  such  drains.  From  time  to 
time  there  have  been  papers1’2,3  recommending  the 
use  of  suction  with  various  types  of  drains,  but  this 
procedure  has  never  met  with  universal  acceptance. 
In  the  last  year  there  have  been  several  such  papers 
and  interest  seems  to  have  been  more  general.  How- 
ever, their  infrequent  use  in  hospitals  in  the  Con- 
necticut area  has  prompted  this  report. 

In  general,  drains  serve  two  purposes:  One,  to  aid 
in  the  removal  of  fluid  material  from  an  operative 
site,  and  two,  to  stimulate  a walling  off  process 
about  a site  in  which  there  may  subsequently  be 
drainage.  An  example  of  the  first  is  the  serum  that 
collects  following  a radical  mastectomy.  The  second 
purpose  is  illustrated  by  the  use  of  a Penrose  drain 
at  the  site  of  a ruptured  appendix  with  the  anticipa- 
tion that  if  an  abscess  develops,  it  will  eventually 
drain  out  through  the  tract  established  by  the  drain. 
As  far  as  the  second  situation  is  concerned,  there  is 
little  to  advocate  the  use  of  applying  suction  to  a 
drain,  whereas  in  the  first  instance,  the  reason  for 
the  drain  is  a vent  for  body  fluids  and  thus  it  seems 
logical  that  if  one  wishes  to  get  rid  of  these,  why 
not  add  suction  to  the  drain?  One  might  make  the 
analogy  between  applying  suction  to  drains  and 
applying  suction  to  a Wangensteen  tube.  For  many 
years  prior  to  Wangensteen’s  classical  papers  on  the 
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SUMMARY 

Suction  drains  are  effective  in  removing  fluids  from 
operative  sites.  This  procedure  minimizes  the  need  for 
pressure  dressings,  eliminates  the  need  of  changing 
dressings  and  aids  in  the  obliteration  of  dead  spaces. 
The  author’s  experience  of  such  drains  is  presented. 


use  of  suction  with  indwelling  stomach  tubes,  sur- 
geons had  used  stomach  tubes  with  intermittent 
suction,  usually  by  applying  intermittent  siphon  or 
intermittent  aspiration  with  a bulb  syringe.  It  was 
only  when  Wangensteen  drew  attention  to  the 
desirability  of  having  constant  suction  that  this 
became  generally  used. 

There  are  several  types  of  drains  to  which  one 
may  apply  suction.  For  a number  of  years  Babcock 
has  recommended  the  use  of  metal  sump  drains  in 
various  abdominal  conditions  where  there  was 
anticipated  serum  collection.  A sump  drain  is  of 
course  a suction  drain,  surrounded  by  perforated 
material.  These  have  been  used  by  some  surgeons 
but  have  not  been  widely  accepted.  The  greatest 
objection  to  them  is  the  reluctance  to  leave  such  a 
hard  object,  as  a metal  tube,  in  an  abdomen. 

One  may  simply  use  a French  catheter  to  which 
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a few  extra  holes  have  been  cut  in  the  side,  or  one 
may  use  a rubber  type  of  sump  drain  by  putting  a 
small  catheter  inside  of  a larger  one  which  has  been 
perforated.  1 here  has  been  some  unhappiness  about 
the  fact  that  such  drains  will  sometimes  become 
filled  with  clotted  blood  and  therefore  become  in- 
effective. This  can  be  partly  alleviated  by  occasional 
irrigation.  However,  by  the  time  the  blood  has 
become  clotted,  the  need  for  the  suction  drain  is 
usually  diminished.  The  suction  drain  serves  its 
greatest  purpose  the  first  12  to  24  hours.  If  a drain 
is  desired  for  a longer  period  of  time,  it  would  seem 
reasonable  to  use  a suction  drain  in  conjunction  with 
a Penrose  drain,  the  Penrose  drain  being  left  in  place 
for  five  to  six  days  or  longer.  The  author  has  been 
using  suction  drains  for  a period  of  four  years  and 
has  been  impressed  with  their  effectiveness.  Their 
use  in  certain  situations  will  be  enumerated  as  fol- 
lows: i 

1.  In  conjunction  with  radical  mastectomies:  The 
author  uses  a French  catheter,  size  16,  with  several 
perforations  made  in  the  end.  If  this  is  placed  in  the 
axilla  and  brought  out  through  a stab  wound  and 
suction  is  applied,  one  does  not  need  the  extensive 
pressure  dressing  that  is  usually  felt  necessary. 
During  the  first  hours  following  a mastectomy 
there  will  be  noted  a considerable  serohemorrhagic 
drainage.  Even  in  cases  where  the  operator  has  felt 
that  the  wound  has  been  cpiite  dry,  there  will  usually 
be  75  to  100  cc.  of  serosanguinous  drainage.  By  the 
end  of  24  hours  this  is  almost  entirely  serum  and  the 
author  is  inclined  to  remove  the  suction  catheter  at 
that  time.  In  a radical  mastectomy  there  also  will 
be  drainage  of  lymph  for  several  days  and  therefore 
a Penrose  drain  is  also  used  which  is  left  in  place 
for  four  to  five  days.  In  instances  in  which  a partial 
mastectomy  or  simple  mastectomy  is  done  the  tissues 
are  quite  vascular,  and  here  again  one  is  impressed 
w ith  the  amount  of  drainage  that  can  be  removed  by 
the  suction  drain. 

2.  Perforated  appendices  or  acute  appendicitis  in 
which  there  is  considerable  bleeding:  Frequently 
one  will  be  called  upon  to  remove  an  acutely  in- 
fected or  perforated  appendix  in  which  the  meso- 
appendix  has  thickened  and  hemostasis  is  not  perfect. 
It  is  the  author’s  feeling  that  the  amount  of  blood 
that  may  accumulate  acts  as  much  as  a focus  for 
residual  abscess  as  the  pus  that  may  already  be  pres- 
ent. A red  rubber  catheter  is  brought  out  through  a 
stab  wound  in  the  flank  and  suction  is  applied  to 
this,  and  if  one  wishes  to  use  a Penrose  drain  in 


addition,  this  is  usually  brought  out  through  the 
operative  wound. 

3.  Acute  cholecystectomy  in  which  there  is  con- 
siderable bleeding:  In  these  cases,  the  suction  drain 
has  been  used  as  well  as  a Penrose.  One  will  have  an 
occasional  case  of  this  type  in  which  there  may  be 
considerable  bleeding  which  is  not  readily  con- 
trolled. I he  use  of  the  suction  drain  serves  tw  o 
purposes:  it  removes  the  blood  and  secondly  it  gives 
the  operator  a sense  of  security,  if,  as  he  follows 
the  drainage,  it  is  progressively  diminishing. 

4.  Radical  neck  dissections:  Although  the  author 
has  not  had  occasion  to  have  a large  series  of  these, 
those  in  which  suction  drains  have  been  used  have 
had  the  flaps  adherent  at  the  end  of  24  hours. 

5.  Pelvic  cases:  The  author  has  had  several  cases 
of  extensive  endometriosis  in  which  raw  surfaces 
were  left.  Suction  drains  were  used  and  from  75  to 
150  cc.  of  serai  hemorrhagic  fluids  have  been  re- 
moved. Recently  a large  retroperitoneal  sarcoma 
was  removed.  There  was  considerable  residual 
oozing  and  about  150  cc.  of  rather  thick  bloody 
material  was  removed  before  the  drainage  became 
serous. 

6.  Low  anastomosis  of  the  sigmoid:  In  these  cases 
the  rectum  has  been  freed  down  to  the  coccyx  and 
then,  after  the  operation  has  been  completed,  the 
patient  has  been  put  in  lithotomy  and  an  incision 
made  between  the  anus  and  coccyx  and  the  drain 
inserted  into  this  dead  space  back  of  the  rectum. 

7.  Because  of  the  author’s  interest  in  these  drains, 
Dr.  C.  E.  Jacobson,  attending  urologist  at  the  Man- 
chester Memorial  Hospital,  has  been  kind  enough  to 
use  them  in  certain  instances.  A recent  case  of  a 
pyelotomy  was  done  and  Dr.  Jacobson  reported 
that  urine  was  taken  off  by  the  suction  drain  and  at 
least  one  advantage  to  it  was  that  it  alleviated  fre- 
quent changes  of  dressings.  400  cc.  of  urine  and 
serum  drained  the  first  24  hours. 

8.  Large  ventral  hernia:  Here  a dead  space  exists 
and  one  or  two  suction  drains  have  been  used. 
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Henry  van  Zile  Hyde,  ai.d.,  U.S.P.H.S. 


Ay!  v title,  “Man’s  Emergence  Toward  Health,” 

■**  may  seem  ambitious  but  it  grows  from  a feel- 
ing that  builds  up  in  one,  unconsciously  and  quite 
inescapably,  while  travelling  about  the  world  in 
these  days  with  an  eye  focused  on  health.  We  have 
tended  to  look  at  our  business  of  public  health  as  a 
small  business,  circumscribed  by  our  own  munici- 
pal environment,  or,  perhaps,  our  state  or  national 
environment,  but  since  World  War  II  public  health 
has  grown  beyond  these  limits.  There  is  a movement 
under  way  in  health  which  constitutes  one  of  the 
great  facts  of  our  time;  a force  that  is  shaping  world 
events  now  and  for  the  long  future.  We  as  public 
health  workers  must  recognize  this  force  in  our  own 
field,  understand  it,  and  guide  it,  for  any  great  force 
loose  in  the  world  today  can  be  used  to  build  free- 
dom or,  on  the  other  hand,  to  build  tyranny. 

DEVELOPMENT  OF  PUBLIC  HEALTH 

The  story  of  the  development  of  public  health  in 
Northern  Europe  and  in  the  United  States  is  known 
to  most  of  you.  It  is  a story  told  by  the  public- 
health  historians  and  particularly  well,  of  course,  by 
Dr.  Winslow.  As  historians  and  philosophers  view 
the  progress  of  man,  some  see  it  as  a slow  upward 
crawling  interrupted  by  frequent  backward  slip- 
pings.  Others  see  it  as  a series  of  explosions,  each 
related  to  some  new  basic  discovery  such  as  fire, 
cultivation,  domestication  of  animals,  the  discovery 
of  iron  or  the  harnessing  of  atomic  energy.  The 
development  of  public  health  appears  to  take  this 
latter  form,  an  explosion  which,  indeed,  is  modeled 
on  the  ultramodern  design  of  the  mushroom  cloud- 
in  shape,  but  not  in  effect.  The  vertical  stem  of  the 
cloud  is  the  explosion  in  time— public  health  his- 
tory. It  is  a very,  very  short  history  as  you  know, 
occurring  almost  entirely  within  two,  or  at  the  most, 
three  generations  of  public  health  leaders. 

Short  as  is  the  vertical  stem  of  the  public  health 
explosion,  we  are  witnessing  today  the  equally 
dramatic  lateral  expansion  of  the  mushroom  cloud. 
Prior  to  World  War  I,  public  health  activity  in  great 
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SUMMARY 

In  this  lecture  dedicated  to  Dr.  C.-E.  A.  Winslow 
the  short  history  of  public  health  is  likened  to  an 
explosion  with  a short  vertical  stem  and  a dramatic- 
lateral  expansion.  Mass  control  and  even  eradication 
of  certain  diseases  such  as  malaria,  yaws,  and  tuber- 
culosis has  occurred  in  vast  areas.  To  maintain  this 
achievement  there  must  be  services  available,  and  these 
are  listed  as  developed  in  various  countries.  Decentrali- 
zation is  now  being  emphasized  to  make  these  same 
services  more  effective. 

The  World  Health  Organization  is  pointed  out  as 
an  example  of  the  development  of  international  co- 
operation in  the  health  movement  and  the  large  bud- 
get of  this  organization  is  contrasted  with  that  spent 
by  government  interests  in  health  only  ten  years  ago. 

The  rapid  growth  in  the  rate  of  health  development 
is  attributed  to  the  demands  of  the  masses,  to  a politi- 
cal force,  and  to  a moral  responsibility  recognized  by 
Christian  nations. 


areas  of  the  world,  if  extant  at  all,  existed  mainly  for 
the  protection  of  the  colonizing  forces,  for  the 
governors  of  men,  not  for  man  himself.  Today,  in 
contrast,  we  see  a profound  and  universal  swing 
toward  health  for  all  men  who  people  the  world. 

Evidence  of  man’s  explosive  emergence  toward 
health  is  seen  in  the  current  mass  attack  on  com- 
municable disease  in  the  underdeveloped  areas,  in 
the  widespread  development  of  increasingly  com- 
petent national  health  services,  in  the  establishment 
of  extensive  networks  of  rural  health  centers  and 
in  the  intensification  of  international  action  in  the 
health  field. 

MASS  CONTROL  OF  DISEASES 

One  of  the  most  impressive  and  significant 
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phenomena  of  our  times  is  the  mass  control  of  cer- 
tain diseases,  even  to  the  point  of  eradication  in  vast 
areas.  The  reality  of  this  accomplishment  strikes 
one  with  great  impact  on  visiting  the  afFected  areas 
of  the  world;  the  scope  of  it  is  tremendous. 

In  1948  the  incidence  of  malaria  was  estimated  at 
300  million  cases  per  year.  Recently  the  World 
Health  Organization  has  announced  that  243  million, 
or  almost  one  half  of  the  552  million  people  living 
in  malarious  areas,  are  now  protected  against 
malaria.  In  dealing  with  such  figures  we  are  speaking 
of  one  fifth  of  the  population  of  the  entire  world.  In 
India,  125  million  of  the  200  million  persons  exposed 
to  malaria  are  now  protected.  Italy,  Greece,  Iran, 
Thailand,  Ceylon,  the  Philippines,  Formosa,  Vene- 
zuela and  Brazil  are  among  the  countries  that  have 
taken  similarly  important  strides  in  this  field.  I he 
nations  of  the  Western  Hemisphere,  not  satisfied 
with  mere  control  of  this  disease,  decided  in 
Santiago,  Chile,  this  past  October  to  act  in  concert 
actually  to  eradicate  malaria  from  the  entire  hemi- 
sphere, and  it  is  anticipated  that  this  astounding  feat 
can  he  accomplished  within  the  next  eight  years. 
Likewise,  a recent  World  Health  Organization 
Mai  aria  Conference  held  in  the  Philippines  resolved 
that  eradication,  rather  than  control,  must  he  the 
objective  in  Asia. 

On  a somewhat  lesser  scale,  yaws,  which  is  a 
particularly  crippling  and  disfiguring  chronic  in- 
fection, presents  a similar  example  of  accomplish- 
ment in  mass  disease  control.  Within  the  last  six 
years  35  million  people  have  been  examined  for 
yaws,  and  eight  million  have  been  treated.  As  re- 
cently as  1950,  50  per  cent  of  the  total  population 
of  Haiti  and  an  even  higher  percentage  of  its  rural 
population  suffered  from  this  disease,  whereas  a 
recent  survey  following  an  intensive  nationwide 
campaign  showed  only  0.03  per  cent  of  a sample 
rural  population  infected.  Under  the  program  pres- 
ently being  conducted  in  Indonesia  where  there  are 
an  estimated  20,000,000  persons  infected  with  yaws, 
the  target  is  1,000,000  examinations  per  month 
expected  to  reveal  83,000  clinical  cases  which  will 
be  given  the  required  treatment. 

The  scope  of  the  work  that  is  under  way  is  fur- 
ther attested  to  by  the  international  program  of 
vaccination  against  tuberculosis  with  BCG  vaccine. 
Since  1947,  while  the  experts  have  continued  to 
debate  the  exact  value  of  the  vaccine,  101,000,000 
children,  or  approximately  10  per  cent  of  the  world’s 
children  under  19  years  of  age,  have  been  tested 


for  tuberculin  sensitivity  and  43,000,000  of  the  nega- 
tive reactors  have  been  vaccinated. 

BASIC  HKALTH  STRUCTURE 

Even  in  the  face  of  such  massive  accomplish- 
ments, the  expanding  mushroom  cloud  of  the  health 
explosion  would  have  little  substance  in  the  absence 
of  a sound  basic  health  structure.  The  availability  of 
effectively  organized  and  competently  staffed 
national  and  local  health  services  capable  of  thought- 
ful planning  and  able  to  reach  the  people  is,  of 
course,  the  essential  ingredient  of  permanent  accom- 
plishment. Mass  control  of  disease  is  pointless, 
except  as  a transient  satisfaction,  unless  there  are 
services  available  to  maintain  the  achievement. 
I hereforc,  the  clement  of  greatest  significance  in 
the  present  movement— that  which  Dr.  Winslow 
would  consider  most  fundamental— is  the  widespread 
establishment  of  such  services. 

Organizational  progress  both  centrally  and  at  the 
commmunity  level  is  being  made  in  many  countries. 
Eight  of  the  governments  of  the  Western  Hemi- 
sphere have  elevated  their  health  departments  to  the 
rank  of  cabinet  Ministries  w ithin  the  decade.  These 
Ministries,  as  well  as  the  health  departments  that 
exist  elsewhere,  are  being  manned  to  an  ever  in- 
creasing extent  by  well  trained  personnel.  During 
the  past  12  years,  at  which  time  the  Institute  of 
Inter-American  Affairs  gave  the  lead  in  establishing 
international  governmental  fellowships,  over  1,700 
fellowships  have  been  awarded  to  Latin  American 
professionals  by  the  Institute  for  study  of  various 
phases  of  public  health  in  the  L’nited  States.  During 
the  years  1947-54  the  WHO  awarded  4,356  foreign 
fellowships  on  a worldwide  basis.  The  flow  of 
foreign  fellows  being  placed  by  the  Public  Health 
Service  under  a variety7  of  programs  for  training  in 
the  United  States  is  shown  in  Table  I.  This  is,  of 
course,  additional  to  the  fellowship  programs  of 
the  private  foundations  and  of  governments  them- 
selves. In  several  of  the  countries  such  as  Brazil, 
Mexico,  Chile  and  Lebanon,  training  is  being  bol- 
stered by  new  schools  of  public  health  that  have 
been  established  or,  as  in  the  case  of  the  Philippines 
and  India,  old  ones  that  have  been  recently 
strengthened. 

New  and  essential  basic  organizational  units,  such 
as  division  of  public  health  nursing,  environmental 
sanitation,  sanitary  engineering,  health  education, 
vital  statistics,  training,  planning,  etc.,  are  being 
established  w ithin  health  departments  and  ministries. 
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Foreign  Fellows 

Programmed  by 

the  Division  of 

International  Hi 

Il  l'll,  Pu 

BLIC  H E 

Atrii  Service 

1 95 1 ~ 1 

955  (Inclusive) 

1 95 1 

1952 

'953 

>954 

■955 

AREA 

U.  S.  PROG* 

WHof 

U.  S.  PROG. 

WHO 

U.  S.  PROG. 

WHO  L 

J.  S.  PROG. 

WHO  U. 

S.  PROG. 

WHO 

TOTAL 

Western  Hemisphere 

4b 

>4 

53 

32 

I I I 

36 

1 35 

44 

134 

40 

945 

Europe 

Near  East,  Africa  and 

88 

6 

94 

25 

65 

5° 

2 I 

l6 

27 

20 

412 

Southeast  Asia 

23 

10 

8S 

17 

95 

2 I 

81 

l6 

98 

IO 

456 

Far  East 

93 

10 

1 54 

28 

274 

3 1 

288 

27 

247 

3° 

1.182 

Total 

250 

40 

386 

102 

545 

138 

525 

103 

506 

IOO 

2/>95 

* Includes:  MSA,  TCA,  IIAA,  FOA,  HICOG,  SCAP,  GAROA,  ICA,  PL  402  PL,  265,  ECA. 

tThe  Public  Health  Service  assists  in  programming  only  a part  of  the  total  number  of  WHO  Fellows  in  this 


country. 


Twenty  three  of  thirty  seven  of  the  less  highly 
developed  countries,  for  instance,  today  have  a 
nurse  serving  in  the  Ministry  of  Health  at  the 
National  level,  as  shown  in  Table  II.  It  is  of  par- 
ticular significance  that  the  “with”  column  includes 
a number  of  countries  in  which  women  were  in 
deep  purdah  until  very  recently.  The  demonstrated 
value  of  nursing  has  over-ridden  the  prejudices  and 
attitudes  of  many  ages. 

As  part  of  the  development  of  more  effective 
services  there  is  a movement  toward  the  progressive 
decentralization  and  expansion  of  health  administra- 
tions, bringing  them  into  closer  relationships  with 
the  people  they  are  designed  to  serve.  Such  move- 
ments are  particularly  conspicuous  at  the  moment 
in  Iran,  Iraq,  the  Philippines,  Brazil  and  Mexico. 
Rather  extensive  formalized  plans  covering  various 
periods,  usually  five  years,  are  under  way  in  a num- 
ber of  countries,  either  as  separate  health  plans  as 
in  the  case  of  the  $75,000,000  hive  Year  Health 
Plan  in  Iraq  or  as  a major  segment  of  a general 
development  plan,  as  is  the  case  in  Iran,  India  and 
Pakistan. 

1 he  far  reaching  character  of  the  present  move- 
ment in  health  is  evidenced  best  by  the  rapid  expan- 
sion of  networks  of  urban  and  rural  health  centers 
w hich  are  penetrating  remote  areas  and  blanketing 
much  of  the  world.  While  providing  varying  de- 
grees of  medical  care,  which  they  must  in  the  areas 
in  which  they  operate,  they  are  increasingly  pro- 
viding preventive  services  with  trained  auxiliaries 
assisting  the  professional  personnel.  Quite  sur- 
prisingly, it  is  not  possible  to  find  and  present  any 
substantial  data  on  this  dramatic  development;  even 
the  nomenclature  is  muddy.  There  is  in  this  a serious 
gap  in  our  know  ledge  that  needs  to  be  closed.  The 


spotty  information  that  can  be  found  is  presented 
in  Table  III.  I ncreasingly,  such  centers  are  becoming 
integrated  into  total  community  development  pro- 
grams, which  encompass  services  designed  to  im- 
prove agriculture,  education  and  the  total  village 
economic  and  social  structure.  At  the  moment  this 
desirable  trend  is  conspicuous,  particularly  in 
Mexico,  Egypt  and  India. 

I N T F,  R N ATI  ON  A L COOPERATION 

International  cooperation,  as  a field  of  action, 


Table  II 

Nurses  in  Ministry  of  Health  in  Certain 
Underdeveloped  Countries 


NURSE  AT  NATIONAL  LEVEL 

NO  NURSES  AT  NATIONAL  LE\  EL 

Brazil 

Afghanistan 

Chile 

Bolivia 

Colombia 

Ecuador 

Costa  Rica 

Egypt 

Dominican  Republic 

Ethiopia 

F',1  Salvador 

Guatemala 

Formosa 

Honduras 

Haiti 

Indochina 

India 

Iran 

Indonesia 

Jordan 

Iraq 

Libya 

Israel 

Nepal 

Korea 

Nicaragua 

Lebanon 

Pakistan 

Liberia 

Mexico 

Panama 

Paraquay 

Peru 

Philippines 

Thailand 

Uruguay 

Venezuela 
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Table  III 


Rural 

Health  Centers  in  Certain  Countries 

COUNTRY 

population1 

TYPE  AND  NUMBER  OF  CENTERS 

Thailand 

20,000,000 

720  “rural  health  centers” 

91  “first  class”  (physician,  nurse,  etc.) 

629  “second  class”  (sanitary  inspector,  midwife) 

F.gypt 

2 1 ,935,000 

153  “rural  health  centers” 

1 51  “rural  social  centers”  with  health  services 
80  “child  welfare  centers”  with  health  services 

Philippines 

2 I ,440,000 

956  “rural  health  units”  (all  types,  various  stages  of 
staffing) 

81  “demonstration  rural  health  units”  of  U.  S.  type 

Indonesia 

78,163,700 

2,452  “government  polyclinics” 
254  “private  polyclinics” 

Pakistan 

75,842,165 

188  “rural  health  centers” 

Taiwan 

8,617,000 

444  “rural  health  stations” 

22  “county  health  centers” 

I lairi 

3,2  27,000 

3 “rural  health  centers” 

Iran 

20,253,0000 

3 large  “mobile  health  units”  (Caspian  Region, 
Teheran,  Tabriz) 

8 completely  equipped  “demonstration  health  centers” 
from  which  operate  25  small  mobile  units 

India 

372,000,000 

1 955-56  Plan  provides: 

5,840  “rural  dispensaries” 
1,695  “urban  dispensaries” 

Brazil 

57,098,000 

1,950  official  “public  health  services” 
1,280  general 
670  specialized 

Colombia 

1 2,108,000 

103  “health  centers”  (physicians,  nurses,  etc.) 
306  “health  stations”  (sanitary  inspector) 

1 5 mobile  units 

Mexico 

28,850,000 

1,277  rural  health  services 

528  “Centers  of  Hygiene  and  Medical  Care” 
46}  “Clinics  of  Medical  Service” 

163  “Dispensaries” 
tot  “First-Aid  Stations” 

20  “Vaccination  Offices” 

Uruguay  2,525,000  123  “polyclinics” 

18  “Departmental  clinics” 

29  “Auxiliary  clinics” 


'From  United  Nations  Statistical  Yearbook,  1954 


presents  dramatic  evidence  of  the  momentum  of  the 
health  movement  on  a world  basis.  Before  World 
War  II  there  was  limited  activity  in  international 
health  carried  on  by  the  International  Office  of  Pub- 
lic Health  in  Paris,  the  Pan  American  Sanitary 
Bureau  in  this  hemisphere,  and  the  League  of 
Nations  Health  Section,  the  work  of  these  organi- 
zations being,  at  that  time,  restricted  almost  entirely 
to  the  international  exchange  of  epidemiological 
information.  However,  the  League  of  Nations  did 
embark,  in  a small  way  but  with  great  vision,  on 


programs  for  the  development  of  international 
standards  for  drugs  and  biologicals,  the  improve- 
ment of  health  statistics,  the  development  of  stand- 
ards of  human  nutrition  and  the  provision  of  tech- 
nical assistance  to  governments  in  the  development 
of  their  own  health  services.  Through  its  survey 
and  advisory  health  missions  to  Greece,  China, 
Bolivia  and  other  countries,  it  became  the  pioneer  in 
the  field  of  international  technical  assistance  which 
has  expanded  so  greatly  in  many  fields  since  World 
War  II. 
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WORLD  HEALTH  ORGANIZATION 

From  these  origins  sprang  the  World  Health 
Organization.  It  is  not  the  world  equivalent  of  the 
health  department  located  in  the  cellar  of  the  county 
building.  From  the  standpoint  of  membership  of 
sovereign  nations,  the  World  Health  Organization 
is  the  largest  official  international  structure  ever 
built  by  man,  with  a membership  of  80  States  as 
compared  with  the  United  Nations,  for  instance, 
which  has  a membership  of  60  States.  Staffwise,  with 
1,307  employees  it  is  the  largest  agency  within  the 
United  Nations  orbit,  except  for  the  United  Nations 
itself.  On  the  world  scene,  therefore,  health  is 
today  one  of  the  “big  shots”  of  intergovernmental 
action.  This  represents  explosive  progress.  The 
health  budget  of  the  League  of  Nations  never 
exceeded  $400,000,  of  which  only  $200,000  was 
contributed  by  governments.  During  the  interwar 
period  the  total  governmental  contribution  to  inter- 
national health  work,  including  contributions  to  the 
International  Office  of  Public  Health  in  Paris  and 
the  Pan  American  Sanitary  Bureau,  never  reached 
$300,000,  with  the  United  States,  which  was  not  a 
member  of  the  League,  contributing  only  $6,000  to 
the  world  program  and  $60,000  to  the  hemispheric 
one.  This  provides  some  measure  of  the  extent  of 
governmental  interest  in  health  so  short  a time  ago. 
In  contrast,  the  World  Health  Organization  budget, 
financed  entirely  by  contributions  for  governments, 
is  now  at  the  level  of  ten  million  dollars.  In  addi- 
tion, WHO  gives  leadership  and  direction  to  health 
programs  it  undertakes  jointly  with  the  United 
Nations  Children’s  Fund  and  the  United  Nations 
Technical  Assistance  Program.  Its  total  annual  re- 
sources, direct  and  indirect,  are,  therefore,  in  the 
neighborhood  of  13  million  dollars. 

Governments  established  the  World  Health  Or- 
ganization because  of  their  recognition  of  the  need 
for  international  cooperation  and  assistance  in 
health,  yet  in  1948  when  the  World  Health  Organi- 
zation stepped  on  to  the  world  stage  and  offered 
technical  services  to  governments  there  were  few 
takers.  Most  governments  wanted  supplies  and 
nothing  less  tangible.  The  scene  has  changed  rapidly 
with  the  growth  of  understanding  and  today  the 
World  Health  Organization  has  technicians  in 
almost  every  country  in  the  free  world.  In  1954 
alone  it  was  engaged  in  329  major  projects  in  75 
countries.  Its  most  pressing  problem  is  that  of  meet- 
ing, from  its  available  resources,  the  requests  that 
flow  in. 


The  World  Health  Organization  activities  repre- 
sent common  action  through  international  pooling 
of  resources  and  skills.  The  United  States  is  supple- 
menting these  activities  by  conducting  a coopera- 
tive international  technical  assistance  program  in 
health  which  is  administered  by  the  Foreign  Opera- 
tions Administration*  with  the  support  of  the 
Public  Health  Service,  the  universities  and  other 
private  agencies.  This  is  the  program  widely  known 
as  Point  Four,  which  has  a health  component  oper- 
ating at  a level  of  $26,000,000  per  year.  Taking  this 
into  account,  the  total  contribution  of  the  United 
States  to  international  health  work,  made  directly 
and  through  the  international  agencies,  now  ranges 
around  $40,000,000.  This  is  a far  cry  from  the 
$66,000  of  only  ten  years  ago. 

FACTORS  PRODUCING  SPEED  IN  HEALTH  DEVELOPMENT 

Recognizing  that  there  has  been  a great  accelera- 
tion in  the  tempo  of  health  development,  one  won- 
ders what  the  underlying  factors  are  that  have 
brought  it  about.  The  fundamental  factor  is  a 
demand  from  the  masses  for  better  health  growing 
from  the  demonstration  that  health  can  be  obtained 
at  a reasonable  cost  through  techniques  now  avail- 
able. The  realization  that  ill  health  is  avoidable  has 
penetrated  to  the  remotest  areas,  creating  a political 
force  of  local,  national  and  international  significance. 

RELIEF  FROM  PAIN 

The  demand  for  health  is  based  fundamentally,  of 
course,  on  the  innate  animal  desire  for  relief  from 
pain  and  suffering  and  the  equally  innate  instinct 
to  protect  one’s  offspring.  Through  the  millenia, 
efforts  to  modify  pain  and  suffering  have  been  made 
through  sacrifices  to  many  gods,  through  attempts 
at  avoidance  by  haruspicy,  through  incantations  and 
the  taking  of  strange  mixtures.  None  of  these  efforts 
has  had  a consistent  effect  until  the  relatively  recent 
era  of  scientific  public  health  which  has  demon- 
strated that  widespread  and  oppressive  diseases  can 
be  controlled  in  a predictable  way.  The  miracles  of 
immunology  and  sanitation  have  been  followed  by 
those  of  DDT  and  penicillin.  This  has  occurred 
concurrently  with  the  widespread  development  of 
communication  and  transport  which  has  spread  the 
message  widely. 

The  extent  to  which  news  penetrates  to  remote 

*On  July  1,  1955  the  Foreign  Operations  Administration 
was  abolished  and  its  technical  assistance  activities  taken 
over  by  the  International  Cooperation  Administration  of 
the  Department  of  State. 
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places  is  perhaps  not  generally  understood.  The 
blaring  of  a public  radio  in  the  town  square  or  at 
the  main  crossroad  has  become  characteristic  in 
poor  and  primitive  population  centers.  It  is  not 
necessary  to  be  literate  or  to  be  able  to  afford  a radio 
set  or  even  the  day’s  paper  in  order  to  keep  in 
direct  touch  with  world  affairs.  Further,  remote 
areas  are  being  opened  up  through  the  extensions  of 
farm-to-market  roads  and  through  the  routine  use  of 
air  transportation.  The  airplane  has  knitted  together 
the  scattered  and  isolated  towns  in  such  mountain- 
ous countries  as  Honduras  and  Columbia.  President 
Will  iam  V.  S.  Tubman  of  Liberia  now  carries  gov- 
ernment, for  the  first  time,  into  the  remote  bush 
through  personal  visits  in  a light  plane.  The  Indian 
Health  Service  of  Canada  utilizes  the  airplane  to 
provide  regular  service  in  the  vast  tracts  of  the 
north.  This  new  nearness  of  man  to  the  foci  of 
progress  has  fed  the  desire  for  better  health. 

POLITICAL 

Since  any  desire  shared  by  a significant  number 
of  people  constitutes  a political  force,  it  is  apparent 
that  the  widespread  urge  for  health  manifest  today 
is  a highly  potent  political  force  demanding  action. 
Its  intensity  is  heightened  in  countries  that  have 
recently  attained  independence  because  self  rule  is 
associated  in  men’s  minds  with  a good  life.  Why, 
otherwise,  fight  for  it?  Such  different  men  as 
Magsaysay,  Nehru,  U Nu,  Mohammed  Ali,  Soe- 
karno  and  Kotalawala,  who,  in  common,  are  leaders 
in  newly  independent  countries,  have  initiated  ex- 
tensive national  activity  in  health  in  a conscious 
effort  to  satisfy  this  expectation.  Others,  new  in 
power,  in  countries  with  a long  tradition  of  inde- 
pendence, such  as  Pibul  Songgram  and  Paz  Estens- 
soro  in  Thailand  and  Bolivia,  have  likewise  stepped 
up  health  activities  with  a view  to  achieving  stability 
and  combatting  subversion.  The  communists  utilize 
this  same  force  in  order  to  accomplish  their  ends. 
John  Ridley  who  accompanied  Clement  Attlee  on 
his  visit  to  Red  China  has  reported  at  some  length 
in  the  New  York  Times  Magazine  (August  29,  1954) 
on  the  manner  in  which  health  is  being  employed 
to  strengthen  the  hand  of  the  present  government 
there. 

Internationally  the  same  political  factor  is  at 
work.  Here  it  is  a matter  of  the  cumulative  force 
of  the  health  demands  of  the  total  of  the  world’s 
population.  As  the  antipodal  forces  of  freedom  and 
tyranny  clash  on  the  world  scene,  each  is  trying  to 
gain  the  adherence  of  the  masses  and  using  either 


health  promises  or  performance  as  one  means  of 
doing  so.  We,  for  our  part,  have  promoted  and 
supported  health  measures  through  the  World 
Health  Organization,  the  Pan  American  Sanitary 
Bureau,  the  United  Nations  Children’s  Fund,  Inter- 
national Cooperation  Administration,  and  the  Col- 
ombo Plan  of  the  British  Commonwealth  of  Nations. 
On  the  other  side  it  has  been  largely  a matter  of 
false  promises. 

SOUND  ECONOMY 

It  is  a generally  accepted  tenet  of  modern  political 
philosophy  that  peace  can  survive  only  in  the  pres- 
ence of  economic  growth  and  stability.  There  is  in- 
creasing acceptance  of  the  additional  fact  that  a 
sound  economy  cannot  he  built  upon  a sick  popula- 
tion. Professor  Winslow  has  made  a major  contribu- 
tion to  this  area  of  thought  in  his  monograph  on 
“1  he  Cost  of  Sickness  and  the  Price  of  I lealth” 
which  was  published  in  1951  by  the  WHO  and 
which  has  had  wide  influence  here  and  abroad.  The 
relationship  of  health  to  economic  development, 
which  has  been  so  clearly  set  forth  by  Professor 
Winslow  and  dramatized  particularly  by  the  modern 
story  of  malaria,  has  attracted  the  thoughtful  atten- 
tion of  those  who  shape  world  affairs  and  has  given 
health  work  much  of  its  present  momentum. 

A lesser  factor  contributing  strength  to  the  inter- 
national movement  in  health  is  the  fact  that  protec- 
tion against  exotic  disease  in  the  face  of  modern 
transportation  speeds  has  required  a positive  ap- 
proach rather  than  the  negativism  of  traditional 
quarantine.  This  positive  approach  has  taken  the 
form  of  international  assistance  in  the  control  of 
disease  at  its  source.  In  his  account  of  Mr.  Barr  and 
the  innocent  introduction  of  smallpox  into  the 
United  States,  Dr.  James  S.  Simmons  has  given  us  in 
“Public  Health  in  the  World  Today”  a compelling 
story  of  the  need  for  this  approach. 

MORAL  RESPONSIBILITY 

As  contrasted  to  narrow  nationalism,  the  growing 
recognition  of  the  world  as  an  essential  whole  pro- 
vides the  milieu  within  which  health  action  spreads 
rapidly  and  widely  without  too  great  reference  to 
artificial  boundaries.  Inter- relatedness  has  replaced 
isolation  and  there  is  a true  sense  of  mutual  respon- 
sibility for  the  state  of  the  world  at  large. 

In  the  free  world  this  sense  of  mutual  responsibil- 
ity is  not  motivated  by  political  or  economic  oppor- 
tunism alone.  Much  deeper  and  more  meaningful 
forces  underlie  today’s  internationalism.  The  moral 
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concepts  that  have  shaped  our  own  American  free- 
dom are  known  throughout  the  world  and  are  in- 
spiring todays  movements  toward  freedom.  The 
Declaration  of  Independence  is  not  solely  a United 
States  document  but  a world  platform;  Lincoln  is 
not  a local  figure  but  a world  hero  and  a universal 
symbol  of  faith  and  hope.  We  can  easily  recall  how 
the  Atlantic  Charter  and  its  Four  Freedoms  electri- 
fied us  only  a few  years  ago.  We  wish  to  make  good 
on  those  promises. 

We  cannot  indeed  sidestep  moral  responsibility 
for  preventing  disease  because  we  know,  with 
Thucydides,  that  “the  true  author  of  the  subjuga- 
tion of  a people  is  not  so  much  the  immediate  agent, 
as  the  power  which  permits  it,  having  the  means  to 
prevent  it.”  And  we  are  the  ones  who  have  the 
means  to  prevent  disease. 

The  moral  drive  underlying  international  action 
does  not  stem  solely  from  political  philosophies  or 
from  guilt,  but  from  a deeper  root  that  underlies 
philosophy  and  guilt.  In  our  case  that  force  is 
Christianity,  which  fortunately  motivates  those  very 
areas  of  the  world  that  must,  from  their  wealth  of 
mind  and  pocket,  be  the  givers  in  the  struggle  for 
freedom  and  development.  More  than  any  other 
massive  religion  of  the  world  Christianity  puts  the 
stamp  of  highest  morality  upon  the  act  of  giving 
for  its  own  sake.  We  have  each  grown  up  in  an 
atmosphere  that  puts  a premium  of  great  value  on 
doing  for  the  other  fellow.  It  is  perhaps  a fortunate 
thing  that  the  power  and  the  wealth  and  a large 
measure  of  the  greatly7  needed  technical  skills  are 
in  the  hands  of  those  whose  religion  drives  them  to 
share  their  substances.  The  medical  missionary  is  a 
forerunner  in  spirit,  more  than  in  technique,  of  the 
official  international  programs  in  health. 


Where  can  we  derive  more  immediate  satisfac- 
tion of  our  moral  urge  in  these  unbalanced  times 
than  in  the  field  of  health,  sharing  our  resources  in 
order  to  solve  the  massive  immediate  human  prob- 
lem touching  every  man?  Freeing  man  from  the 
burden  of  disease  so  that  he  might  have  flight  of 
spirit,  satisfies  the  requirements  of  today’s  moral 
urge  better  than  any  other  immediate  goal.  Whether 
programs  are  labelled  health,  agriculture,  economic 
development  or  technical  assistance,  the  improve- 
ment of  man’s  daily  life  is  their  goal,  and,  directly 
or  indirectly,  they  must  bear  upon  man’s  health. 

All  of  this  is  of  particular  importance  to  us  as 
workers  in  public  health.  We  cannot  think  of  peace 
as  a problem  solely  for  the  diplomat  or  the  states- 
man, nor  of  economic  development  as  a problem 
for  the  economist  alone.  The  emergence  of  man 
toward  health  constitutes  a fact  of  our  times  within 
our  own  sphere  of  responsibility  that  is  very  truly 
affecting  the  future  of  mankind.  India  will  never 
again  be  what  it  was  yesterday;  nor  will  Brazil,  nor 
M exico,  nor  Haiti  nor  Indonesia  nor  any  country 
in  the  so-called  underdeveloped  belt.  We,  as  profes- 
sionals in  the  field  of  health,  have  the  primary 
responsibility  for  assuring  that  this  great  force, 
which  is  expressing  itself  with  explosive  rapidity,  is 
utilized  to  the  fullest  extent  in  the  furtherance  of 
freedom  and  the  establishment  of  peace.  It  is  en- 
cumbent upon  us  not  only  to  recognize  it  but  to 
understand  it  much  more  deeply  than  we  do  today. 
As  in  the  case  of  any  great  force,  it  can  be  used 
well  or  badly  for  good  or  for  evil.  Its  proper  use  is 
our  particular  and  inescapable  world  responsibility. 
May  we  discharge  it  wisely  and  for  the  betterment 
of  all  mankind. 
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Achromycin  is  unsurpassed  in  its  range  of 
effectiveness.  Each  successive  month  more 
physicians  are  confirming  this  fact  for  them- 
selves in  their  own  daily  practice  in  the  ther- 
apy of  respiratory,  genitourinary,  dermato- 
logic and  other  infections. 

Achromycin  can  be  of  service  to  you  because 
of  these  important  advantages: 

• true  broad-spectrum  action 

• rapid  diffusion  and  penetration 

• prompt  control  of  infection 

• proved  effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa 

• side  effects,  if  any,  usually  minimal 

• produced  under  exacting  quality  control 
in  Lederle’s  own  laboratories  and  offered 
only  under  the  Lederle  label 

• a complete  line  of  dosage  forms 
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Achromycin  Tetracycline  with  Stress  For- 
mula Vitamins  for  severe  or  prolonged  ill- 
ness. Attacks  the  infection — defends  the  pa- 
tient — hastens  normal  recovery.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspen- 
sion, 125  mg.  per  5 cc.  teaspoonful. 
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EDITORIALS 


The  James  Douglas  Gold  Number 

Twenty  years  ago  this  month  the  first  issue  of  the 
Journal  was  dedicated  to  a president  of  the  Ameri- 
can Medical  Association,  James  Tate  Mason,  who 
died  while  in  office.  No  other  individual  has  been  so 
honored  in  the  intervening  years.  The  editors  con- 
sider it  a privilege  to  dedicate  this  number  to  one 
of  Connecticut’s  most  distinguished  medical  states- 
men, the  late  James  Douglas  Gold  of  Bridgeport. 
Many  of  Dr.  Gold’s  friends  and  admirers  would 
gladly  add  their  word  of  tribute  to  his  unusual 
qualifications  as  a physician.  Five  of  his  closest 
friends  have  been  selected  as  representative  of  Dr. 
Gold’s  interests. 

It  is  fitting  that  his  specialty,  dermatology,  should 
occupy  a prominent  place  in  this  issue.  We  are 
fortunate  to  be  able  to  publish  two  papers  which 
were  presented  a few  weeks  ago  in  Chicago,  one 
before  the  American  Dermatological  Society  and  the 
other  bv  one  of  our  own  members  at  a session  of 
the  Section  on  Dermatology  of  the  American  Medi- 
cal Association.  In  addition  we  are  proud  to  include 
further  productions  in  the  field  of  dermatology  from 
our  own  members. 

This  will  constitute  the  record.  The  contributions 
of  James  Douglas  Gold  to  Connecticut  medicine 
and  to  the  welfare  of  many  thousands  of  patients 
over  more  than  three  decades  will  remain  a lasting 
memory,  written  indelibly  in  the  lifes  of  all  who 
knew  him.  Life  has  been  richer  for  his  presence. 


Worldwide  Public  Health  Progress 

In  the  1955  C.-E.  A.  Winslow  Lecture  which  ap- 
pears on  page  641  in  this  issue  of  the  Journal,  the 
story  of  modern  achievements  in  the  international 
field  of  Public  Health  has  been  told  by  Dr.  Henry 
van  Zile  Hyde,  chief  of  the  Division  of  International 
Health  in  the  Bureau  of  State  Service,  Public  Health 
Service.  The  significance  of  the  origins  of  these 
achievements  can  be  judged  by  the  fact  that  Dr. 
Hvde  gives  them  a place  in  the  history  of  our  civili- 
zation which  ranks  with  other  basic  developments, 
such  as  the  discovery  and  use  of  fire  by  mankind, 
the  cultivation  of  plants,  domestication  of  animals, 
the  discovery  of  iron  or  the  harnessing  of  atomic 
energy.  These  comparisons  are  significant  enough 
to  give  us  food  for  thought,  and  we  would  do  well 
to  pause  and  consider  the  degree  to  which  modern 
public  health  practices  have  changed  the  world  in 
which  w e now  live  as  opposed  to  that  of  our  grand- 
parents, or  particularly  our  great-grandparents. 
Sanitation  of  the  environment  and  the  philosophy 
w hich  accompanies  it  is  now  associated  as  something 
good  and  basic  in  most  English  speaking  countries, 
and  in  Europe.  Gradually  and  without  our  taking 
too  much  thought  about  it,  it  has  become  part  of 
the  American  religion.  Perhaps  we  have  come  to 
accept  it  too  complacently. 

We  now  witness  foreign  missionary  work  in  this 
field,  which  was  started  a generation  ago  by  the 
Rockefeller  Foundation,  and  is  now  being  pursued 
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by  a number  of  agencies  including  that  division  of 
United  Nations  known  as  the  World  Health  Organ- 
ization (WHO).  Their  activities  extend  to  the  ends 
of  the  earth,  to  which  the  strides  that  have  been 
made  in  backward  lands  towards  the  eradication  of 
malaria,  and  of  yaws,  the  introduction  of  tubercu- 
losis control,  and  other  methods  to  allay  a host  of 
endemic  plagues,  bear  witness. 

The  degree  to  which  Prof.  Winslow,  one  of  the 
great  Public  Health  pioneers  and  statesmen  in  this 
country,  contributed  to  this  development  is  graphic- 
ally told  by  Dr.  Hyde,  and  the  lecture  is  indeed  a 
fitting  tribute  to  the  man  for  whom  the  lecture  has 
been  named.*  More  than  35  years  ago  Prof.  Wins- 
low defined  his  ideals  for  public  health!  which 
called  for  the  development  of  social  machinery  to 
insure  to  every  individual  in  the  community  a 
standard  of  living  adequate  for  the  maintenance  of 
health.  He  devoted  his  life  to  putting  these  ideals 
into  practice.  It  is  with  a sense  of  satisfaction  to 
realize  that,  although  the  road  leads  up  hill  all  the 
way,  it  is  clear  from  Dr.  Hyde’s  lecture  that  con- 
siderable climbing  has  already  been  accomplished. 

‘Prof.  Winslow  is  now  Anna  M.  R.  Lauder  Professor 
Emeritus  of  Public  Health,  Yale  University  School  of  .Medi- 
cine. 

fWinslow,  C.-E.  A.:  Science  51 : 2 3 , 1920. 

The  Decline  of  the  Reading  Habit 

“ That  early  and  invincible  love  of  reading  which  l would 
not  exchange  for  the  treasures  of  India." 

Gibbon 

According  to  an  editional  in  Science*  a near 
record  of  12,539  books  was  published  in  the  United 
States  in  1955  and,  in  addition,  19,962  were  printed 
in  the  United  Kingdom.  As  Graham  Dushane,  who 
wrote  the  editorial  says,  two  questions  regarding 
this  literary  output  are  especially  important:  (1) 
How  well  are  the  books  assimilated?  (2)  How  many 
people  read  them?  He  points  out  that  for  the  past 
20  years  the  American  Institute  of  Public  Opinion 
has  been  regularly  surveying  the  reading  habits  of 
the  American  people  and,  through  its  affiliates 
abroad,  has  gathered  a good  deal  of  comparable 
information  regarding  English  speaking  foreign 
countries.  In  the  United  States  17  per  cent  of  all 
adults  were  reading  books  when  the  survey  was 
made  as  compared  to  29  per  cent  in  1937.  This  con- 
trasted with  a current  percentage  of  3 r in  Canada, 

‘Science,  1956,  Vol.  123,  No.  3200. 


34  in  Australia  and  55  in  England.  The  reading 
habits  of  American  high  school  and  college  gradu- 
ates showed  that  57  per  cent  of  the  former  and  26 
per  cent  of  the  latter  had  not  read  a single  book  in 
the  preceding  year.  Furthermore  a special  study  of 
the  college  graduates  showed  that  five  out  of  six  had 
not  read  a serious  book  outside  of  their  special  field 
of  interest  during  several  months  preceding  the 
survey.  To  test  the  cultural  background  of  college 
graduates  the  following  list  of  book-titles  was  sub- 
mitted to  a group  of  them:  An  American  Tragedy, 
Babbitt,  The  Canterbury  Tales,  Gulliver's  Travels, 
Leaves  of  Grass,  The  Old  Wives'  Tale,  Utopia, 
Vanity  Fair,  The  Origin  of  Species,  The  Wealth  of 
Nations,  The  Rubaiyat,  and  The  History  of  Tom 
Jones.  Nine  per  cent  of  the  graduates  could  not 
name  the  author  of  any  of  these  books  and  thirty- 
nine  per  cent  could  not  name  more  than  three 
authors.  In  the  same  group  only  55  per  cent  could 
name  any  recently  published  book.  There  was  no 
evidence  that  inexpensive  pocket-sized  books  or 
Book  Clubs  were  filling  this  distressing  gap  in 
reading  habits.  While  it  is  true  that  physicians  have 
always  obtained  their  information  through  all  their 
senses:  sight,  hearing,  touch,  smell,  and  even  taste,  it 
would  be  a serious  loss  if  coming  generations  of 
medical  students  were  not  readers,  for  reading  fur- 
nishes an  important  part  of  their  self  education 
which  is  even  more  significant  than  the  learning- 
transmitted  to  them  by  their  teachers. 

G.  B. 


National  Committee  on  Alcoholism  Meets 
in  New  York 

At  the  eleventh  annual  meeting  of  the  National 
Committee  on  Alcoholism  held  in  New  York  City 
recently  the  current  methods  and  resources  avail- 
able for  the  medical  and  psychiatric  treatment  of 
alcoholism  were  discussed.  Dr.  Braceland  of  Hart- 
ford was  chairman  of  the  morning  session  and  Dr. 
Tiebout  of  Greenwich  of  the  afternoon  session. 
J.  E.  Rosenfeld,  psychiatrist  in  charge  of  the  Blue 
Hills  Hospital  in  Hartford  outlined  the  role  of  the 
psychiatrist  in  a clinic  for  alcoholics.  On  the  pro- 
gram also  were  a social  worker,  a general  practi- 
tioner, a religious  therapist,  a psychologist,  the 
director  of  a private  alcoholic  clinic,  and  one  of 
the  cofounders  of  Alcoholics  Anonymous. 
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M [.DiCAL  science  has  progressed  rapidly  during  the  past  few  decades  and  the 
practice  of  medicine  has  passed  from  the  horse  and  buggy  days  of  house  and  office 
practice  to  the  present  era  of  specialization  and  hospitalization.  Hospitals  have 
kept  pace  w ith  medical  progress  and  community  needs  and  they  have  made  facil- 
ities available  for  the  many  complex  diagnostic  and  therapeutic  procedures  that 
the  practice  of  modern  medicine  within  a hospital  requires.  T hese  facilities  are  the 
tools  of  the  medical  profession  by  the  use  of  which  they  treat  disease  and  give 
diagnostic  opinions.  Not  only  do  hospitals  supply  the  facilities,  they  also  furnish 
the  services  of  physicians  trained  in  their  use  so  that  the  facilities  may  be  useful 
tools.  This  is  the  practice  of  medicine. 

I here  is  an  intense  difference  of  opinion  betw  een  physicians  and  hospitals 
as  to  how  the  practice  of  medicine  and  surgery  in  some  departments  of  a hospital 
should  be  carried  out  and  under  what  conditions.  The  medical  profession  believes 
that  under  certain  circumstances  hospitals  have  invaded  the  private  practice  of 
medicine.  It  has  been  bitterly  resented  and  has  resulted  in  widely  publicized  court 
action. 

It  is  unfortunate  that  legal  action  or  the  threat  of  legal  action  is  necessary 
to  persuade  hospital  representatives  and  the  medical  profession  to  negotiate  this 
serious  difference  of  opinion  w hich  is  driving  them  apart  when  they  should  stand 
united  against  political  control  of  both.  It  should  be  accepted  that  there  is  a legal 
question  involved  which  should  be  clarified,  and  that  neither  side  is  necessarily 
entirely  right  nor  entirely  wrong.  Responsible  representatives  from  each  party 
should  sir  down  across  the  table  from  each  other  and  sincerely  try  to  solve  the 
problem  without  resorting  to  legal  action. 

The  standard  of  medical  care  in  this  country  is  the  highest  in  the  world  and 
this  is  due  in  lanje  measure  to  the  cooperation  which  has  developed  between  the 
medical  profession  and  hospital  authorities  by  their  united  efforts.  It  would  be 
unfortunate  if  anything  happened  to  this  fine  partnership  so  that  one  becomes 
master  of  the  other  because  hospital  care  and  medical  care  are  of  equal  import- 
ance to  the  patient  and  the  community. 
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Council  Minutes 

A regular  meeting  of  the  Council  was  held  at  the 
New  H aven  Medical  Association,  364  Whitney 
Avenue,  New  Haven,  on  Thursday,  June  21,  1956. 
It  was  not  possible  to  hold  the  meeting  at  the 
Society’s  offices  because  of  new  construction  under 
way.  The  meeting  was  called  to  order  by  the  chair- 
man at  4: 10  p.  m.  There  were  present  in  addition  to 
the  chairman,  Dr.  Fincke,  Drs.  Ogden,  Walker, 
Couch,  Barker,  Weld,  Danaher,  Gibson,  Stringfield, 
Gallivan,  Ursone,  Tracy,  Otis,  Archambault,  Gens, 
Clarke,  Meyers,  Starr,  Gilman.  Absent:  Drs.  Mur- 
dock, Feenev,  Metcalf,  Ottenheimer,  Buckley, 
Dwyer. 

The  resignation  of  J.  Alfred  Wilson,  Meriden, 
from  the  Committee  on  Industrial  Health  was 
accepted. 

The  resignation  of  Albert  LT.  Peacock,  Hartford, 
from  the  Committee  on  Perinatal  Mortality  and 
Morbidity  was  accepted. 

On  the  request  of  Clement  C.  Clarke,  chairman; 
Morton  Arnold,  Willimantic,  vice-chaiman  of  the 
E.E.N.T.  Section  of  the  Society,  was  named  to  be 
a member  of  the  Committee  tin  Eve  Care. 

Acting  under  the  authority  of  Section  2203d  of 
the  General  Statutes  relating  to  the  State  Board  of 
Examiners  for  Physical  Therapists  and  with  a 
knowledge  that  Charles  W.  Goff,  Hartford,  does 
not  wish  to  continue  as  a member  of  the  Board,  it 
was  voted  to  nominate  to  the  Governor  for  con- 
sideration for  appointment  to  the  Board  to  succeed 
Dr.  Goff  whose  term  expires  July  1,  1956. 

It  was  voted  that  the  Connecticut  Committee  on 
Foods,  Drugs,  Cosmetics  and  Devices  of  w hich  the 
Society  is  a sponsor,  establish  autonomy  of  action 
responsible  in  matters  of  policy  only  to  the  spon- 
soring organizations  and  not  through  the  inter- 
mediary of  the  Joint  Conference  Committee  with 


State  Medical  Society,  Pharmaceutical  Association 
and  Dental  Association. 

Report  and  recommendation  of  the  Committee 
on  Hospitals  concerning  a chronically  ill  hospital 
project  of  C.  Lewis  Murdock  was  accepted  and  ap- 
proved. 

Following  a recommendation  passed  by  the  Coun- 
cil on  November  10,  1955  that  the  Council  direct  its 
attention  to  a discussion  of  salary  standards  for 
clerical  and  secretarial  personnel  employed  by  the 
Society,  it  was  voted  that  the  Budget  Committee 
for  1957  be  appointed  at  this  time  and  that  committee 
be  charged  with  a review  and  recommendation 
relative  to  such  salary  standards  and  also  later  in 
the  year  set  up  and  recommend  the  Society’s  budget 
for  1957.  The  chairman  appointed  the  commitee: 
Chairman  Frank  H.  Couch,  John  N.  Gallivan,  Cole 
B.  Gibson,  Stanley  B.  Weld,  Creighton  Barker. 

The  resignation  of  Morris  A.  Hankin,  New 
Haven,  as  a member  of  the  Committee  on  Public 
Relations  w as  accepted.  James  H.  Root,  Jr.,  Water- 
bury,  was  appointed  to  succeed  Dr.  Hankin. 

The  request  of  an  appropriation  of  $500  made  by 
Joseph  L.  Hetzel,  chairman  of  the  Committee  on 
School  Health  and  approved  by  the  Committee  on 
Public  Health,  to  defray  the  cost  of  the  publication 
of  the  transactions  of  the  First  Connecticut  Confer- 
ence on  Physicians  and  Schools,  held  in  November 
1955,  was  discussed  at  length  and  it  was  voted  that 
the  appropriation  not  be  made  and  that  it  be  sug- 
gested to  Dr.  Hetzel  to  enter  into  negotiations  with 
the  State  Department  of  Education  and  the  State 
Department  of  Health  with  a view  of  interesting 
either  or  both  of  these  Departments  in  the  publica- 
tion and  distribution  of  the  transactions  of  the  Con- 
ference. Confidence  was  expressed  in  the  judgment 
of  the  Managing  Editor  of  the  State  Medical  Jour- 
nal and  the  decision  as  to  whether  the  transactions 
should  be  published  in  the  Journal  was  left  to  the 
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Managing  Editor  in  consultation  w ith  the  Editorial 
Board. 

Report  of  the  financial  results  of  the  1956  Annual 
.Meeting  and  the  secretary  pointed  out  that  this  was 
the  most  profitable  experience  the  Society  ever  had 
with  the  Annual  Meeting  with  a net  profit  of  ap- 
proximately $3,500. 

Report  of  the  status  of  the  Building  Fund  was 
presented.  It  was  agreed  that  county  councilors 
should  bring  the  results  in  their  counties  to  the 
attention  of  the  appropriate  persons  in  a effort  to 
stimulate  additional  payments  to  the  fund.  It  was 
voted  that  the  executive  secretary  be  given  discre- 
tion and  authority  to  utilize  additional  direct  mail 
solicitation  at  such  times  and  in  such  form  as  is 
indicated. 

The  Role  of  the  Pediatrician  in  Connecticut.  A 
statement  prepared  by  Dr.  J.  Harold  Root,  Water- 
bury,  and  presented  to  the  Committee  on  Public 
Health  at  a meeting  on  November  3,  1955  and  a 
resolution  that  the  Committee  on  Public  Health 
prepared  at  that  time  were  discussed  in  detail.  I he 
purpose  of  Dr.  Root’s  presentation  and  the  resolu- 
tion was  to  advocate  that  pediatricians  be  paid 
specialists’  fees  for  all  services  to  needy  persons 
paid  for  by  the  State  Welfare  Department.  When 
this  proposal  was  before  the  Committee  on  Public 
Health  in  November  1955,  it  was  opposed  by  repre- 
sentatives from  the  Medical  Advisory  Committee  to 
the  Welfare  Department  and  the  Academy  of  Gen- 
eral Practice.  The  Committee  on  Public  Health  did, 
however,  pass  the  following  resolution  with  the 
intent  that  it  be  directed  to  the  Council  for  con- 
sideration but  since  the  resolution  did  not  contain 
the  request  that  it  be  so  submitted,  consideration  by 
the  Council  did  not  come  up  until  this  meeting 
after  a definite  request  by  the  Committee  on  Public 
Health  w as  made  during  a meeting  on  May  10,  1956. 

RESOLUTION  OK  NOVEMBER  3,  1 95 5 MEETING 

Whereas,  the  Committee  on  Public  Health  of  the 
Connecticut  State  Medical  Society  has  carefully 
reviewed  the  report  entitled,  “The  Role  of  the 
Pediatrician  in  Connecticut”  prepared  by  the  pedi- 
atric component  of  the  Connecticut  State  Medical 
Society  and 

Whereas,  it  has  become  evident  that  a significant 
number  of  children  are  being  deprived  of  the  bene- 
fits of  good  pediatric  care  because  of  the  rapidly 
diminishing  interest  of  pediatrics  in  the  State  Wel- 
fare Department’s  program  for  children. 


1 herefore  in  the  interest  of  the  health  and  wel- 
fare of  the  children  of  this  State,  we  recommend 
that  the  pediatrician  shall  act  as  a specialist  in  the 
State  Welfare  Department’s  program  of  medical 
care  for  children  and  that 

Furthermore,  when  a qualified  pediatrician  is 
caring  for  the  total  medical  needs  of  a child  includ- 
ing welfare  and  dependent  child  categories,  that  he 
shall  be  considered  to  have  acted  in  his  capacity  as 
a specialist  in  pediatrics  and  never  in  a general 
category.  A motion  was  made  and  passed.  Dr. 
Parente  was  absent  w hen  this  proposal  was  made. 

The  Council  voted  to  transmit  this  conclusion  to 
the  chairman  of  the  Committee  on  Public  Health 
and  the  chairman  of  the  Medical  Advisory  Com- 
mittee to  the  State  Welfare  Department. 

“The  Council  finally  voted  that  it  has  sympathetic 
understanding  of  the  position  of  pediatricians  as 
expressed  in  the  resolution  and  supporting  document 
but  in  view  of  the  opinion  of  the  Attorney  General 
of  the  State  of  Connecticut  on  the  subject  of  pay- 
ment of  physicians  for  their  services  to  needy 
persons  chargeable  to  the  State,  dated  July  12,  1951, 
the  Council  cannot  agree  with  the  recommendations 
of  the  Committee  on  Public  Health. 

“The  Council  will  recommend  to  the  Medical 
Advisory  Committee  to  the  State  Department  of 
Welfare  that  it  review  the  schedule  of  fees  allowed 
to  physicians  wdth  the  view  of  raising  these  fees  in 
all  categories  and  for  all  physicians  and  to  include 
fees  for  professional  services  to  welfare  patients 
when  they  are  in  hospital.” 

Dr.  Danaher  spoke  for  the  Subcommittee  on  em- 
ployment of  an  assistant  executive  secretary  and 
stated  that  since  Walter  I.  Russell  was  no  longer 
a member  of  the  Council,  he  is  no  longer  a member 
of  this  subcommittee  and  asked  that  the  chairman 
appoint  another  member  to  take  Dr.  Russell’s  place. 
After  the  meeting  Dr.  Fincke  appointed  Dr.  String- 
field  to  fill  this  vacancy. 

Dr.  Danaher  reported  in  detail  concerning  new 
developments  in  Connecticut  Medical  Service  with 
a special  reference  to:  1.  The  rapid  conversion  to 
preferred  coverage  from  the  previous  standard 
coverage  which  is  to  be  discontinued  January  1, 
1957.  2.  The  small  conversion  from  the  standard 
coverage  to  the  new  Lower  Income  Contract.  3. 
The  rate  of  accession  under  the  new’  direct  enroll- 
ment plan.  4.  The  basic  elements  of  the  proposed 
Extra  Protection  Preferred  Contracts. 
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The  secretary  announced  the  election  of  Thomas 
J.  Danaher,  during  the  recent  meeting  of  the  Ameri- 
can Medical  Association  in  Chicago,  to  be  a member 
of  the  Council  on  Medical  Service  for  a term  of  five 
years. 

Dr.  Ogden  reported  briefly  as  chairman  of  the 
Subcommittee  on  the  report  of  the  Hospital  Com- 
mittee to  the  effect  that  he  had  been  in  conversation 
with  the  office  of  Cyril  Coleman  concerning  the 
opinion  that  the  Society  had  asked  of  him  in  regard 
to  the  employment  of  physicians  by  hospitals.  This 
opinion  has  not  yet  been  delivered  but  Dr.  Ogden 
thought  that  it  would  be  in  the  near  future,  after 
w hich  he  would  call  a meeting  of  the  committee. 
Two  student  members  were  elected. 

Following  the  meeting,  the  gentlemen  of  the 
Council  dined  together  at  the  New  Haven  Medical 
Association. 

Meetings  Held  in  July 

July  9— Special  Conference  on  the  Care  of  State 
Tuberculosis  Hospital  Patients 

July  10— Connecticut  Medical  Examining  Board 

Board  of  Directors,  Connecticut  Medical 
Service 

July  1 1 — Connecticut  Medical  Examining  Board 

July  1 2— Connecticut  Medical  Examining  Board 
Committee  on  Public  Health 

July  3 1—  Connecticut  Medical  Examining  Board 

Student  Members 

Nicholas  Mario  Passarelli— New  Haven 
Yale  University— 1959 
Pre-Med:  Yale— 1955 
Parent:  Ernest  G.  Passarelli 

John  Thomas  Queenan— Greenwich 
Cornell  University— 1958 
Pre-Med:  University  of  Notre  Dame— 1954 
Parent:  John  William  Queenan 


Career  Group  Promotes  Graduate 
Nurse  Study 

The  Committee  on  Careers,  National  League  for 
Nursing,  is  distributing  new  materials  for  use  in 


counseling  graduate  nurses  on  continuing  their  edu- 
cation so  that  they  may  improve  their  practice  or 
prepare  for  teaching  and  administrative  roles. 

The  materials  are  a flier  entitled  “Fashion  the 
Future  of  Nursing,”  which  depicts  the  advantages 
of  graduate  nurse  study,  a folder  on  sources  of 
educational  funds  available  to  graduates  nurses,  and 
current  list  of  bachelor’s,  master’s  and  doctor’s 
degree  programs  compiled  by  the  NUN  Department 
of  Baccalaureate  and  Higher  Degree  Programs. 

John  H.  Hayes,  chairman  of  the  committee  which 
for  the  past  several  years  has  spearheaded  national 
efforts  to  recruit  students  for  basic  schools  of  nurs- 
ing, reports  a shortage  of  nurses  prepared  for  teach- 
ing, administration,  consultation  and  advanced  prac- 
tice in  the  field.  A college  education  is  basic  to  the 
advanced  preparation  for  these  positions. 

Each  year,  approximately  4,500  nurses  receive 
their  bachelor’s  degrees,  either  from  basic  or  gradu- 
ate nurse  study  programs,  and  600  complete  their 
advanced  preparation  (master’s-doctor’s)  as  special- 
ists, teachers  and  administrative  personnel.  It  is  esti- 
mated that  three  times  these  numbers  are  now 
needed  to  replace  nurses  w ith  such  preparation  who 
leave  the  profession— usually  as  a result  of  marriage, 
parenthood  or  retirement— and  to  allow  an  increase 
in  nursing  personnel  trained  for  leadership. 

Mr.  Hayes  indicated  that  hospitals,  public  health 
agencies,  schools  of  nursing,  and  other  employers  of 
nurses  more  and  more  are  seeking  nurses  who  have 
supplemented  or  advanced  their  basic  preparation  in 
college  and  university  programs.  “The  demand  for 
nurses  w ith  leadership  training  can  be  an  incentive 
for  any  nurse  to  set  her  sights  high  in  planning  her 
professional  career,”  Mr.  Hayes  said. 

The  guidance  materials  on  graduate  nurse  study 
are  being  made  available  immediately  to  schools  of 
nursing  to  be  used  in  counseling  graduating  students 
w ho  are  interested  in  continuing  their  education. 
Colleges  and  universities  offering  graduate  study 
programs,  along  with  state  and  regional  hospital, 
nursing,  and  medical  groups  are  also  being  urged  to 
make  use  of  the  materials  in  guiding  qualified  nurses 
into  graduate  nurse  study  programs.  Individual 
nurses  interested  in  furthering  their  preparation  may 
have  single  copies  of  the  materials  upon  request 
free  of  charge,  and  may  also  receive  educational 
counseling  from  the  National  League  for  Nursing. 
Additional  quantities  of  the  materials  are  available  at 
cost. 


A /ig  nst,  1956 
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UNIFORMED  SERVICES  MEDICAL  CARE 


MEDICAL  CARE  EOR  DEPENDENTS  OF  MEMBERS  OF  UNIFORMED  SERVICES 


The  new  military  dependent  medical  care  plan 
makes  medical  care  a statutory  right,  defines  de- 
pendents, and  provides  uniform  benefits  for  Army, 
Navy,  Air  Force,  Marine  Corps,  Coast  Guard,  and 
Commissioned  Corps  of  Coast  and  Geodetic  Survey 
and  U.  S.  Public  Health  Service.  T his  protection 
for  dependents  is  designed  to  make  military  careers 
more  attractive  and  thus  help  to  reduce  personnel 
turnover. 

BENEFITS  PROVIDED  BY  PROGRAM  IN  MILITARY  AND 
IN  CIVILIAN  FACILITIES 

(Only  spouses  and  children  of  active  duty  per- 
sonnel eligible  for  private  care.) 

I 

Military  Medical  Facilities  IV ill  Provide 

1.  Diagnosis,  treatment  of  acute  medical  and  sur- 
gical conditions,  treatment  of  “contagious  diseases,” 
immunization  and  maternity  and  infant  care. 

2.  Hospitalization  for  nervous  and  mental  dis- 
orders, chronic  diseases  or  elective  medical  and 
surgical  treatments  but  only  in  “special  and  unusual 
cases”  and  for  not  more  than  12  months.  This  would 
be  provided  at  the  discretion  of  the  Secretary  of 
Defense. 

Military  Facilities  Will  Not  Provide 

1.  Domiciliary  care. 

2.  Prosthetic  devices,  hearing  aids,  orthopedic- 
footwear  and  spectacles,  ambulance  service  (except 
in  acute  emergency),  home  calls  (except  in  special 
cases  where  medically  necessary)  or  dental  care. 

Exceptions:  Dental  care  authorized  as  necessary 
adjunct  to  medical  or  surgical  treatment  or  to  relieve 
pain  and  suffering  but  not  to  include  any  perma- 
nent restorative  work  or  dental  prosthesis.  Also, 
outside  the  U.  S.  and  at  remote  stations  in  the  U.  S. 
where  private  facilities  arc  not  available,  dependents 
eligible  for  dental  care  and— at  cost— prosthetic  de- 
vices, hearing  aids,  orthopedic  footwear  and  spec- 
tacles. 

II 

The  Private  Care  Program  Will  Provide 

1.  Hospitalization  in  semiprivate  accommodations 
up  to  one  year  for  each  admission,  including  all 
necessary  services  and  supplies  furnished  by  hos- 
pital. 


2.  Medical  and  surgical  care  incident  to  hospitali- 
zation. 

3.  Complete  obstetrical  and  maternity  service,  in- 
cluding prenatal  and  postnatal  care. 

4.  Physician  or  surgeon’s  services  prior  to  and 
following  hospitalization  for  bodily  injury  or 
surgery. 

5.  Diagnostic  tests  and  procedures,  including 
laboratory  and  x-ray  examinations  accomplished  or 
recommended  by  the  physician  incident  to  hos- 
pitalization. 

Note:  Also  included  under  private  care  mav  be 
surgery  in  a physician’s  office,  x-rays  or  laboratory 
tests  outside  the  hospitals,  but  not  “what  is  normally 
conceived  to  be  outpatient  care.”  “Reasonable” 
limitations,  additions,  exclusions  and  definitions 
could  be  authorized  by  the  Secretary  of  Defense. 
Scope  of  private  care  may  not  exceed  that  furnished 
in  military  facilities.  If  hospitalization  is  required 
beyond  one  year,  patients  may  be  transferred  to 
military  facilities,  or  the  federal  government  will 
assume  cost  in  private  facility. 

HOW  ACT  DEFINES  MILITARY  DEPENDENTS  ENTITLED 
TO  MEDICAL  CARE 

(Private  care  restricted  to  spouses  and  children 
of  members  on  active  duty.) 

The  term  “dependent”  means  any  person  who 
bears  to  a member  or  retired  member  of  a uniformed 
service,  or  to  a person  who  died  while  a member  or 
retired  member  of  a uniformed  service,  any  of  the 
following  relationships: 

(a)  The  lawful  wife; 

(b)  The  unremarried  widow; 

(c  ) The  lawful  husband,  if  lie  is  in  fact  dependent 
on  the  member  or  retired  member  for  over  one  half 
of  his  support; 

(d)  The  unremarried  widower,  if  he  was  in  fact 
dependent  upon  the  member  or  retired  member  at 
the  time  of  her  death  for  over  one  half  of  his  support 
because  of  a mental  or  physical  incapacity; 

(e)  An  unmarried  legitimate  child  (including  an 
adopted  child  or  stepchild),  if  such  child  has  not 
passed  his  twenty-first  birthday. 

(f)  A parent  or  parent-in-law,  if  the  said  parent 
or  parent-in-law  is,  or  was  at  the  time  of  the  mem- 
ber's or  retired  member’s  death,  in  fact  dependent 
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on  the  said  member  or  retired  member  for  over  one 
half  of  his  support  and  is,  or  was  at  the  time  of  the 
member’s  or  retired  member’s  death,  actually  resid- 
ing in  the  household  of  the  said  member,  or  retired 
member;  or 

(g)  An  unmarried  legitimate  child  (including  an 
adopted  child  or  stepchild)  who  (i)  has  passed  his 
twenty-first  birthday,  if  the  child  is  incapable  of 
self  support  because  of  a mental  or  physical  in- 
capacity that  existed  prior  to  his  reaching  the  age 
of  twenty  one  and  is,  or  was  at  the  time  of  the 
member’s  or  retired  member’s  death,  in  fact  depend- 
ent on  him  for  over  one  half  of  his  support,  or  (ii) 
has  not  passed  his  twenty-third  birthday  and  is  en- 
rolled in  full-time  course  of  study  in  an  institution 
of  higher  learning  as  approved  by  the  Secretary  of 
Defense  or  the  Secretary-  of  Health,  Education,  and 
Welfare  and  is,  or  was  at  the  time  of  the  member’s 
or  the  retired  member’s  death,  in  fact  dependent 
on  him  for  over  one  half  of  his  support. 


Primary  Rheumatic  Fever  Prevention 
Program 

Waterhury  Area  Heart  Association 

William  B.  A.  Bentley,  m.il,  Waterbury 

The  Author.  Chairman,  Rheumatic  Fever  and  Con- 
genital Heart  Disease  Committee,  Waterbury  Area 
Heart  Association 


The  primary  rheumatic  fever  prophylaxis  pro- 
gram of  the  Waterbury  Area  Heart  Association  was 
initiated  as  a pilot  study  to  determine  the  feasibility 
of  such  a program.  1 he  basic  idea  of  the  plan  is  to 
stimulate  both  physicians  and  lay  persons  to  the 
necessity  of  adequately  treating  the  initial  hemolytic 
streptococcal  infection  in  order  to  prevent  subse- 
quent rheumatic  fever.  The  studies  forming  the 
background  for  such  a program  were  performed  by 
Rammelkamp  and  his  associates  at  the  Streptococcal 
Disease  Laboratory  of  the  Warren  Air  Force  Base.* 1 

l he  program  is  patterned  closely  after  a similar 
plan  inaugurated  by  the  Mercer  County  Heart 
Association  in  Pennsylvania.  The  procedure  is  that 
the  school  nurse  cultures  throats  of  children  with 
upper  respiratory  symptoms  on  blood  agar  plate 
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supplied  at  cost  by  the  Waterbury  Hospital.  These 
are  incubated  in  the  science  department  of  the 
school,  and  cultures  suspicious  for  hemolytic  strep- 
tococcus are  then  sent  to  the  hospital  bacteriology 
laboratory  for  positive  identification.  Parents  and 
their  family  physician  are  then  notified  of  positive 
results. 

The  Connecticut  State  Department  of  Health  has 
cooperated  by  lending  an  incubator  for  the  program. 
Wyeth  Corporation  has  kindly  supplied  benzathine 
penicillin  G (Bicillin  R)  for  use  in  the  treatment  of 
positive  cultures. 

After  much  preliminary  consultation  and  prepara- 
tion the  program  was  inaugurated  in  the  public 
school  systems  of  Woodbury  and  Southbury  in- 
volving a school  population  of  approximately  1,300 
children.  During  the  six  months  of  the  program  183 
cultures  have  been  made,  1 1 being  positive  for  beta 
hemolytic  streptococcus. 

During  the  short  time  which  the  program  has  been 
functioning  certain  modifications  have  become 
necessary  which  will  be  incorporated  into  the  plan 
in  the  next  school  year. 

Interest  and  cooperation  by  the  parents  and 
local  physicians  of  the  Woodbury-Southbury  area 
has  been  gratifying. 

REFERENCE 

1.  Rammelkamp,  C.  H.,  Wanamaker,  L.  W.,  and  Denny, 
F.  W.:  The  epidemiology  and  prevention  of  rheumatic 
fever,  Bull.  N.  Y.  Acad.  Med.  28:321,  1952. 

New  Division  of  Hospitals  Chief 

The  position  of  Chief,  Division  of  Hospitals,  State 
Department  of  Health,  vacant  since  January  1,  1956, 
is  now  filled.  Edwin  H.  Carnes,  m.d.  new  appointee, 
assumed  his  duties  on  May  1,  1956.  Dr.  Carnes 
comes  to  this  State  after  thirty-two  years  with  the 
Public  Health  Service  of  the  United  States  Depart- 
ment of  Health,  Education  and  Welfare.  1 he  Divi- 
sion of  Hospitals  administers  the  Hill-Burton  Hos- 
pital Survey  and  Construction  Program,  as  well  as 
the  licensing  function  of  the  State  Department  of 
Health,  which  includes  general  hospitals,  chronic 
and  convalescent  hospitals,  and  homes  for  the  aged. 
Margaret  DuBois,  m.d.,  former  chief  of  the  Divi- 
sion, is  currently  employed  as  Chief  of  Hospital 
Facilities,  Ohio  Department  of  Health. 
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NEWS  FROM  WASHINGTON 

CHANGES  IN  SOCIAL  SECURITY 

Both  Senate  and  House  have  passed  bills  changing  social  security  regulations  to  lower 
the  age  for  payments  to  women  from  65  to  62  years  and  making  disability  payments  available 
for  those  over  50  years. 


Money  for  Research 

Every  one  of  the  research  institutes  received  a 
substantial  increase  over  last  year,  and  the  funds  of 
five  of  them  were  almost  doubled.  1 he  Institutes 
have  a total  of  $170.4  million  to  spend  before  next 
July  1.  This  is  about  80  per  cent  more  than  they 
had  last  year.  In  discussing  the  appropriations  bill  on 
the  Senate  floor,  Senator  Lister  Hill  (D— Alabama) 
said  the  bulk  of  the  money  will  go  for  grants  to 
nonfederal  institutions— hospitals,  medical  schools, 
clinics  and  State  and  local  organizations  engaged  in 
research. 

A breakdown  by  disease  categories  shows  the  fol- 
lowing picture: 

For  cancer  research,  $48.4  million,  in  contrast  to 
$24.8  million  for  the  previous  year.  This  year’s  total 
is  $16  million  more  than  the  administration  asked 
when  budget  requests  were  sent  to  Congress  in 
January. 

For  mental  health  work,  $35.1  million,  in  con- 
trast to  last  year’s  $18  million.  I his  is  $13.4  million 
more  than  had  been  requested  originally. 

For  heart  disease  research,  $33.3  million,  com- 
pared with  $18.7  million  last  year  and  $22.1  million 
originally  requested. 

For  work  on  arthritis  and  metabolic  diseases,  $15.8 
million,  or  $5.1  million  more  than  last  year  and  $2.5 
million  more  than  Congress  was  asked  for. 

For  research  in  neurology  and  blindness,  $18.6 
million,  compared  with  $9.8  million  last  year  and 
$12.1  million  originally  requested. 

For  work  on  allergies  and  infectious  diseases, 
$13.2  million,  compared  with  $7.5  million  last  year 
and  $9.7  requested. 

For  dental  research,  $6  million.  While  this  is  small 
compared  with  money  voted  for  other  U.  S.  re- 
search institutes,  it  is  almost  triple  the  $2.2  million 
spent  last  year.  The  huge  increase  is  the  result  of  a 


sustained  campaign  by  the  American  Dental  Asso- 
ciation. 

Senator  Hill  and  Representative  John  E.  Fogarty 
(1)— Rhode  Island)  led  the  fight  in  Congress  for  the 
record  breaking  research  appropriations.  Under  the 
latter’s  chairmanship,  a House  appropriations  sub- 
committee boosted  the  total  for  the  seven  institutes 
to  about  $124  million,  a figure  that  was  accepted 
both  by  the  full  Appropriations  Committee  and  the 
House. 

In  addition  to  heading  the  Senate  appropriations 
subcommittee  that  handled  this  funds  bill,  Senator 
Hill  also  is  chairman  of  the  Labor  and  Welfare 
Committee  and  extremely  active  in  health  legisla- 
tion. His  subcommittee  pulled  up  the  totals  to  the 
$170  million.  After  the  Senate-House  conference 
committee  disagreed  on  the  spending.  Representative 
Fogarty  carried  the  fight  to  the  floor,  where  he  per- 
suaded the  House  to  accept  all  of  the  higher  Senate 
figures. 

Other  federal  health  programs,  mainly  concerned 
with  disease  control  and  hospital  construction,  also 
fared  well  with  the  Congress.  The  Hill-Burton  pro- 
gram, for  construction  grants  to  hospitals,  has  $125 
million  for  the  current  year,  or  $14  million  more 
than  last  year.  For  vocational  rehabilitation  grants, 
the  figure  is  $41.5  million,  a $2.7  million  increase; 
for  general  public  health  assistance  to  States,  it  is 
$18.16  million,  a $600,000  increase;  for  Indian  health 
work,  it  is  $38  million,  a $3.3  million  increase. 

Salk  Vaccine 

With  Salk  vaccine  being  released  in  ever  expand- 
ing volume,  the  Public  Health  Service  is  urging 
States  and  communities  to  increase  the  priority  age 
to  20  and  to  use  up  supplies  as  fast  as  received. 
Said  Secretary  Folsom:  “I  urge  parents,  physicians, 
and  health  officials  to  cooperate  in  making  the 
maximum  use  of  the  increasing  supply  as  soon  as  it 
becomes  available  . . 
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Pilot  Examinations 

Civil  Aeronautics  Administration,  believing  the 
time  has  come  to  review  procedures  in  pilot  medical 
examinations,  has  hired  a private  organization  to 
conduct  a thorough  investigation  and  make  recom- 
mendations. Two  questions:  Should  lower  standards 
he  allowed  for  older,  experienced  pilots?  Should 
crew  members  and  ground  crewmen,  as  well  as 
pilots,  be  examined  periodically? 

Dr.  Scheele  Resigns 

Less  than  three  months  after  his  third  appoint- 
ment to  a four-year  term  as  Surgeon  General  of 
U.  S.  Public  Health  Service,  Dr.  Leonard  Scheele 
resigned  to  take  a post  in  the  pharmaceutical  indus- 
try so  he  could  “provide  more  properly”  for  his 
family". 

Civil  Defense 

Although  no  new  legislation  was  enacted  in  that 
field,  witnesses  at  a long  series  of  hearings  on  civil 
defense  were  pretty  much  in  agreement  that  the 
job  can  not  be  done  properly  unless  more  authority 
is  voted  to  the  Federal  Civil  Defense  Organization. 

Water  Pollution  Control  and  Sickness 
Survey  Bills  Pass 

Two  more  health  bills  have  passed  Congress  and 
been  sent  to  the  White  House  for  expected  presi- 
dential approval.  On  June  27  House  and  Senate  both 
took  final  action  on  conference  reports  on  the  water 
pollution  control  bill  (SS90)  and  the  sickness  survey 
bill  (S3076).  In  other  developments,  resolutions 
have  been  introduced  to  bring  the  1958  WHO 
meeting  to  this  country,  the  conferees  have  agreed 
on  a narcotics  control  bill,  and  the  House  committee 
has  favorably  reported  the  Senate-passed  Little 
Omnibus  Health  bill. 

President  to  Name  Two  Groups  on  Physical 
Fitness  of  Youth 

Plans  for  President  Eisenhower  to  name  two 
groups  to  deal  with  the  fitness  of  youth  were  dis- 
closed at  the  end  of  a two-day  Conference  on  Fit- 
ness of  American  Youth  held  at  the  Naval  Academy 
in  Annapolis.  One  w ill  be  a cabinet-level  group  to 
be  known  as  the  President’s  Council  on  Youth  Fit- 
ness; all  cabinet  officers  whose  departments  have 
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activities  affecting  youth  would  serve.  The  second 
is  a President’s  Citizens  Advisory  Committee  on 
the  Fitness  of  American  Youth;  it  would  be  com- 
posed of  key  citizens  from  various  walks  of  life. 

I he  American  Medical  Association  was  represented 
at  the  conference  by  Drs.  Elmer  Hess,  immediate 
past  president,  and  W.  W.  Bauer,  head  of  the  Bureau 
of  Health  Education.  The  conference  developed 
these  other  points:  (1)  need  for  a public  relations 
program  to  persuade  parents  of  necessity  for  early 
education  of  children  toward  physical  fitness,  (2) 
a national  survey  of  recreational  facilities,  their 
current  use  and  projected  number  of  children  in  the 
U.  S.  over  next  10  years,  (3)  necessity  for  complete 
physical  examination  of  young  people. 

President  Proposes  World  Education  Plan 

President  Eisenhower  has  advanced  a “schools  for 
peace”  proposal  bv  which  private  foundations  and 
American  universities  could  join  in  helping  the  free 
nations  meet  educational  needs  and  promote  world 
peace  by  establishing  science  and  cultural  centers. 

Mr.  Eisenhower  said  the  “w  hole  free  world  would 
be  stronger  if  there  existed  adequate  institutions  of 
modern  techniques  and  sciences  in  areas  of  the  w7orld 
where  the  hunger  for  knowledge  and  the  ability  to 
use  knowledge  are  unsatisfied  because  educational 
facilities  are  often  not  equal  to  the  existing  need. 
Do  we  not  find  here  a w orthy  challenge  to  America’s 
universities  and  graduates?”  the  President  asked. 

“I  firmly  believe  that  if  some  or  all  our  great 
universities,  strongly  supported  by  private  founda- 
tions that  exist  in  number  throughout  our  land, 
sparked  by  zeal  and  fire  of  educated  Americans, 
w ould  devote  themselves  to  this  task,  the  prospects 
for  a peaceful  and  prosperous  world  would  be 
mightily  enhanced.” 

Fhe  President  emphasized  that  he  was  not  think- 
ing of  American  schools  abroad  which  would  have 
the  primary  task  of  exporting  the  culture  of  the 
L’nited  States  to  other  nations.  He  declared  that  the 
staffs,  the  courses  of  study,  and  the  conduct  of  each 
school  “would  be  the  responsibility  of  the  people" 
among  whom  it  was  established. 

EDUCATION  PROGRAM  WOULD  BE  BASED  ON 
PARTNERSHIP  IDEA 

Its  purpose,  he  added,  would  be  to  help  the  coun- 
try in  which  it  was  set  up  “develop  its  human 
and  natural  resources”  and  at  the  same  time  channel 
back  to  the  United  States  “new  knowledge  and  vis- 
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dom  out  of  the  priceless  values  of  another  people’s 
traditions  and  proud  heritage.” 

He  asserted,  “Such  a voluntary  effort  in  people- 
ro-people  partnership  would  he  a dynamic,  a fruit- 
ful corollary  to  three  elements  already  effectively 
nr  w ork  in  our  governmental  foreign  policy. 

“To  our  atoms  for  peace  program. 

“To  our  efforts  to  establish  a climate  in  which 
universal  disarmament  can  go  forward. 

“To  our  long  sustained  campaign  for  the  exchange 
of  knowledge  and  factual  information  between 
peoples.” 

FTC  Files  New  Charges 

Makers  of  “Dolcin,”  whose  advertising  claims  in 
past  have  led  to  FTC  complications,  are  now  accused 
by  the  commission  of  pressuring  retailers  into 
favoring  this  over-the-counter  rheumatism  remedy 
in  violation  of  Clayton  Act.  Dolcin  Corp.,  of  New 
York,  is  charged  with  effecting  sales  and  merchan- 
dising deals  with  vendors  w hich  are  detrimental  to 
competing  products. 

Another  new  complaint  is  against  Invisible  Fens 
Service,  of  Chicago,  for  allegedly  misrepresenting 
in  advertising  the  properties  of  its  “Micro”  and 
“Micro-Wafer”  contact  lenses.  Preliminary  hearings 
in  both  cases  are  scheduled  for  August  28  in  New 
York  and  Chicago. 

In  response  to  another  complaint,  FTC  was  in- 
formed by  a Flint,  Michigan,  company  that  its  “O- 
Jib-Wa  Bitters”  will,  too,  arrest  progress  of 
arthritis,  relieve  backache  and  give  the  taker  pep 
and  vitality. 

Secretary  Defense  May  Modify 
Anti- Veterinary  Order 

Pentagon’s  recent  order  to  armed  services  to  do 
away  w ith  their  uniformed  veterinarians  may  not 
be  effectuated  as  speedily  as  Secretary  Defense 
Charles  F..  Wilson  planned.  In  response  to  a “how 
come?”  letter  from  Chairman  Carl  Vinson  (D— 
Georgia)  of  House  Armed  Services  Committee, 
Wilson  has  pledged  that  whatever  is  done  will  be 
in  the  best  interests  of  the  military  and  the  veteri- 
nary  officers  involved.  The  secretary  implied  that 
action  less  drastic  than  that  announced  originally  is 
now  contemplated  and  his  letter  invited  continued 
counsel  of  the  stern  Georgian,  legislative  watchdog 
of  the  armed  forces. 


Secretary  Wilson’s  plan— or  what  was  his  plan— 
was  to  supplant  V eterinary  Corps  personnel  with 
civilians  to  be  assigned  by  Agriculture  Department. 
Murray  subcommittee’s  harsh  atack  on  Agriculture’s 
handling  of  poultry  inspection  is  not  going  to  nur- 
ture this  idea  of  Wilson’s  on  Capitol  Hill. 

Joint  Commission  on  Mental  Health 
Announces  Private  Grant 

I lie  first  substantial  grant  from  a private  source 
for  the  Joint  Commission  on  Mental  Illness  and 
Health  has  been  announced  by  Director  Jack  R. 
Ewalt.  A grant  of  $25,000  has  been  made  by  the 
Smith,  Kline  & French  Foundation  of  Philadelphia 
for  general  support  of  the  commission.  It  is  making 
a three  year  study  of  mental  health  problems.  The 
commission  will  appraise  present  mental  health 
knowledge  and  methods,  point  out  gaps  and  find 
new  approaches  to  solving  mental  illness  problems. 
Dr.  Kenneth  Appel  of  Philadelphia  is  president  of 
the  commission,  and  Dr.  Leo  Bartemeier,  chairman 
of  the  American  Medical  Association's  Council  on 
Mental  Health,  is  chairman  of  the  commission  board 
of  trustees.  Congress  voted  the  commission  $1,250,- 
000  for  its  work,  and  additional  funds  w ere  to  come 
from  nongovernmental  sources. 

Loan  Rules  for  Nursing  Homes, 
Hospitals  Fixed 

Small  Business  Administration,  a Federal  agency, 
is  now  ready  to  make  loans  to  proprietary  nursing 
homes,  hospitals  and  “similar  privately  owned  health 
facilities.”  The  phrase  in  quotation  marks  is  taken 
from  SBA’s  new  guide  sheet,  w hich  is  scheduled  to 
be  distributed  among  its  national  field  offices  soon. 
Whether  group  practice  clinics  are  to  be  in- 
cluded as  “similar”  is  still  undecided.  Medical  and 
dental  laboratories  will  be  eligible  for  government 
loan  assistance  provided  they  are  operated  for  profit, 
like  the  hospitals  and  nursing  homes. 

Hospitals  up  to  50  beds  (excluding  bassinets  and 
cribs)  and  nursing— or  convalescent— homes  up  to 
30  beds  may  qualify  for  loans.  In  States  requiring 
licenses,  this  condition  must  be  met.  Owners  and 
operators  must  be  competent  and  of  good  character, 
with  local  professional  societies  to  be  relied  on  by 
SBA  as  suppliers  of  references.  Community  need  also 
will  be  taken  into  account,  and  in  this  regard  the 
State’s  Hill-Burton  hospital  expansion  plan  and  its 
priority  listings  w ill  be  an  important  factor. 
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In  all  instances,  the  facility  for  which  a loan  is 
requested  must  he  shown  to  he  privately  owned  and 
operated  for  profit.  Laboratories,  to  qualify,  may  he 
owned  and  operated  either  independently  or  co- 
operatively. 

Maximum  interest  rate  is  six  per  cent.  SBA  loans 
are  made  direct  to  borrower  or  in  participation  with 
banks  lending  io  per  cent  or  more  of  the  total 
amount.  To  date  more  than  two  thirds  of  these 
small  business  loans  have  been  made  with  bank 
participation.  Guide  lines  for  this  extension  of 
SBA’s  operations  into  health  care  field  are  fuzzy, 
particularly  on  definitions,  but  doubtless  thev  will 
be  sharpened  bv  experience. 

Administration  Offers  Bill  to  Promote 
Health  Insurance 

After  months  of  conferences  with  representatives 
of  commercial  companies  and  nonprofit  health  in- 
surance groups,  the  Administration  is  proposing  a 
waiver  of  antitrust  laws  to  allow  small  companies 
to  pool  resources  so  as  to  further  the  extension  of 
coverage. 

This  approach  was  taken  after  Secretary  Folsom 
was  informed  that  officials  of  some  of  the  smaller 
companies  were  the  only  carriers  interested  in 
federally  sponsored  pooling  arrangements. 

Major  provisions  of  the  proposed  legislation:  i. 
Pooling  would  be  permitted  among  companies  doing 
less  than  one  per  cent  of  the  total  commercial  health 
insurance  business,  and  among  voluntary  associa- 
tions such  as  Blue  Cross  and  Blue  Shield.  2.  Each 
such  arrangement  would  have  to  be  approved  by  the 
Secretary  of  HEW,  after  consultation  with  the  Fed- 
eral Trade  Commission  and  after  the  plan  had  been 
approved  by  the  Attorney  General.  3.  Facts  and 
experience  developed  by  the  pool  w ould  have  to  be 
made  public,  for  use  by  all. 

In  announcing  the  proposal,  a statement  from 
HEW  said:  “It  is  contemplated  that  a variety  of 
pools  might  be  formed  to  meet  special  needs.  Several 
organizations  could  jointly  employ  a staff,  such  as 
statisticians,  actuaries,  or  marketing  experts,  to 
develop  improved  policies  and  to  develop  methods 
of  extending  them  to  more  people.  Members  of  the 
pool  could  share  in  the  risks  of  the  expanded  cover- 
age. Each  of  the  members  of  the  pool  would  have 
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the  advantage  of  a wider  range  of  information, 
study,  and  experience  than  any  one  organization 
could  obtain  alone.  Many  insuring  organizations, 
because  of  limited  resources,  now'  find  it  difficult 
or  impossible  to  experiment  with  new  and  complex 
forms  of  coverage  or  to  solve  difficult  marketing 
situations.  The  bill  cites  four  areas  where  additional 
progress  is  particularly  needed:  protection  against 
especially  severe  or  costlv  illness,  and  coverage  for 
older  persons,  for  those  in  rural  areas,  and  for  per- 
sons with  physical  impairments.” 


VA  Residency  in  Anesthesiology 

Veterans  Administration  announced  it  has  devel- 
oped a plan  for  career  residency  training  in  anes- 
thesiologv  for  full-time  physicians  in  order  to  over- 
come the  acute  shortage  of  certified  anesthesiolo- 
gists in  VA’s  Department  of  Medicine  and  Surgery. 
The  program  will  begin  July  1,  1956,  in  VA  hos- 
pitals at  Bronx,  N.  V.;  Hines,  Illinois;  Richmond, 
Virginia;  St.  Louis,  Missouri,  and  at  the  VA  center 
in  Los  Angeles,  California. 

The  new'  plan  will  not  be  a substitute  for  the 
regular  residency  program,  nor  will  it  interfere 
with  the  program  now  in  effect.  The  plan  has  an 
obligated  service  requirement  of  two  vears.  Prior 
service  in  VA  is  not  a requirement  as  long  as  the 
obligated  service  contract  is  signed. 

The  essential  features  of  the  program  are: 

1.  Formal  residency  training  will  be  provided  at 
VA  hospitals  approved  for  residency  training  bv  the 
American  Medical  Association  and  the  American 
Board  of  Anesthesiology. 

2.  Appointment  of  VA  physicians  will  be  restrict- 
ed to  physicians  in  intermediate  and  lower  grades. 

3.  Physicians  to  be  eligible  for  such  training  must 
be  approved  bv  the  manager  and  the  deans  com- 
mittee of  the  training  hospital  concerned. 

Further  information  may  be  obtained  from  the 
managers  of  the  hospitals  designated  for  the  training 
or  from  the  director.  Surgical  Service,  Veterans  Ad- 
ministration, Washington  25,  D.  C. 

Similar  programs  are  in  effect  for  the  VA  neuro- 
psychiatric service,  for  the  physical  medicine  and 
rehabilitation  service,  and  for  the  radiology  service. 
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coupon  on  this  page. 

Connecticut  State  Medical  Society 

160  St.  Ronan  Street 

New  Haven  11,  Connecticut 

Enclosed  is  a check  for  $1.25.  Please  send  a copy 
of  the  AMA  office  plaque,  “To  All  My  Patients.” 

Name  

Office  Address 
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COMMITTEE  ON  PUBLIC  RELATIONS 

William  G.  H.  Dobbs,  Torrington 
Chairman 

Harold  A.  Bergendahl,  Norwich 
James  C.  Canniff,  Torrington 


D.  Olan  Meeker,  Riverside 
Harry  C.  Knight,  Middletown 
Stewart  P.  Seigle,  Hartford 


James  F.  Jones,  Danielson 
James  H.  Root,  Jr.,  Waterbury 
William  A.  Richardson,  Noroton 
Associate  Member 


Fairfield  County  Medical  Association  Plans 
Third  Anual  Exhibit  at  Danbury  Fair 

rhe  third  annual  health  exhibit  to  be  sponsored 
by  the  Fairfield  County  Medical  Association  is  being 
planned  for  display  at  the  Danbury  Fair  September 
29  - October  7. 

At  the  fair  last  year  the  association  sponsored  an 
exhibit  on  weight  control  which  attracted  thousands 
of  fairgoers  and  an  exhibit  depicting  organs  of  the 
human  body  proved  equally  successful  the  first  vear 
of  the  project. 

1 he  subject  of  the  exhibit  this  year  is  currently 
being  considered  by  the  committee  in  charge  and 
will  be  announced  soon.  The  committee  is  also 
planning  coverage  of  the  exhibit  during  fair  hours 
by  teams  of  physicians  to  make  authentic  health 
information  available  to  the  public. 

Members  of  the  planning  committee  are:  D.  Olan 
Meeker,  Riverside,  chairman;  Edwin  R.  Connors 
and  M.  David  Deren,  Bridgeport;  Frederick  W. 
Finn,  Greenwich;  Louis  Rogol,  Derby;  E.  T remain 
Bradley,  South  Norwalk  and  Halsey  Bullen,  Stam- 
ford. 

Newsletter  Expanded  to  Increase  Informa- 
tion on  Federal  Medical  Services 

The  committee  on  Federal  Medical  Services, 
AMA  Council  on  Medical  Service,  recently  pub- 
lished the  first  issue  of  an  expanded  newsletter  to 
make  available  to  physicians  an  increasing  flow  of 
information  concerning  the  nature  and  extent  of 
nonmilitary  government  medical  care  programs. 

The  committee  also  plans  to  expand  the  informa- 
tion service  to  a program  of  public  education  when 
feasible. 

The  first  issue  of  Federal  Medical  Services  News- 
letter points  out  that  the  mailing  list  has  been  ex- 
panded to  include  all  county  societies  and  all  com- 
mittees concerned  with  programs  of  government 
medical  care. 


"Medical  Horizons”  Will  Continue  Popular 
TV  Series  in  September 

I he  popularity  of  the  national  health  education 
television  series  “Medical  Horizons”  has  encouraged 
its  continuation  over  a greatly  expanded  TV  net- 
work next  season. 

Beginning  Sunday,  September  9,  “Medical  Hori- 
zons” will  be  seen  at  4:30  p.  m.,  e.  d.  t.,  each  Sunday 
over  85  stations  of  the  American  Broadcasting  Com- 
pany television  network. 

1 he  format  of  the  series  will  remain  the  same. 
Don  Goddard,  veteran  newscaster,  will  return  as 
narrator  and  Dr.  V illiam  1 . Strauss  will  continue  as 
medical  supervisor. 

Programs  in  the  new  39  week  series  will  include 
everyday  medical  problems  as  well  as  accounts  of 
medical  progress  against  major  diseases. 

In  some  areas  stations  may  telecast  the  programs 
at  unscheduled  times  and  these  w ill  be  announced  in 
local  newspapers.  The  series  is  presented  by  Ciba 
Pharmaceutical  Products,  in  cooperation  with  the 
American  Medical  Association. 

Booklet  for  Industrial  Nurses  Prepared 
by  AMA 

1 he  AMA  Council  on  Industrial  Health  has  an- 
nounced publication  of  a new  booklet  on  guides 
and  procedures  for  industrial  nurses  which  is 
proving  useful  for  physicians  in  charge  of  industrial 
medical  departments. 

I itled  “Guiding  Principles  and  Procedures  for 
Industrial  Nurses,  the  booklet  contains  information 
on  qualifications,  relationships  and  responsibilities 
of  industrial  nurses,  d he  36  page  booklet  also  con- 
tains a list  of  standard  procedures  with  space  pro- 
vided for  physicians  to  insert  preferred  or  alternate 
instructions. 

More  than  15,000  copies  of  the  pamphlet  have 
been  distributed  since  publication  in  February. 
Single  copies  are  available  from  the  Council  free  of 
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charge  and  quotations  on  quantity  prices  may  he 
obtained  from  the  AMA  Order  Department. 

American  College  of  Radiology  Announces 
Quarterly  Informational  Bulletin 

A new  quarterly  publication  concerning  the  role 
of  radiology  in  modern  medical  care  has  been  an- 
nounced by  the  American  College  of  Radiology. 

The  first  issue  of  the  publication,  titled  Radiolo- 
gist, was  recently  distributed  with  a covering  letter 
requesting  reader  comments.  It  is  published  in  maga- 
zine format,  8 Vi  X 11  inches,  and  contains  many 
illustrations.  The  first  issue  of  12  pages  carries 
articles  on  training  in  radiology,  the  value  of  x-rays 
in  diagnosis,  mass  screening  programs,  protection 
against  atomic  radiation  and  a number  of  other 
topics.  The  editors  state  the  publication  will  also 
discuss  medical  economics  and  will  be  distributed 
by  mail  and  through  physicians’  offices  and  hos.- 
pitals. 

New  Pamphlet  Available  on  Mechanical 
Quackery 

The  Bureau  of  Investigation  of  the  AMA  has 
issued  a new  pamphlet  on  mechanical  quackery.  1 he 
attractive  threefold  leaflet  describes  quackery  in 
general  and  contains  photographs  and  descriptions 
of  ten  mechanical  devices.  It  also  contains  informa- 
tion concerning  notorious  fraud  cases  and  a check 
list  for  easier  identification  of  the  practices  of 
quackery. 

The  bureau  plans  to  distribute  the  pamphlet  with 
an  exhibit  on  mechanical  quackery  at  medical 
society  meetings,  health  fairs,  museums  and  state 
or  county  fairs.  It  is  also  available  for  distribution 
by  mail. 
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Headquarters  First  Army 
Governors  Island,  New  York  4,  New  \ ork 
Office  of  the  Surgeon 

18  June  1956 


To  the  Editor: 

In  a number  of  cases  physicians  and  hospitals 
have  accepted  for  emergency  treatment  members  of 


the  U.  S.  Army  w ho  were  in  an  Absent  Without 
Official  Leave  (AWOL)  status.  Upon  subsequent 
submission  of  vouchers  for  payment,  the  physician 
or  hospital  has  had  to  be  informed  that  current 
regulations  preclude  the  payment  from  public 
funds  for  medical  treatment  rendered  military  per- 
sonnel in  an  AWOL  status. 

In  an  effort  to  inform  interested  persons  of  the 
means  whereby  payment  may  be  authorized  for 
emergency  treatment  of  an  individual  who  is  first 
seen  in  an  AWOL  status,  it  is  believed  that  your 
Society  might  wish  to  publicize  the  proper  proce- 
dure through  your  State  Journal. 

Upon  the  acceptance  by  a hospital  or  physician  of 
an  individual  in  the  military  service  (Army,  Navy 
or  Air  Force),  immediate  report  should  be  made  to 
the  nearest  military  facility  of  the  illness  or  injury. 
This  procedure  should  be  accomplished  w hether  the 
individual  is  absent  with  or  without  official  leave 
in  order  that  his  parent  organization  may  be  in- 
formed of  his  continued  absence  by  reason  of  illness 
or  injury.  If  the  individual  is  in  an  AWOL  status, 
the  report  of  his  location  and  illness  or  injury  con- 
stitutes a return  to  military  control  and  in  effect 
terminates  his  AWOL  status.  The  government  sub- 
sequently becomes  responsible  for  payment  of  his 
medical  care  by  civilian  agencies.  T hese  statements 
apply  to  practically  every  situation  except  those 
unusual  cases  in  which  an  individual  is  engaged  in 
a criminal  act  or  when  unauthorized  medical  care 
is  furnished  for  a condition  that  is  not  an  emer- 
gency. Also,  the  assumption  must  be  made  that  one 
service  will  act  for  the  other  in  the  matter  of  relay- 
ing the  information  to  the  parent  organization. 

Statements  of  account  for  payment  may  be  for- 
warded to  the  individual’s  commanding  officer  who 
will  transmit  them  to  their  proper  destination.  1 he 
processing  of  an  account  involves  a matter  of  weeks 
but  payment  is  certain  when  emergency  medical 
care  is  rendered  a bona  fide  member  of  the  military 
service  w ho  is  not  AWOL  and  who  is  not  engaged 
in  a criminal  act. 

If  further  inquiry  is  desired,  you  are  invited  to 
address  correspondence  to  Surgeon,  First  Army, 
Governors  Island,  New  York. 

Very  truly  yours, 

H.  W.  Glattlv, 

Brigadier  General,  MG 
Surgeon 
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The  Pelger-Huet  anomaly  of  the  leucocytes  con- 
sists of  arrested  segmentation  of  the  granulocytic 
nuclei  at  the  two-lobe  level  (Klein  et  al .,  New 
Eng.  Jour.  Med.,  253:24,  pp.  1057-1061).  The  result 
of  this  anomaly  is  that  there  appear  an  increased 
number  of  stab  or  younger  granulocytes,  and  the 
rest  show  two  segments,  w ith  only  a rare  cell  con- 
taining 3 segment  nuclei.  The  anatomy  is  a nonsex- 
linked  single  mendelian-dominant  characteristic. 
The  heterozygote  state  is  of  no  pathologic  signifi- 
cance. The  homozygote  state,  proved  lethal  in 
animals,  has  been  reported  in  only  one  case  (human) 
so  far. 

# # # * 

Hanson  and  Denman  point  out  that  arterioscler- 
otic aneurism  of  the  abdominal  aorta  must  be  con- 
sidered in  the  differential  of  abdominal  pain  in  the 
elderly  (G.  F.,  XLL:6,  pp.  69-73).  In  the  opinion 
of  the  authors  in  the  presence  of  a known  aneurism, 
pain  is  an  indication  for  surgery  for  the  reason  that 
a rupture  is  imminent.  Obviously  these  aneurisms 
are  not  discovered  early.  Many  patients  with  ab- 
dominal aneurism  experience  no  symptoms  until  the 
totally  unexpected  occurrence  of  rupture  with  clini- 
cal evidence  of  acute  abdomen  and  shock.  These 
are  ominous  signs  and  immediate  surgery  is  urgently 
indicated.  Where  possible,  resection  and  transplant 
is  the  procedure  of  choice. 

* # # # 

Mullins  and  Shapiro  are  the  authors  of  “A  Clinical 
Evaluation  of  Hydrocortisone  Ointment”  (G.  P., 
X 1 1 : 5 , pp.  59-61).  They  treated  three  hundred 
patients  representing  a variety  of  inflammatory 
dermatoses  by  local  applications  of  hydrocortisone 
acetate  or  hydrocortisone  free  alcohol.  Concentra- 
tions of  1 per  cent  and  2 x/i  per  cent  were  used  in  a 
vanishing  cream  base. 

The  results  were  generally  good.  Dermatosis  in 
thin-skinned  areas  was  especially  responsive.  Patients 
with  itching  obtained  almost  instantaneous  relief. 
Patients  with  pruritus  of  the  anus,  vulva  or  scrotum 
were  promptly  made  more  comfortable. 

Hydrocortisone  ointment  is  not  a panacea.  It  does 
make  the  patient  more  comfortable  while  other 
specific  measures  are  brought  into  use. 


Spontaneous  Pneumothorax  is  usually  the  result 
of  a fistula  at  the  site  of  a ruptured  pleural  bleb 
(Storey  et  al.,  G.  F.,  XII: 5,  pp.  62-68).  The  onset 
of  symptoms  is  sudden,  with  chest  pains  and 
dyspnoea.  Intrapleural  pressure  measurements  soon 
reveal  whether  or  not  the  fistula  is  still  open. 

1 reatment  should  be  directed  toward  a method 
that  insures  rapid  expansion  of  the  lungs.  The 
authors  suggest  the  waterseal  as  the  simplest.  When 
fluid  or  blood  is  present  it  should  be  removed  as 
completely  as  possible.  Occasionally  a surgical 
emergency  develops  because  of  bleeding  at  the  site 
of  a torn  pleural  adhesion. 

* # * * 

Bloxsom  lists  the  medical  emergencies  of  the  peri- 
natal period  in  the  following  order  of  importance 
(Texas  State  Jour.  Med.,  51:12,  pp.  799-803). 
Erythroblastosis  fetalis  untreated  gives  a mortal- 
ity rate  of  46.2  per  cent  and  treated  6.2  per  cent 
(Weiner).  The  indications  for  an  exchange  trans- 
fusion are  a positive  Coombs’  test  in  an  Rh-positive 
infant  delivered  of  an  Rh-negative  mother  whose 
antibody  titer  is  above  eight  units  by  the  albumin- 
plasma  technicpie.  Pneumonia  is  a common  cause  of 
death  among  premature  infants.  Dr.  Bloxsom  sug- 
gests the  giving  to  such  infants  intramuscularly  an 
antibiotic  (kind  not  indicated).  Anoxia  is  a not  un- 
common perinatal  emergency.  Its  great  interest 
today  lies  in  how  much  oxygen  is  to  be  given  and 
the  relation  of  oxygen  tension  to  retrolental  fibro- 
plasia. Other  causes  include  fetal  death  from  cesarean 
section.  1 he  trouble  here  is  primarily  edema  of  the 
brain  and  hyaline  membrane  disease,  w ith  the  pre- 
mature infant  being  affected  more  frequently  than 
the  term  infant.  Another  perinatal  complication 
occurs  with  maternal  diabetes,  and  includes  still- 
birth, slightly  higher  than  average  congenital  ab- 
normalities, excessive  size  of  the  foetus,  and  hyaline 
membrane  disease.  Malformation  and  prematurity 
are  discussed  at  some  length. 

Dr.  Bloxsom  points  out  that  perinatal  mortality 
has  been  lowered  and  will  be  lowered  further 
through  the  close  teamwork  of  the  physician  de- 
livering the  infant,  the  anesthetist,  and  the  pedia- 
trician during  the  entire  perinatal  period. 
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“The  Rational  Management  of  Acute  Pancreati- 
tis” is  flic  subject  of  a lengthy  discussion  by  1 lau- 
brich  (Ohio  State  Med.  Jour.,  51:11,  pp.  1085-1088). 
Dr.  Haubrich  is  of  the  opinion  that  formerly  acute 
pancreatitis  escaped  detection  in  many  instances  of 
acute  abdominal  pain,  ascribed  to  “acute  indiges- 
tion" or  mislabeled  as  peptic  ulcer,  cholecystitis  or 
angina  pectoris.  Now  that  the  determination  of 
serum  pancreatic  enzymes  (at  least  amylase,  if  not 
lipase)  is  a laboratory  procedure  that  is  almost  uni- 
versally available,  it  can  be  stated  that  the  proper 
management  of  any  case  suspected  to  be  acute 
pancreatitis  begins  with  the  drawing  of  blood  for 
serum  amylase  concentration. 

The  approach  to  the  therapy  of  acute  pancreatitis 
may  be  divided  roughly  into  three  phases:  (1)  the 
restoration  of  normal  hemodynamics  if  shock  has 
supervened,  (2)  the  relief  and  control  of  pain,  and 
(3)  the  inhibition  of  known  stimuli  to  pancreatic 
secretion,  i.e.,  “pancreatic  rest.” 

With  our  present  day  sensitive  tests  the  majority 
of  cases  of  acute  pancreatitis  are  relatively  benign 
(the  only  pathological  change  being  acute  edema 
of  the  pancreas).  Shock  in  these  cases  is  often 
absent.  If  shock  is  present,  isotonic  glucose  solution 
in  distilled  water  or  in  “normal’  saline  should  be 
administered  at  once.  The  recent  development  of 
“plasma  expanding”  solutions,  notably  dextran,  may 
furnish  an  ideal  correction  for  the  shock  of  acute 
pancreatitis.  Among  vasopressor  substances,  nore- 
pinephine  (arterenol,  levophed)  seem  to  be  the 
drugs  of  choice. 

The  author  suggests  that  pain  be  controlled  with 
demerol,  or  pantapon.  1 he  dose  should  be  small  and 
repeated  at  frequent  intervals.  (The  so-called 
“atropine  effect”  of  both  these  drugs  is  absent  in 
large  doses).  The  author  stresses  the  fact  that  the 
simplest  means  of  controlling  pain  in  acute  pan- 
creatitis is  the  judicious  use  of  centrally  acting 
analgesics  given  parenterally. 

Selective  analgesia  may  be  obtained  by  paraverte- 
bral sympathetic  block.  In  skilled  hands  epidural 
block  has  found  recent  favor.  However,  it  should 
be  pointed  out  that  selective  nerve  block  does  not 
materially  alter  the  pathologic  physiology  of  the 
disease. 

Secretin  is  probably  not  the  only  humoral  stimu- 
lant of  pancreatic  secretion  but  it  is  the  most  potent 
agent  recognized.  The  elaboration  of  secretin  may 
be  most  effectively  inhibited  by  depression  of  the 


gastric  juice.  First,  the  patient  is  permitted  no  food 
by  mouth,  and  an  indwelling  stomach  tube  is  in- 
serted. 1 he  tube  should  be  positioned  and  retained 
proximal  to  the  pylorus.  Intermittent  aspiration  is 
applied  by  means  of  a Wangensteen  apparatus.  In 
this  regimen  especial  vigilance  must  be  directed  to 
the  adequate  maintenance  of  body  fluids  and  elec- 
trolytes. No  absolute  criteria  can  be  given  for  the 
relief  of  intermittent  gastric  aspiration.  Pain,  nausea 
and  vomiting  should  be  abated  before  the  stomach 
tube  is  withdrawn  (usually  24  to  72  hours).  Oral 
antacids  are  continued  in  effective  doses.  The  return 
to  normal  in  the  serum  amylase  concentration  per- 
mits cautious  relaxation  of  the  strictest  measures. 
Small  oral  feedings  are  allowed  at  the  beginning 
of  feedings. 

Hyperglycemia  may  occasionally  be  encountered. 
1 he  imprudent  use  of  insulin  to  combat  this  inno- 
cent manifestation  can  be  harmful.  No  patient  with 
impending  shock  can  well  tolerate  hypoglycemia. 

Supplementing  atropine,  especially  in  the  presence 
of  calculous  biliary  tract  disease,  may  be  helpful  in 
reducing  spasm  of  smooth  muscle  in  the  ductal 
system  involved. 

# # # # 

Ward  in  a discussion  of  “Intussusception  In  Chil- 
dren” sugests  that  the  barium  enema  as  an  emer- 
gency procedure  seems  to  be  safe  and  is  often  an 
adequate  therapeutic  measure  ( Jour.  Maine  Aled. 
Assoc.,  47:1,  pp.  1 1 - 1 3 ) . However,  if  a doubt  re- 
mains about  an  adequate  reduction  following  a 
barium  enema,  surgery  should  be  performed  at  once. 

A barium  enema  should  be  used  with  some  cau- 
tion. The  rule  is  no  more  than  three  and  one-half 
feet  of  pressure,  no  strenuous  manipulation  of  the 
abdomen,  the  presence  of  the  surgeon  during 
fluoroscopy,  and  operation  immediately  if  there  is 
any  doubt  as  to  complete  and  permanent  reduction. 

Dr.  Ward  properly  calls  attention  to  the  fact  that 
intussusception  in  children  is  in  many  ways  a differ- 
ent disease  from  that  occurring  in  adults.  In  chil- 
dren the  etiology  is  usually  unknown,  the  patient  is 
acutely  ill  and  requires  immediate  treatment. 

Mortality  varies  from  five  to  fifteen  per  cent  in 
most  series,  u hether  treated  with  barium  enema  or 
surgery.  Most  deaths  occur  in  children  with  symp- 
toms lasting  longer  than  forty-eight  hours.  Recur- 
rences vary  from  one  half  to  five  per  cent,  being 
possibly  more  frequent  in  those  treated  by  barium 
enema. 
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James  D.  McGaughey,  M.D. 
1882  - 1956 


On  April  18,  1956  the  Meriden-Wallingford 
Medical  Society  lost  a most  distinguished  member 
and  colleague,  James  1).  McGaughey.  A life-long- 
resident  and  dean  of  Wallingford  physicians,  Dr. 
McGaughey  was  born  in  1882,  attended  local 
schools,  then  Choate  and  Lawrenceville,  and  re- 
ceived his  medical  degree  from  Jefferson  Medical 
College  in  Philadelphia  where  his  father  also  re- 
ceived his  medical  degree.  He  enlisted  in  the  Medical 
Corps  in  1917,  saw  active  service  overseas  and 
received  the  commission  of  Major.  He  was  president 
of  the  New  Haven  County  Medical  Society  and 
was  for  many  years  medical  examiner  for  Walling- 
ford. He  was  also  school  doctor  at  Choate  School, 
director  of  the  Meriden  Hospital,  and  was  active  in 
the  American  Legion,  local  Red  Cross  and  Visiting 
Nurse  Association. 

During  his  long  years  of  practice  he  observed 
the  highest  principles  of  medical  ethics;  he  was 
respected  by  his  associates  and  beloved  by  his 
patients.  Possessed  of  a genial  personality,  he  was 
especially  known  for  his  keen  sense  of  humor  and 


had  a gift  for  telling  stories,  particularly  about  the 
early  days  of  his  practice.  He  was  keenly  interested 
in  all  civic  issues  and  gave  generously  of  his  time 
and  energy  where  they  were  involved.  At  town 
meetings,  where  important  issues  involving  the 
community  were  at  stake,  Dr.  Jim  could  be  a very 
forceful  and  convincing  speaker. 

He  retired  from  active  practice  a few  years  ago, 
because  of  his  health,  and  died  at  Gaylord  Farm  of 
cardiac  failure.  He  is  survived  by  his  widow,  Mrs. 
Helen  Cox  McGaughey,  his  daughter,  Miss  Evelyn 
McGaughey,  and  his  son,  Dr.  James  D.  McGaughey, 
III. 

We  of  the  Meriden-Wallingford  Medical  Associa- 
tion have  sustained  a deep  loss  in  his  passing  and 
he  will  long  be  remembered  with  affection. 

Mark  T.  Sheehan,  M.n. 


William  Core  Duffy,  M.D. 
1889  - 1956 


Dr.  William  Core  Duffy  was  born  in  New  Bern, 
N orth  Carolina,  April  23,  1889,  son  of  Hervey 
Biddle  Duffy  and  Juliet  A.  Core  Duffy.  He  received 
his  early  education  in  the  South,  graduated  from 
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Wake  Forest  College,  North  Carolina,  and  received 
his  m.d.  from  Johns  Hopkins  in  1914. 

After  tw  o years  internship  at  Baltimore  City  1 los- 
pital,  he  spent  a summer  as  voluntary  assistant  in 
pathology  at  the  Mayo  Clinic,  Rochester,  Minne- 
sota, and  then  w as  Assistant  Pathologist  and  Assist- 
ant Resident  Surgeon  at  Johns  Hopkins  until  1918. 
He  then  entered  military  service  and  w ent  to  France 
as  1 st  Lieutenant,  Medical  Corps,  Mobile  Operating 
Unit  Number  One. 

After  discharge  from  service  in  1919  he  came  to 
New  Haven  Hospital  where  he  served  as  Assistant 
Surgical  Pathologist  and  Assistant  Resident  in  Sur- 
gery. In  1922  he  was  appointed  Assistant  Attending 
Surgeon  at  Grace  Hospital  and  New  Haven  Hos- 
pital and  later  was  Assistant  Professor  of  Clinical 
Surgery  in  Yale  Medical  School. 

He  practiced  general  surgery  with  home  and 
office  at  55  Trumbull  Street  and  later  at  608  \\  hit- 
ney  Avenue.  He  was  Industrial  Surgeon  for  Ameri- 
can Steel  & Wire  Co.  for  30  years,  and  also  several 
other  industries  including  A.  C.  Gilbert  Co.,  Ameri- 
can Tube  Bending  Co.,  and  Panel  Surgeon  for  New 
Haven  Railroad.  He  was  for  many  years  Visiting 
Surgeon  at  Griffin  Hospital,  Derby. 

In  1918  Dr.  Duffy  married  Marie  Barron  of  Balti- 
more, who  died  in  1945.  Three  children  survive; 
Mrs.  Philip  H.  Wootton,  Jr.  of  Darien,  Mrs.  Robert 
Smith  of  Meriden,  and  William  Core  Duffy,  Jr. 
of  New  Haven.  In  1950  he  married  Elizabeth  Carroll 
Farrand  of  Hamden,  who  survives  him  with  two 
sons,  John  Biddle  Duffy,  four,  and  David  Nixon 
Duffy,  three.  There  are  also  seven  grandchildren. 

Dr.  Duffy  was  a member  of  New  Haven,  City, 
County,  State  Societies  and  the  American  Medical 
Association,  Johns  Hopkins  Surgical  Society,  Grad- 
uates Club  of  New  Haven,  and  Sigma  Chi  Honor 
Society.  He  was  a Fellow  of  American  College  of 
Surgeons  since  1921. 

Because  of  physical  disability  he  retired  from 
practice  in  1954  and  died  May  4,  1956.  He  was 
buried  in  his  home  town  of  New  Bern,  North  Caro- 
lina. 

Dr.  Duffy  was  a cpiiet,  unassuming  person,  with  a 
remarkable  inborn  sense  of  humor  and  wit.  He  was 
a regular  attendant  at  medical  and  staff  meetings  and 
was  always  ready  to  assume  his  share  of  professional 
duties.  He  will  be  greatly  missed  by  his  medical 
associates,  personal  friends,  patients  and  his  family. 

Ralph  W.  Nichols,  m.d. 
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SPECIAL  NOTICES 

SOCIETY  LEADERS  INVITED  TO  AMA’s  PR 
INSTITUTE 

Concentrating  on  just  one  big  public  relations  meeting 
this  year,  the  American  .Medical  Association  announces 
plans  for  its  1956  PR  Institute  to  be  held  August  29-30  at 
Chicago’s  Drake  Hotel.  I his  two-day  session  will  combine 
the  socio-economic  discussions  formerly  reserved  for  the 
PR  Conference  with  the  idea  exchanges  usually  on  the 
Institute  program. 

Tentatively  scheduled  arc  discussions  on:  Science  Fairs, 
legislation,  membership  indoctrination,  tested  public  rela- 
tions activities,  and  the  outlook  for  next  year.  In  addition, 
a half  day  will  be  devoted  to  a radio-television  workshop 
on  local  programming.  Three  new  films  also  will  be 
premiered:  “The  Case  of  the  Doubting  Doctor” — AMA’s 
new  membership  film;  “On  Impact” — crash  injury  report 
produced  by  the  Ford  Motor  Company  in  cooperation  with 
the  AMA,  and  “Probe” — pilot  film  of  a new  CBS  medical 
detective  series  produced  in  cooperation  with  the  AMA.  A 
display  of  Association  exhibits  prepared  for  use  of  State  and 
county  medical  societies  will  be  shown,  including  the  newest 
one  entitled,  “We  Hear.” 

Especially  invited  are  the  men  and  women  who  work 
with  medical  society  public  relations  programs — society 
officers,  PR  committee  chairmen,  society  lay  personnel, 
auxiliary  PR  chairmen,  and  medical  school  PR  personnel. 
Registrants  will  be  the  guests  of  the  Association  at  luncheon 
sessions.  Room  reservations  should  be  made  directly  with 
the  Drake  Hotel. 


PEDIATRIC  FELLOWSHIP  PROGRAM 

A new  fellowship  program  designed  to  provide  an  oppor- 
tunity for  pediatricians  to  prepare  for  an  academic  career 
in  pediatric  education  with  an  emphasis  on  the  social  science 
and  psychological  aspects  of  pediatrics  will  be  initiated  next 
fall  by  the  department  of  pediatrics  of  the  State  University 
of  New  York  Medical  Center  in  Syracuse.  The  program 
will  make  it  possible  for  fellows  to  participate  in  confer- 
ences, seminars,  and  clinical  experiences  with  faculty  mem- 
bers in  the  fields  of  pediatrics,  child  psychiatry,  psychology, 
social  work,  sociology,  and  anthropology.  Opportunities  to 
explore  psychoanalytic  concepts  concerning  child  care  and 
rearing  will  also  be  available. 

The  program  provides  for  a 3 year  training  period  with 
the  appointment  of  one  fellow  each  year,  so  that  a maximum 
of  three  fellows  will  be  in  training  at  one  time.  Candidates 
should  have  completed  their  residency  training  in  pediatrics. 

This  program  is  being  supported  by  a grant  from  the 
Commonwealth  Fund.  Inquiries  should  be  addressed  to:  Dr. 
Julius  B.  Richmond,  Department  of  Pediatrics,  State  Uni- 
versity College  of  Medicine,  Syracuse  10,  N.  Y 
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American  College  of  Surgeons 
Sectional  Meeting,  San  Juan,  Puerto  Rico 
January  16-18,  1957 


Twenty-First  Annual  Congress  of  the 
United  States  and  Canadian  Sections 
International  College  of  Surgeons 
Palmer  House,  Chicago,  September  9- 13,  1956 

THE  DOCTOR’S  OFFICE 

C*o>0<><><><><><><><><><><^^  < < < « < ■<  ■ 

Monroe  Himelstein,  m.d.  announces  the  opening 
of  an  office  for  rhe  practice  of  surgery  at  85  Jeffer- 
son Street,  Hartford. 

Walter  F.  Jennings,  m.d.  announces  the  removal 
of  his  office  to  69  Gillett  Street,  Hartford. 

Lawrence  L.  Malinconico,  m.d.  announces  the 
opening  of  an  office  for  the  practice  of  obstetrics 
and  gynecology  at  137  Jefferson  Street,  Hartford. 

Harry  R.  Morse,  m.d.  announces  the  opening  of  an 
office  for  the  practice  of  ear,  nose,  throat  and 
broncho-esophagology  at  784  Farmington  Avenue, 
West  Hartford. 

John  B.  Thomas,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  internal  medicine  at  137 
Jefferson  Street,  Hartford. 

James  W.  T ierney,  m.d.  anounces  the  opening  of 
an  office  for  the  practice  of  obstetrics  and  gynecol- 
ogy at  7 Lafayette  Street,  Milford. 

Edward  P.  Wilmer,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  pediatrics  at  530 
Silas  Deane  Highway,  Wethersfield. 

Ernest  Segnalla,  Jr.,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  general  surgery  at 
131  Appleton  Ayenue,  Pittsfield,  Massachusetts. 

OUR  NEIGHBORS 

Maine 

Connecticut  was  well  represented  at  the  recent 
annual  meeting  of  the  Maine  Medical  Association 
held  at  The  Samoset,  Rockland,  Maine.  Curtiss  B. 
Hickox,  associate  anesthesiologist  at  the  Hartford 
Hospital,  addressed  the  scientific  session  on  “Modern 
Concepts  of  Oxygen  Therapy”  and  the  Maine 
Society  of  Anesthesiologists  on  “Problems  in  Clini- 
cal Anesthesia.”  Mrs.  F.  Erwin  Tracy  of  Middle- 
town,  chairman  of  the  National  Committee  on  Pub- 


lic Relations  of  the  Woman’s  Auxiliary  of  the 
American  Medical  Association,  addressed  the 
Woman’s  Auxiliary  of  the  Maine  Medical  Associa- 
tion. Stanley  B.  Weld  of  Hartford  represented  the 
Connecticut  State  Medical  Society  as  its  official 
delegate.  Former  interns  at  the  Hartford  Hospital 
registered  for  the  sessions  were  Alvin  Morrison  of 
Portland  and  Thomas  G.  Harvey  of  Fort  Fairfield, 
and  John  R.  Lincoln  of  Portland,  w ho  received  his 
training  in  anesthesiology  under  Dr.  Tovell  at  the 
Hartford  Hospital,  presided  at  one  of  the  scientific 
sessions  and  introduced  Dr.  Hickox.  Finally,  the  new 
president-elect  is  Francis  A.  Winchenbach  who  at 
one  time  in  his  career  played  baseball  on  the  Water- 
bury  semiprofessional  team. 


Connecticut  Regional  Blood  Program 

There  is  no  one  more  able  to  realize  the  unpre- 
dictability of  accidents  or  sickness  than  the  physi- 
cian. He  knows  from  his  own  life  the  numerous 
emergencies  which  he  has  to  attend  and  should, 
therefore,  from  personal  experience  be  able  to  con- 
vey to  his  patients  and  the  public  in  general  the 
ever  present  and  unpredictable  need  for  blood. 

During  the  summer  months  w hen  people  are  on 
vacation  it  is  natural  to  forget  amidst  pleasure  the 
fact  that  there  are  still  the  sick  and  suffering  in  hos- 
pitals. Unfortunately  blood  cannot  be  collected  in 
June  and  stored  through  the  summer,  being  perish- 
able. Vet  the  need  is  always  there. 

Admittedly  only  23.5  per  cent  of  the  total  blood 
used  in  hospitals  is  used  in  the  three  months’  sum- 
mer period.  Nonetheless,  this  amounts  to  a sizeable 
total  of  20,000  pints  to  be  secured  through  day  by 
day  recruitment. 

Any  help  the  physician  can  give  during  this  nor- 
mal period  of  scarcity  w ill  be  helpful  not  only  to 
himself  and  his  hospital  but  the  sick  people  to  whom 


he  is  dedicated. 

JULY  I,  1955 
THROUGH 
JUNE  JUNE  30, 

DONORS  1956  1956 

Donors  accepted  6,929  90,612 

Donors  rejected  798  10,687 


Donors  registered  7,7 27  101,299 

BLOOD  ISSUED  TO  HOSPITALS 

To  Connecticut  hospitals  from  center 74' 7 74,097 

Blood  collected  by  hospitals 479  9,7 <9 

To  out  of  State  hospitals 5 1,973 


7,901  85,789 

( Continued  on  page  672) 
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FAIRFIELD  STATE  HOSPITAL  DEDICATES  NEW  COCHRAN  HOUSE 


I he  Fairfield  State  Hospital,  Newtown,  gained 
facilities  for  300  additional  patients  June  19  when 
Cochran  House,  a new  $3,369,000  building,  was 
dedicated. 

Governor  Abraham  A.  Ribicoff,  principal  speak- 
er, cited  the  excellent  record  of  Connecticut  Mental 
Hospitals  and  Dr.  John  J.  Blasko,  Commissioner  of 
Mental  Health,  stressed  the  need  for  more  personnel 
to  enable  intensified  treatment  of  patients. 

Special  tribute  was  paid  to  Mrs.  Alice  Cochran  of 
Shelton,  for  w hom  the  building  is  named.  As  a mem- 
ber of  the  general  assembly  she  sponsored  the  bill 
which  established  the  hospital  in  1929  and  since  then 
has  devoted  considerable  time  to  its  activities. 

Dr.  William  F.  Green,  hospital  superintendent, 
described  the  features  of  the  new  building  and  the 


new  facilities  which  will  make  possible  intensified 
treatment  for  many  patients. 

Cochran  House  will  accommodate  300  patients 
in  12  wards.  The  normal  course  of  treatment  is 
planned  to  be  not  more  than  one  year  and  patients 
who  do  not  respond  in  that  time  will  be  transferred 
to  another  section  of  the  hospital. 

The  building  was  equipped  at  a cost  of  approxi- 
mately $300,000.  In  addition  to  the  wards,  it  pro- 
vides for  physician’s  offices,  two  conference  rooms, 
and  an  admitting  section  and  administrative  offices 
on  the  first  floor. 

A medical  library  is  located  on  the  second  floor 
and  also  a number  of  examination  and  treatment 
rooms.  Facilities  for  radiological  examinations, 
physiotherapy  and  nursing  education  are  housed  on 
the  third  floor  of  the  new  building. 
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PROVED  ANTICHOLINERGIC  EFFICIENCY 


Pro-Banthlne®  Provides 

Rapid  Relief  in  Acute  Pancreatitis 


Sites  of  Action  of  Pro-Bonthine 


Pro-Banthlne  inhibits  excessive  vagal  stimulation 
of  the  stomach  and  pancreas  and  reduces1 2 
both  gastric  and  pancreatic  secretions. 


With  use  of  the  Levin  tube  and  a 
drug  “such  as  Pro-Banthlne  . . . 
most  cases  of  acute  pancreatitis3 
will  subside  in  a few  hours,  or  at 
the  most,  in  a few  days.” 

Schwartz  and  Hinton  achieved4 
dramatic  relief  of  pain  in  four  of 
six  patients  with  acute  hemor- 
rhagic or  edematous  pancreatitis 
within  twenty  to  thirty  minutes 
after  giving  Pro-Banthlne  intra- 
muscularly. A dose  of  15  to  30 
mg.  may  be  repeated1  parenter- 
ally  at  intervals  of  six  hours. 

Pro-Banthlne  bromide  (brand 
of  propantheline  bromide)  also 
has  proved  highly  effective  in  the 
therapy  of  peptic  ulcer,  hyper- 
trophic gastritis,  diverticulitis,  bil- 
iary dyskinesia,  ileostomies  and 
genitourinary  spasm.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of 
Medicine. 


PEIVIC  NERVE 


1.  Jones,  C.  A.: 

(Sept.)  1955. 

2.  Zollinger,  R.  M.: 

323  (April)  1954. 

3.  Woodward.  E.  R.:  M.  Clin. 

America  36.115  (Jan.)  1954. 

4.  Schwartz,  I.  R.,  and  Hinton.  ,1.  W.: 
Personal  communication,  February, 
1955. 


Arch.  Int.  Med.  96.332 
Postgrad.  Med.  15: 
North 


Sites  of  Action  of  Pro-BanthTne.  The  principal  site  of  action  of 
Pro-Banthine  is  on  the  parasympathetic  system  where  it  exerts  a dual 
action  while  exerting  a single  and  lesser  action  on  the  sympathetic 
system:  (1)  parasympathetic  effector;  (2)  parasympathetic  ganglion; 
(3)  sympathetic  ganglion  (see  arrows). 
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(cowi  cticui  moon  program) 


PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma 115  959 

Processed  into  packed  cells 2 58 

Processed  into  liquid  plasma 1,950  1 3,345 


2,065  14,562 

Discarded — unfit  and  broken 65  557 


Grand  Total — distribution  of  blood 10,051  100,688 

Blood  returned  to  center  for  processing 
into  plasma  and  fractions 1,721  10,606 

BI.OOl)  DERIVATIVES  ISSUED  TO  HOSP1TAI.S 

Irradiated  plasma  (500  cc.) 65  524 

Frozen  plasma  (125  cc.) 200  1,695 

Dried  plasma  o 28 

Serum  albumin  (100  cc.) 192  1,860 

Serum  albumin  (20  cc.) o 47 

Immune  serum  globulin  (2  cc.) o 125 

Packed  red  cells 2 58 


Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  May  24,  1956 

I lie  member  societies  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Experi- 
ment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharmaceu- 
tical Association,  Prof.  Nicholas  W.  Fennev;  Connecticut 
State  Dental  Association,  Dr.  William  Kirschner,  Jr.; 
Connecticut  Veterinary  Medical  Association,  Dr.  Joseph 
DeYita;  University  of  Connecticut  College  of  Pharmacy, 
Dr.  Harold  G.  Hewitt;  Vale  University  School  of  Medi- 
cine, Dr.  Desmond  D.  Bonnvcastle. 

Flic  following  were  also  present:  Dr.  Felix  Blanc  and 
Mr.  Edmund  E.  Goodmaster,  representing  the  Pharmacy 
Commission;  Dr.  James  C.  Flart,  representing  the  State 
Department  of  Flealth;  Mr.  Herbert  Plank,  representing  the 
Food  anil  Drug  Commission. 

THE  RESIGNATION'  OK  DR.  GREF, X HOUSE 

I)r.  Fisher  reported  that  on  March  12  he  had 
received  a copy  of  a letter  from  Dr.  Greenhouse  to 
Dr.  Barker  reading: 

“Dear  Creighton: 

“In  order  to  devote  myself  more  to  my  special 
interests  in  medicine  and  being  preoccupied  w ith 
the  advent  of  the  new  oral  insulin  substitute,  I 
must  forego  the  pleasure  of  my  present  associations 
and  retire  from  the  Joint  Conference  Committee 
and  from  the  Committee  on  Foods  and  Drugs. 


“As  you  know , the  Joint  Conference  Committee 
is  valued  highly  both  by  the  Pharmacy  and  Dental 
Associations  and  I am  grateful  that  it  has  performed 
a useful  service  to  our  State  Medical  Society. 

“Sincerely, 

“Barnett  Greenhouse,  \t.n.” 

Dr.  Fisher  said  that  Dr.  Greenhouse  had  taken 
part  in  our  Committee’s  deliberations  from  almost 
the  very  first  meeting,  and  he  believed  the  Com- 
mittee should  recognize  this  fact  in  some  way. 

On  motion  of  Dr.  Hew  itt,  it  was  voted  that  the 
secretary  be  directed  to  write  to  Dr.  Greenhouse 
and  express  the  Committee’s  appreciation  of  his  past 
services. 

“mo-go” 

Dr.  Fisher  stated  that  while  he  had  been  in  Wash- 
ington the  last  week  of  April  attending  a meeting 
of  the  executive  committee  of  the  Association  of 
American  Pesticide  Control  Officials,  someone  had 
passed  around  a can  of  “Mo-Go,  Kills  Moles  and 
Gophers,’’  manufactured  by  O.  E.  Linck  Co.,  Inc., 
Clifton,  N.  J.  This  preparation  consisted  of  blue- 
dved  whole  peanuts  labelled  as  containing  one  per 
cent  of  thallium  sulphate;  its  labelling  met  all  re- 
quirements of  the  Federal  Insecticide  Act,  including 
a skull  and  crossbones,  warnings  and  antidote  direc- 
tions, and  the  preparation  had  in  fact  been  accepted 
for  registration  under  the  Federal  Act.  The  reason 
why  it  had  been  brought  to  the  attention  of  the 
pesticide  committee  was  not  because  of  improper 
labelling  but  because  one  of  the  members  wished 
confirmation  of  his  opinion  that  peanuts— even  blue- 
dyed  peanuts— w ere  too  attractive  to  young  children 
to  be  a safe  carrier  for  a poison  such  as  thallium 
sulphate.  All  present  agreed  that  this  was  so,  even 
though  the  practice  appeared  not  to  be  illegal. 

Dr.  Fisher  said  that  he  had  hardly  returned  when 
on  May  2 he  received  a telephone  call  from  Noah 
Barysh,  m.d.,  a pediatrician  of  New  Milford,  stating 
that  the  day  before  tw  o small  daughters  of  A1  Hine 
of  New  Milford,  aged  2 and  4,  and  a playmate  aged 
5,  had  climbed  onto  a shelf  to  get  a can  of  “Mo-Go,” 
and  that  at  least  one  of  them  (Alexandra,  aged  2) 
had  eaten  one  or  more  of  the  peanuts.  At  the  advice 
of  Dr.  Joseph  of  Torrington  the  children's  stomachs 
had  been  washed  out  with  sodium  iodide  solution, 
and  they  had  apparently  suffered  no  ill  effect. 
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Specimens  of  rhe  stomach  washings  and  urines 
of  Alexandra  and  Victoria  Hine  (aged  4)  were 
brought  by  the  father  on  May  4 to  the  Connecticut 
Agricultural  Experiment  Station,  w here  spectro- 
graphic  analysis  showed  0.4  part  per  million  of 
thallium  in  Alexandra’s  urine  but  no  thallium  in 
either  of  the  stomach  washings  or  in  Victoria’s  urine. 
Later,  analysis  of  the  contents  of  the  can  of  “Mo- 
Go”  confirmed  the  presence  of  0.98  per  cent  of 
thallous  sulphate. 

Dr.  Fisher  said  he  had  presented  this  case  to  the 
Committee  only  for  their  information,  since  no 
violation  of  the  law  appeared  to  be  involved  and 
this  type  of  case  would  not  have  been  covered  by 
the  hazardous  substances  bill  even  if  that  bill  had 
been  passed.  Probably  only  moral  suasion  or  fear  of 
bad  publicity  or  damage  suits  could  force  the  manu- 
facturer to  change  to  a carrier  less  appetizing  to 
children  than  peanuts. 

THE  NUTRITIONAL  AVAILABILITY  OF  INULIN 

Dr.  Fisher  reported  that  some  time  ago  the  Food 
and  Drug  Commission  had  submitted  for  analysis 
three  special  dietary  foods  manufactured  by  An- 
thony Alphonse  DeBole,  120  Sullivan  Street,  New 
York,  N.  \ .,  that  contained  high  proportions  of 
Jerusalem  artichoke.  These  foods,  and  the  calorie 
claims  made  for  them  as  against  those  found  by 
analysis,  were  as  follows: 


CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
5<f  each  additional 
25$  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  with  private  entrance  available.  Will 
alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm  Street, 
New  Haven,  Connecticut,  UN  5-3 149. 


FOR  SALT', — Very  presentable  refinished  and  new  furniture, 
etc.,  fully  guaranteed,  at  extremely  large  savings.  Scales 
I35.00 — Examining  table  $60.00 — Instrument  cabinets  $50.00 — 
Treatment  cabinets  $45.00  up — Mayo  instrument  stand  $15.00 
— Utility  tables  $10.00 — Physical  therapy  table  $55.00 — New 
auto  claves  $133.00 — Castle  sterilizers  $40.00  up — Examining 
light  $8.00 — Hydraulic  EENT  chair,  like  new,  $150.00  and 
$75.00 — Microscopes  $85.00 — Blood  pressures  $22.00 — New 
Westinghouse  x-ray  illuminator  $25.00 — Brown-Bucrger 
convertable  cystoscopes  $100.00 — Hand  centrifuge  $8.00 — 
Hemometer  $12.00 — Continental  fluoroscopes  $450.00 — Bur- 
ton-Wall model  spotlight  $22.00 — Cauteries  $20.00 — Jones 
basal  metabolism  $150.00 — New  short  wave  $200.00 — 20% 
discount  on  all  new  items — Emdee  bags — X-ray  film  dryer 
$50.00 — Stainless  instruments.  Hundreds  of  items  to  choose 
from.  The  savings  will  astonish  you.  BEverly  7-3145. 
Harry  Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR.,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 

Telephone:  JAckson  5-0024 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new.  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 

Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 
to  climb 


32-3 6 ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 
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EASY  TO 
RECOGNIZE 

All  Sealtest  Dairy  products 
carry  the  Sealtest  Label.  All 
cartons  and  bottle  caps  have 
the  same  basic  design.  And 
each  Sealtest  Dairy  Product 
uses  a different  color. 


UNIFORM 

QUALITY 

All  of  the  Sealtest  Dairy 
Products  sold  in  Connecticut 
are  uniform  in  quality.  This 
is  assured  by  the  Sealtest 
System  of  Quality7  Control  at 
all  of  the  processing  plants. 


HANDY 

Sealtest  Dairy  Products  are 
convenient.  Regular  deliver- 
ies to  homes  and  stores  are 
made  from  Bridgeport,  New 
Haven,  Waterbury,  Hartford, 
Manchester,  Melrose,  New 
Britain  and  New  London. 


HOMOGENIZED 
VITAMIN  D MILK 

VITAMIN  D 
FAT-FREE  MILK 

APPROVED  MILK 

BUTTERMILK 

CHOCOLATE  MILK 

COTTAGE  CHEESE 

SWEET  CREAM 

SOUR  CREAM 

BUTTER 


GET  THE  BEST 
GET  SEALTEST 


SEALTEST  DAIRY  PRODUCTS 

are  processed  and 
distributed  in 
CONNECTICUT  by 

NEW  HAVEN  DAIRY  8c  BRYANT  & CHAPMAN 

NEW  HAVEN  HARTFORD 

BRIDGEPORT,  NEW  HAVEN,  WATERBURY,  HARTFORD,  MANCHESTER 
MELROSE,  NEW  BRITAIN  and  NEW  LONDON 


TWO  PREMIUM  MILKS 

are  sold  by  these 
two  Connecticut  Dairies: 

GOLDEN  GUERNSEY 

by  8C 

NEW  HAVEN  DAIRY 


WOODFORD  FARMS 
by 

BRYANT  & CHAPMAN 
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1,745  calories/lb. 
1 ,688  calories/lb. 


MATERIAL  CLAIMED  FOUND 

Artichoke  bread  sticks 

2 to  3 calories  each 
Artichoke  noodles 

300  calories/lb. 

Artichoke  Rusks,  Anis  flavor 

7 to  8 calories  each  1,743  calories/lb. 

Dr.  Fisher  remarked  that  it  seemed  evident  that 
the  calorie  claims  of  the  manufacturer  were  based 
cn  assigning  a zero  calorie  value  to  the  large  per- 
centages of  carbohydrate  (respectively  71.90,  73.61 
and  83.78  per  cent)  present  in  these  bakery  prod- 
ucts. Since  the  major  carbohydrate  in  the  Jerusalem 
artichoke  (Helianthus  Tuberosus)  was  inulin  rather 
than  starch,  whether  the  manufacturer  had  any 
ground  for  his  claims  boiled  dow  n to  the  question 
of  whether  inulin  served  as  a source  of  available 
carbohydrate.  He  had  recommended  to  Mr.  Clark 
of  the  Food  and  Drug  Commission  that  this  ques- 
tion be  referred  to  the  Committee. 

On  motion  of  Fisher,  seconded  by  Bonnycastle, 
it  was  voted  that  this  problem  be  referred  to  Dr. 
Cowgill. 


“univaid” 

Mr.  Plank  showed  the  members  a carton  contain- 
ing three  vials  of  “Univaid,”  manufactured  by 
Woodhuysen  Laboratories,  17  Battery  Place,  New 
York  City.  This  preparation  was  being  sold  as  a 
general  antidote  for  internal  poisoning  “if  the 
poison  is  unknown,  or  the  correct  antidote  is  not 
available.”  It  was  labelled  as  “Safe  for  Children— No 
Prescription  Needed.”  Each  half-ounce  vial  was  in- 
tended to  be  one  dose;  declared  ingredients  were 
“Charcoal,  Activ.,  N.  F.;  Magnesium  Oxide,  U.S.P.; 
tannic  acid  N.  F.” 

Dr.  Bonnycastle  remarked  that  it  was  quite  a 
problem  to  devise  a universal  antidote,  and  that 
proper  testing  of  this  product  would  cost  $2,000  or 
more.  Prof.  Fenney  noted  that  the  label  said  to  use 
“Univaid”  only  when  the  poison  was  unknown;  in 
his  opinion  the  ingredients  at  least  could  do  no  harm. 

It  was  agreed  that  the  manufacturers  would  be 
asked  what  data  they  had  on  the  use  of  “Univaid” 
as  a general  antidote. 

“BOTTICELLI  BURN  POWDER  :$:2o68a” 

Mr.  Plank  said  that  the  Food  and  Drug  Commis- 
sion had  recently  received  from  John  Botticelli,  77 
South  Street,  Stamford,  a new  drug  application  for 
a burn  remedy  of  the  above  name.  The  proposed 
label  which  accompanied  the  application  contained 
the  following  ingredient  statement: 

“Active  ingredient— Moisture,  calcium  carbonate,  j 


Do  You  Face  This 


PROBLEM  ? 


Like  other  busy  people,  doctors  may  find  there 
"just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Hartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  one  of  New  England’s  leading  banks  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  would  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining taxable  investment  income.  So,  why  not 
get  full  information,  now  ? Ask  for  a copy  of  our 
booklet:  “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established  1792 

Meviber  Federal  Deposit  Insurance  Corporation 


Hartford  National  Bank  and  Trust  Company 
Main  and  Pearl  Streets 
Hartford,  Connecticut 

Please  send  me  a copy  of  the  booklet : 
“Your  Financial  Secretary” 


Name  

Street  & No.  . 
City  or  Town. 
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YOU  CANT  SLEEP  INCORRECTLY  ON  IT! 

Seal/ 


AVOID  THE  "SLUMBER-SAG” 
MATTRESS!  It  promises  to  "con- 
form” to  your  body  but  merely  lets 
you  down  into  an  8-hour  slumber- 
sag  with  vital  muscles  strained  all 
night  long! 

AVOID  THE  "SLUMBER-SLAB" 
MATTRESS!  It  claims  "firmness’’ 
but  is  really  only  "hardened  up"  . . . 
aggravates  and  distorts  your  body 
so  you  can’t  relax! 

CHOOSE  SEALY  POSTURE-PERFECT 
SLEEP!  Exclusive  Sealy  Comfort- 
Gard  automatically  adjusts  your 
body  to  comfortably-correct  sleeping 
posture!  . . . Proves  Sleeping  on  a 
Sealy  Is  Like  Sleeping  on  a Cloud! 


PROFESSIONAL  DISCOUNT 


To  acquaint  physicians  everywhere  with  the  exclusive  features  of 
this  mattress,  Sealy  offers  a special  discount  on  the  purchase  of  the 
Sealy  Posture pedic  for  the  doctor's  personal  use  only.  Now  doctors 
may  discover  for  themselves,  at  substantial  savincs  the  luxu- 
rious comfort  of  a Sealy  Posturepedic. 

Sealy  has  free  reprints  of  the  booklets  named  in  the  coupon 
and  will  be  happy  to  forward  quantities  for  use  in  your  office. 


Posturepedic 
With  COMFORT-GARD 

• Automatically  adjusts  your  body  to  com- 
fortably-correct sleeping  posture! 

• Button-free  top!  . . . No  Buttons,  No  Bumps, 
No  Lumps! 

• Life-line  construction!  . . . No  shifting  of 
mattress  padding! 

• Designed  in  cooperation  with  leading 

Orthopedic  surgeons,  so  you  can't  sleep 
incorrectly!  copyright  seaiy.  inc.  1955 


SEALY  MATTRESS  CO.  • 79  Benedict  St.  • Waterbury,  Conn. 

Gentlemen:  Please  send  me  without  charge: 

(Copies  of  "The  Orthopedic  Surgeon  looks  ot  Tour  Bedding' 

Copies  of  "The  Effect  of  Bedding  on  Posture,  Health,  Appeorance 
ond  Sleeping  Comfort.' 

Free  Information  on  Professional  Discount. 
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nitrogen,  nitrogen  as  protein,  sodium  chloride, 
phosphate,  vanillin  pH  of  fresh  aqueous  slurry.” 

Comparison  of  this  statement  with  an  analysis 
report  from  a firm  of  commercial  analysts  which 
also  accompanied  the  new7  drug  application  made 
it  evident  that  .Mr.  Botticelli  had  copied  part  of  the 
analysis  report  onto  his  label  without  understanding 
what  it  meant. 

It  was  agreed  that  this  material  he  turned  over  to 
Dr.  Fisher  to  make  suggestions  for  proper  labelling. 

HAZARDOUS  SUBSTANCES  BILL 

A compromise  bill  for  labelling  hazardous  sub- 
stances was  approved  by  the  committee. 

Connecticut  Public  Health  Association 
Elects  Officers 

Edward  M.  Cohart,  m.d.,  associate  professor  of 
Public  Health,  Yale  University,  Department  of 
Public  Health,  was  elected  president  of  the  CPHA  at 
the  recent  annual  meeting;  of  the  association  in 
Cheshire.  He  succeeds  William  H.  Upson,  m.d., 
director  of  Health  in  Suffield,  w ho  served  as  presi- 
dent during  the  past  year. 


Other  officers  elected  were  Leonard  F.  Menczer, 
d.d.s.,  Hartford  Health  Department,  president-elect; 
Eric  W.  Mood,  m.p.h.,  vice  president;  and  Claire 
Reinhardt,  ph.d.,  and  Eloise  K.  Eckler  were  respec- 
tively reelected  as  secretary  and  treasurer.  Michael 
F.  Claffey,  m.d.,  and  Eloise  Heath,  ph.d.,  were 
elected  to  the  Board  of  Directors  of  the  Association 
for  a three  year  term.  Eric  \V.  Mood  w as  once  again 
named  the  delegate  to  the  a.p.h.a.  and  Harold  S. 
Barrett,  m.d.,  was  renamed  alternate  delegate. 

Fairfield  County 

A recent  meeting  of  the  Bridgeport  Medical 
Association  took  the  form  of  an  outing  and  supper 
at  the  Patterson  Club,  Fairfield,  with  the  Bridgeport 
plant  of  the  General  Electric  Company  as  host  to 
the  physicians.  Following  supper,  the  workings  of 
the  company  wide  comprehensive  medical  insurance 
program  was  explained  bv  company  officials.  One 
of  the  features  of  the  plan  is  that  there  is  no  fixed 
schedule  of  fees  for  services  of  physicians  and 
surgeons. 

Members  of  the  Fairfield  County  Medical  Golf 
Association  will  play  at  the  Wee  Burn  course. 
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Darien,  this  month  in  the  third  round  of  that  tour- 
nament. Finals  in  the  event  are  scheduled  for  the 
Brooklawn  Country  Club  next  month.  Sixty  golfers 
in  two  flights  are  participating  this  year. 

Members  of  the  Fairfield  County  Medical  Asso- 
ciation have  been  informed  in  printed  brochures  of 
the  workings  of  the  Association’s  retirement  pro- 
gram. 


Newington  Veterans  Hospital  Completes 
25  Years  of  Service 


The  N ewington  Veterans  Administration  Hos- 
pital is  celebrating  25  years  of  service  to  veteran 
patients  this  year.  Originally  opened  as  a 232  bed 
general  medical  and  surgical  hospital,  it  now  pro- 
vides a 300  bed  facility".  The  residency  training 
program  is  supervised  by  medical  advisory  group 
from  the  Hartford  Hospital. 

Dr.  Lewis  G.  Beardsley,  manager  of  the  hospital, 
is  also  manager  of  the  West  Haven  Veterans  Hos- 
pital. 


Hartford  County 

A total  of  6,793  x-rays  was  made  b\T  the  Greater 
Hartford  1 B and  Public  Health  Society  recently 
in  its  1956  free  chest  x-ray"  campaign  in  Hartford, 
W est  Hartford,  Bloomfield,  Newington  and  Wind- 
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Check  your  area  for  the  following  members  of  the  CONNECTICUT 
AMBULANCE  ASSOCIATION  and  be  assured  of  Connecticut’s  finest 


Bridgeport 

Bridgeport  Professional  Ambulance  Service 
Emergency  Hospital  Drivers 

Bristol 

Dunn  Ambulance  Service 
Funk  Ambulance  Service 

East  Hartford 
Maynard  Ambulance  Service 

Hartford 

Maple  Hill  Ambulance  Service 
Meriden 

Kamens  Ambulance  Service 
Middletown 

Middlesex  Ambulance  Service 


Milford 

Chamberlain  Ambulance  Service 
New  Britain 

New  Britain  Ambulance  Service 
New  Haven 

New  Haven  Ambulance  Service 
Stamford 

Fairfield  Oxygen  and  Ambulance  Service 
Stratford 

Academy  Ambulance  Service 
Waterbary 

FitzGerald’s  Ambulance  Service 
Waterbury  Hospital 


All  personnel  are  qualified  and  skilled  in  the  application  of  Professional 
Techniques  and  approved  by  the  Board  of  Examiners  of  the  C.A.A. 


sor.  Schools,  industry,  tobacco  workers  and  a special 
survey  for  Spanish  speaking  persons  were  the  main 
focus  of  the  plan. 

At  the  end  of  May  a panel  of  New  Britain  physi- 
cians conducted  a health  forum  for  the  citizens  of 
that  city.  The  panel  was  sponsored  jointly  by  the 
New  Britain  Medical  Society  and  the  Community 
Chest’s  Council  of  Social  Agencies. 

Plans  are  now  under  way  for  the  Woman’s 
Auxiliary  annual  rummage  sale  in  the  West  Hartford 
Armory  September  2K.  1 his  sale  contributes  to  the 
over-all  operations  of  the  Auxiliary  and  to  their 
scholarship  fund. 

The  chairman  of  the  Medical  Advisory  Com- 
mittee of  the  Greater  Hartford  Tuberculosis  and 
Public  Health  Society,  Dr.  Charles  E.  Roh,  an- 
nounced in  June  that  the  Society  has  set  aside  a sum 
of  $300  for  the  year  to  be  used  bv  Greater  Hart- 
ford physicians  to  attend  professional  courses  in 
chest  diseases.  Physicians  may  apply  to  Dr.  Roh,  65 
Wethersfield  Avenue,  for  1957  courses. 

A plan  calling  for  physician  substitutes  when  a 
member  of  HCMA  is  unable  to  carry  on  his  regular 
activities  for  a long  period  of  time  was  tentatively 


approved  by  the  Board  of  Directors,  and  was  an- 
nounced in  June  by  Dr.  Harold  M.  Clarke,  presi- 
dent of  the  Association.  The  plan  submitted  bv  Dr. 
Edward  Resnik  of  New  Britain,  calls  for  the  ailing 
physician  to  contact  the  executive  office  of  the  asso- 
ciation to  ask  for  volunteers  to  man  his  office  and 
treat  his  patients.  The  executive  secretary  is  to  con- 
sult with  the  disabled  practitioner  and  a representa- 
tive of  the  local  medical  society  to  determine  the 
estimated  time  of  disability  and  the  number  and  type 
of  volunteers  needed.  If  the  executive  secretary 
cannot  draw  on  local  men,  he  will,  under  the  opera- 
tion of  the  plan,  try  to  obtain  physicians  from 
surrounding  territories.  The  purpose  of  the  plan  is 
to  preserve  the  practice  of  the  solo  practitioner.  If 
the  physician  does  a great  deal  of  compensation 
work  or  factory  practice,  this  plan  would  assure  him 
of  the  maintenance  and  retention  of  this  work. 

New  president  of  the  Hartford  County  Chapter 
of  the  American  Academy  of  General  Practice  is 
Joseph  Raffa  of  Glastonbury.  President-Elect  is 
Joseph  Massaro  of  Manchester;  Secretary,  Mark 
Conway  of  Hartford,  and  Isadore  Friedberg  of 
Newington  is  treasurer.  Elected  to  the  Board  of 
Directors  is  Siegfried  Schatten  of  West  Hartford 
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and  Lawrence  Gardy  of  Hartford. 

Participating  in  a heart  disease  health  forum  for 
the  New  Britain  Medical  Society  recently  were 
Howard  Levine,  Raymond  Wise,  Joseph  kalett, 
Alfred  Berger,  R.  Leonard  Kemler  and  Sidney 
Eisenberg. 

A committee  to  study  Manchester’s  health  and 
welfare  needs  was  organized  recently  with  Dr. 
Howard  Lockward  as  its  chairman.  He  was  named 
to  head  the  committee  by  Dr.  Thomas  M.  Healy, 
president  of  the  Chamber  of  Commerce. 

Speaker  at  the  Lyceum  University  Club  of  the 
St.  George  Greek  Orthodox  Community  Hall  was 
Dr.  John  P.  Fotopoulos.  He  spoke  on  “X-rays  and 
Your  Health.” 

Methods  of  detecting  injuries  to  the  brain  were 
discussed  by  Dr.  Ludwig  Frank,  before  55  members 
of  the  Connecticut  branch  of  the  National  Associa- 
tion of  Claimant  and  Compensation  attorneys. 

Harold  S.  Barrett,  deputy  commissioner  of  the 
State  Department  of  Health,  led  a panel  of  speakers 
in  the  Second  General  Session  of  the  22nd  New 


England  Health  Institute  at  Durham,  N.  H.  in  June. 

William  J.  Fahey,  director  of  medical  education 
of  St.  Francis  Hospital,  has  been  elected  president 
of  the  Connecticut  Heart  Association.  Other 
HCMA  physicians  elected  to  office  were:  Charles 
McLean  of  Hartford,  chairman  of  the  Clinic  Com- 
mittee, and  Harold  Lehmus  of  Manchester,  chair- 
man of  the  Rheumatic  Fever  Committee.  Elected  to 
the  board  of  directors  were:  Sidney  Eisenberg,  John 
C.  White,  Joseph  Kalett  and  Charles  Crothers  all  of 
New  Britain;  Albert  Larson  of  Hartford,  Joseph 
Gramer  of  Wapping  and  George  Lundberg  and 
Jacob  Segal  of  Manchester. 

Extension  of  major  medical  insurance  to  cover 
short  moderate  term  mental  illness  was  urged  by 
John  J.  Blasko,  State  mental  health  commissioner 
recently.  Addressing  the  annual  meeting  of  the  Con- 
necticut Valley  Public  Welfare  Association  at  Long 
Lane  School,  Middletown,  Dr.  Blasko  said  coverage 
in  the  mental  field  was  the  greatest  void  in  medical 
insurance.  Enough  is  known  now,  he  said,  to  provide 
insurance  companies  with  sufficient  information  for 
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Look  at  both 
sides  of  a 
bottle  of  7-  Up 

Why  look  at  the  back  of  a 7-Up  bottle? 

Here’s  why.  On  the  back  of  the 
bottle  are  listed  all  the  ingredients  of 
this  sparkling,  crystal-clear  drink. 

This  isn’t  required — or  even  usual— 
but  7-Up  is  proud  to  do  it.  Proud  to 
let  you  see  what  a pure  and  wholesome 
drink  it  is.  Seven-Up  is  so  pure  and 
wholesome,  folks  of  all  ages  can  have  it. 
It  is  truly  the  All-Family  Drink. 


Nothing  does  it  like  Seven-Up! 

The  Seven-Up  Bottlers  of  Connecticut 


setting  up  actuarially  sound  policies.  Dr.  Blasko  said 
there  remains  a critical  lack  of  community  facilities 
and  resources  to  tackle  the  problem  outside  of 
institutions. 

Michael  J.  Kinsella,  a prominent  New  Britain 
surgeon  until  his  retirement  in  1946,  died  at  the  New 
Britain  General  Hospital  on  June  2H  after  a long  ill- 
ness. Following  his  retirement  Dr.  Kinsella  lived  in 
Florida  for  some  time.  His  last  residence,  however, 
was  in  West  Hartford. 

Middlesex  County 

F.  Erwin  Tracy  attended  the  annual  meeting  of 
the  AMA  in  Chicago  in  June. 

Donald  Schweitzer  recently  opened  his  office  in 
Deep  River.  He  is  engaged  in  general  practice. 

The  new  interns  at  the  Middlesex  Memorial  Hos- 
pital are  William  Cobain,  graduate  of  the  Medical 
School  of  Queens  University,  Belfast,  North  Ire- 
land; Edgar  Cathcart,  also  a graduate  of  Queens 
University,  and  Jean  Pascal  Grelletv,  a graduate  of 


the  Medical  School,  University  of  Paris,  Paris, 
France. 

New  London  County 

I lie  June  meeting  of  the  New  London  County 
Medical  Association  was  held  on  Thursday,  June  7 
at  Uncas-on-Thames.  The  speaker  was  Franz  Ingle- 
finger,  associate  professor  in  medicine  at  Boston 
University  Medical  College,  and  visiting  physician 
at  Massachusetts  Memorial  Hospital.  Dr.  Ingelfitiger 
spoke  on  “Gastro-Intestinal  Bleeding.”  A dinner  at 
the  Norwich  Inn  preceded  the  meeting. 

The  June  dinner  lecture  meeting  of  the  Lawrence 
and  Memorial  Associated  Hospitals  was  held  June 
21.  The  speaker  was  Dr.  Robert  P.  McCombs,  senior 
physician  at  Pratt  Diagnostic  Clinic,  New  England 
Center  Hospital,  and  his  suject  was  “Systemic 
Allergic  Reactions.” 

On  Wednesday,  June  1 3,  The  Charles  Pfizer  Com- 
pany, Groton  Plant  Division,  were  hosts  to  the  New 
London  County  Medical  Association  at  the  annual 
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golf  outing.  During  the  afternoon,  eighteen  holes  of 
golf  were  enjoyed  at  the  Shennecossett  Golf  Club. 
Paul  Tombari  won  the  prize  for  the  low  gross.  In 
the  evening  cocktails  and  dinner  were  enjoyed  by 
all  at  the  Pfizer  Club  House. 


Yale  University  School  of  Medicine 


Polio  protection  by  inoculations  of  the  Salk  vac- 
cine followed  by  injection  of  live  virus  vaccine  is 
being  studied  by  John  R.  Paul  and  his  associates  at 
Yale  University  School  of  Medicine  under  a grant 
of  $137^524  from  the  National  Foundation  for  In- 
fantile Paralysis.  The  grant  was  effective  July  1 
and  covers  the  second  year  of  a five  year  project. 

Although  the  protective  effect  of  the  Salk  vaccine 
has  been  demonstrated,  many  eminent  scientists  be- 
lieve that  the  best  long  term  protection  against  polio 
may  come  from  a live  virus  vaccine.  Such  a prep- 
aration would  be  composed  of  live  polio  virus 
strains  too  weak  to  cause  disease  but  still  capable 
of  stimulating  the  human  body  into  developing  polio 
fighting  antibodies. 


The  search  for  suitable  live  virus  strains  has  been 
long  and  not  yet  completely  successful.  It  has 
recently  been  suggested  that  if  injections  of  the  Salk 
vaccine  were  administered  first,  a youngster  with 
this  basic  protection  against  polio  could  then  be 
given  a live  virus  vaccine  by  mouth.  The  combina- 
tion, it  is  hoped,  may  produce  life-time  immunity 
to  paralytic  polio. 

This  approach  will  be  studied  by  Dr.  Paul,  who  is 
professor  of  preventive  medicine,  along  with  Dr. 
Joseph  L.  Melnick,  professor  of  epidemiology,  and 
Dr.  Dorothy  M.  Horstmann,  associate  professor  of 
preventive  medicine. 

In  recent  years,  largely  as  a result  of  research  on 
polio,  a number  of  previously  unidentified  viruses 
have  been  found  which  do  not  seem  to  be  associ- 
ated with  any  known  disease.  Eight  of  these 
“Orphan”  viruses  were  isolated  at  Yale  University. 

These  new  viruses  are  of  great  interest  to  scien- 
tists here  and  elsewhere.  Although  they  have  not 
yet  been  connected  with  known  diseases,  there  re- 
mains the  possibility  that  they  might  be  related  to 
polio  or  other  ailments,  or  even  that  some  of  them 
may  cause  illnesses  not  yet  completely  understood. 
Research  on  these  interesting  new  viruses  will  con- 
tinue at  Yale. 


Also  associated  with  Dr.  Paul  in  the  Yale  Polio- 
myelitis Study  Unit  are  Drs.  Francis  L.  Black,  Joyce 
V.  Deutch,  Catherine  F.  Rappaport,  Edward  M. 
Opton,  and  Gueh-Djen  Hsiung. 
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A PLEASANT  ALKALINE 
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Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
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Send  for  a sample 
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VITAMIN-MINERAL 
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*A11  the  vitamins  and  minerals  (except  Vitamin 
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Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  has  set  a 
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PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

★ Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  "The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

V 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 


PEARL  RIVER,  NEW  YORK 


John  R.  Paul,  professor  of  preventive  medicine 
ar  the  ^ ale  University  School  of  Medicine,  received 
an  honorary  degree  of  doctor  of  science  from  the 
University  of  Chicago  at  exercises  in  Chicago  on 
June  8. 

Conference  on  Cardiovascular  Diseases 

Over  ioo  persons  from  throughout  the  State  at- 
tended the  8th  Annual  Meeting  and  4th  Connecticut 
Conference  on  Cardiovascular  Diseases  of  the  Con- 
necticut Heart  Association  at  the  Waterbury  Coun- 
try Club,  June  7.  Dr.  William  J.  Lahey,  director  of 
medical  education,  St.  Francis  Hospital,  Hartford 
was  elected  president,  succeeding  Dr.  Jasper  A. 
Smith,  Waterbury.  Dr.  Frank  I).  Gray,  Jr.,  New 
Haven  was  elected  vice-president;  Mrs.  Irwin  Sar- 
kin,  Norwalk,  secretary;  Attorney  John  T.  Fitz- 
patrick, Bridgeport,  treasurer. 

Fleeted  chairmen  of  standing  committees  were 
the  following  physicians:  James  Hart,  New  Haven, 
Education;  Charles  McLean,  Hartford,  Clinic; 
Harold  Lehmus,  Manchester,  Rheumatic  Fever; 
William  Rcsnik,  Stamford,  Research;  Nicholas  N.  P. 
Spinelli,  Bridgeport,  Program,  and  Robert  W.  But- 
ler, Waterbury,  Cardiac-in-Industry.  Jasper  A. 
Smith  was  elected  a member-at-large  on  the  execu- 
tive committee.  In  addition  to  the  above,  42  physi- 
cians and  23  lav  persons  were  elected  to  serve  on 
the  board  of  directors  for  terms  of  one  to  three 
years.  Presidents  of  the  sixteen  local  heart  associa- 
tions also  automatically  become  members  of  the 
board  of  directors. 

The  morning  sessions  of  the  day-long  program 
were  devoted  to  presentations  of  program  activities 
of  local  heart  associations  in  the  fields  of  rheumatic 
fever  and  rehabilitation  of  the  cardiac.  Reporting 
on  specific  programs  for  their  local  heart  associa- 
tions were:  Howard  Lock  ward,  Manchester; 

William  Bentley,  Woodbury;  Lrank  D.  Gray,  Jr., 
New  Haven;  Nicholas  N.  P.  Spinelli,  Bridgeport; 
Kenneth  Brandon,  Hartford;  Ignatius  Vetter,  Nor- 
walk; .Melville  Magida,  Stamford. 

H.  M.  Marvin,  New  Haven,  acted  as  moderator 
for  one  of  the  afternoon  sessions  during  which 
reports  of  progress  of  some  of  the  research  projects 
being  supported  by  local  heart  associations  were 
given.  Averill  Liebow,  Yale  University,  reported  on 
“The  Application  of  the  Pulmonary  Circulation  to 
the  Treatment  of  Coronary  Disease.”  Michael  Hume 
and  William  W.  L.  Glenn,  Yale  University,  report- 
ed on  “Dissolving  Blood  Clots”  and  Levin  Waters, 
Yale  University,  on  “Experimental  Coronary 
Artery  Disease.” 


Connecticut  State  Medical  Journal 


AROUND  THE  STATE 


Luncheon  speaker  was  John  W.  Ferree,  director 
of  Community  Service  and  Education  of  the  Ameri- 
can Heart  Association,  who  reviewed  the  nation- 
wide progress  in  the  fight  against  the  heart  and 
blood  vessel  diseases.  He  also  paid  tribute  to  the 
many  medical  and  lav  people  in  Connecticut  who 
have  worked  to  bring  the  State  to  a position  of  lead- 
ership in  heart  disease  control. 

The  conference  was  co-sponsored  by  the  Con- 
necticut State  Department  of  Health. 

Conference  on  Care  of  Child  With 
Cleft  Palate 

On  September  12,  1956  at  the  Fitkin  Auditorium 
of  the  New  Haven  Hospital  a day  will  be  spent 
discussing  “An  Approach  to  the  Comprehensive 
Care  of  the  Child  With  Cleft  Palate.” 

The  program  will  feature  a discussion  bv  Lvndon 
A.  Peer,  m.d.,  plastic  surgeon  of  St.  Barnabas  Hos- 
pital, Newark,  New  Jersey  and  his  group  on  the 
topic,  “Responsibilities  of  Team  Members  to  the 
Patient  and  to  Each  Other”  in  reference  to  the  main 
topic  of  the  conference.  Films  will  be  reviewed 
showing  the  anatomy  and  function  of  the  soft 
tissues  of  the  oral  structures  and  prosthetic  correc- 
tions that  are  available  for  individuals  with  cleft 
palate.  This  program  should  be  of  interest  to  sur- 
geons, pediatricians,  general  practitioners,  otologists 
and  those  working  in  selected  medical  fields  con- 
cerned in  the  care  of  the  child  with  cleft  palate. 

The  conference  is  sponsored  by  the  Connecticut 
State  Medical  Society,  the  Yale  Shool  of  Medicine, 
Connecticut  State  Department  of  Health  and  the 
Connecticut  State  Dental  Association. 

Those  interested  in  attending  this  conference 
should  write  to:  George  L.  Hamilton,  m.d.,  m.p.h., 
j Chief  Division  of  Crippled  Children,  Connecticut 
State  Department  of  Health,  436  Capitol  Avenue, 
Hartford  15,  Connecticut. 

Courses  in  Chest  Diseases 

Charles  E.  Roh,  chairman  of  the  Medical  Ad- 
I visory  Committee  of  the  Greater  Hartford  1 uber- 
culosis  and  Public  Health  Society,  has  announced 
that  the  Society  has  set  aside  a sum  of  $300  for  the 
j year  to  be  used  by  Greater  Hartford  physicians  to 
attend  professional  courses  in  chest  diseases.  Appli- 
cations will  be  considered  for  courses  given  in  1957 
and  physicians  may  apply  by  writing  to  Dr.  Roh, 
c/o  the  TB  Society,  65  Wethersfield  Avenue,  Hart- 
ford 14,  Connecticut. 
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| In  very  special  cases 

A very 

| superior  Brandy 

1 SPECIFY  ic  ★ ★ 


HIM 


s THE  WORLD'S  PREFERRED  COGNAC  BRANDY 

84  PROOF  Schieffelin  & Company,  New  York,  N.Y. 
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UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANE  DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  lO  5-2943 


LAKESIDE  LABORATORIES 

organomercurial  diuretics 
..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/'^ 

H^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  E>.  Saunders  Company,  1955, 
pp.  265-266, 


August,  1956 
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BOOK  REVIEWS 


CARIBBEAN  CRUISE  CONFERENCE  ON  HYPNOSIS 

(Tax  Deductible) 

1 4 Days  — From  New  York 
January  4 - January  18,  1957 

S.  S.  OCEAN  MONARCH 

PORTS  OF  CALL 

Nassau  Curacao 

Kingston  Cuidad  Trujillo 

No  U.  S.  Tax 

For  Further  Information,  Write: 

Miss  Pat  McFate,  Registrar 
Seminars  on  Hypnosis 

1 North  Crawford  Avenue,  Chicago  24,  Illinois 


La  Guaira 
( Caracas ) 


NEW  BOOKS  IN  REVIEW 

THE  ROCHESTER  REGIONAL  HOSPITAL  COUN- 
CIL. By  L.  S.  Roseitfeld,  m.d.,  m.p.h.,  and  H.  K.  Makover, 
m.d.  Published  for  The  Commonwealth  Fund  by  Har- 
vard University  Press,  1956.  294  pp.  $3.50. 

Reviewed  by  T.  Stewart  Hamilton 

This  volume  is  a detailed  report  of  findings  and  conclu- 
sions of  perhaps  the  most  ambitious  Hospital  Council  effort 
yet  undertaken. 

Begun  in  1946  with  the  hope  that  it  would  answer  the 
needs  for  hospital  coordination  in  an  area  of  4,700  square 
miles  south,  east  and  west  of  Rochester,  N.  \ .,  the  Council 
has  embraced  some  31  institutions. 

The  report,  acknowledging  as  a complement  a 1955  study 
by  Yale’s  Dr.  Ira  Hiscock  (a  Study  of  Public  Health  in 


Rochester  and  M unroe  County  in  New  York),  analyzes  the 
ten  years  growth  and  development,  reporting  on  its  organi- 
zation, its  program,  its  services  and  its  research. 

Conclusions,  pointing  our  problem  areas  and  those  in  need 
of  strengthening  include  some  of  local  and  many  of  general 
interest.  Much  progress  has  already  been  made  in  Connecti- 
cut on  a number  of  objectives,  such  as  elimination  of  un- 
necessary duplication  of  Blue  Cross  plans  and  uniform 
accounting  by  hospitals.  Some  aspects  of  the  program,  such 
as  the  Medical  Conference,  place  “one  more  meeting”  on 
the  doctors’  busy  schedule  but  the  goals  (elimination  of 
unnecessary  meetings,  better  organization  for  conducting 
medical  audits,  better  medical  education)  are  good. 

The  purpose  of  the  Hospital  Council  program  was, 
recognizing  the  crippling  effect  on  medical  practice  of  the 
inadequacy  of  hospital  facilities  and  services,  to  provide  by 
cooperative  effort  the  means  to  surmount  these  inadequacies. 
While  pointing  out  shortcomings,  the  report  gives  great 
encouragement  that  hospital  councils  will  further  one  of  our 
society’s  great  assets — our  voluntary  health  system. 
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ROSTER  OF  MEMBERS,  1956 


CONNECTICUT  STATE  MEDICAL  SOCIETY 
OFFICERS 


President:  Ralph  T.  Ogden,  Hartford 
President-elect:  W.  Bradford  Walker,  Cornwall 
First  Vice-President:  Carl  E.  Johnson,  New  Haven 
Second  Vice-President:  Orro  G.  Wiedman,  Hartford 


Executive  Secretary:  Creighton  Barker,  New  Haven 
Treasurer:  Frank  H.  Couch,  Cromwell 
Managing  Editor  of  the  Journal:  Stanley  B.  Weld,  Hartford 
Literary  Editor:  H.  M.  Marvin,  New  Haven 


Fairfield  County  Association 

President:  James  D.  Corridon,  119  West  Ave.,  South  Nor- 
walk 

Vice-President:  R.  Harold  Lockhart,  144  Golden  Hill, 
Bridgeport 

Secretary:  Michael  A.  Dean,  881  Lafayette,  Bridgeport 
Treasurer:  Joseph  C.  Quatrano,  893  Clinton  Ave.,  Bridgeport 
Councilor:  C.  Louis  Fincke,  21  Broad,  Stamford 
Alternate  Councilor:  John  P.  Gens,  64  Wall,  Norwalk 
Business  office:  21 1 State,  Bridgeport 
Annual  Meeting,  Second  Tuesday  in  April 
Semi-Annual  Meeting,  First  Wednesday  in  October 

BETHEL 

1945  Mandl,  George  234  Greenwood  Ave. 

1925  Moore,  H.  Frank,  4 Grand  Ave. 

1938  Trimpert,  Albert  Joseph,  155  Greenwood  Ave. 

1939  Wolfson,  Dexter,  58  Greenwood  Ave. 

BRIDGEPORT 

1933  Adzima,  Joseph  Matthew,  409  Noble  Ave. 

1941  Akerson,  Irving  B.,  Bridgeport  Hospital 
1932  Alpert,  Max,  881  Lafayette 

1944  Amarant,  Leo,  881  Lafayette 

1953  Anderson,  Harry  Brutus,  1395  Main 

1935  Antell,  Maxwell  Joseph,  800  Clinton  Ave. 

1920  Apsel,  Abraham,  1620  Fairfield  Ave. 

1942  Apuzzo,  Anthony  Albert,  17  Villa  Ave. 

1948  Aube,  Louis  Armand,  2708  Main 
1928  Backer,  Marcus,  31  Harlem  Ave. 

1938  Bakunin,  Maurice  Irving,  881  Lafayette 
1916  Banks,  Daniel  Tony,  385  Barnum  Ave. 

1951  Baum,  Seymour  James,  928  Lafayette 
1913  Beaudry,  Joseph  Horace,  109  Rowsley 
1941  Beck,  Sidney  Henry,  881  Lafayette 
1941  Bellew,  Raymond  F.,  905  Clinton  Ave. 

1913  Bernstein,  Abraham,  881  Lafayette 

1946  Bimey,  Thomas  Peter,  1984  Park  Ave. 

1949  Blaney,  Cyril  Chandler,  3203  Main 
1932  Blank,  Miriam  Bennett,  2078  Park  Ave. 

1935  Bogin,  Maxwell,  144  Golden  Hill 

1921  Booe,  J.  Grady,  144  Golden  Hill 

1954  Bousa,  Walter  Shackley,  144  Golden  Hill 

1947  Braun,  Rudolf,  525  Clinton  Ave. 

1941  Brier,  Hyman  David,  2574  Main 

1927  Brodsky,  Michael  Emanuel,  881  Lafayette 

1940  Brooks,  Paul  Lester,  1260  East  Main 

1939  Buckhout,  George  Atherton,  144  Golden  Hill 
1938  Buckley,  John  William,  20  Chatham  Ter. 

1945  Buda,  Gaza  Edward,  1831  Barnum  Ave. 

1955  Burke,  William  Harris,  1026  Park  Ave. 


940  Burns,  Bernard  John,  1101  East  Main 
943  Cacace,  Vincent  Anthony,  1802  Park  Ave. 

919  Calvin,  Claudius  Virgil,  144  Golden  Hill 
947  Camarda,  Anthony  L.,  690  Clinton  Ave. 

943  Capobianco,  Arthur  Paul,  932  East  Main 

946  Cardone,  Michael  James,  2989  Main 

932  Carroll,  Philip  Roger,  Jr.,  1131  Noble  Ave. 

947  Caserta,  Silvio  Joseph,  880  North  Ave. 

940  Castaldo,  Louis  F.,  1153  Park  Ave. 

947  Cavaliere,  Vincent  J.,  634  Washington  Ave. 

951  Chick,  Forris  Beechan,  R.  F.  D.  No.  1,  Box  400 

949  Chiota,  Joseph  A.,  562  Boston  Ave. 

941  Clark,  William  Thompson,  144  Golden  Hill 
954  Cleaver,  Robert  S.,  Jr.,  144  Golden  Hill 

924  Conklin,  Cornelius  Stephen,  468  Clinton  Ave. 

932  Connell,  Thomas  Hilbert,  Jr.,  881  Lafayette 

936  Connors,  Edwin  Robert,  416  Boston  Ave. 

934  Corley,  Eugene  Henry,  439  East  Main 

935  Creaturo,  Nicholas,  Edward,  1286  East  Main 
947  Curley,  William  Henry,  Jr.,  881  Lafayette 
935  Davis,  Thomas  Francis,  195  Brooklawn  Ave. 

950  Dean,  Michael  Augustine,  881  Lafayette 

946  Delevett,  Allen  Fitzhugh,  144  Golden  Hill 

933  DeLibero,  Anthony,  698  Capitol  Ave. 

930  DeLuca,  Joseph  Vincent,  881  Lafayette 
935  Del  Vecchio,  Leonard  Frederick,  60  Crown 

947  Deren,  M.  David,  1026  Park  Ave. 

934  Deschamps,  Stephen  Henri,  923  East  Main 
921  DeWitt,  Edward  Nicholas,  881  Lafayette 

933  Diecidue,  Alfonso  Anthony,  144  Golden  Hill 

934  Doering,  Robert  Warren,  923  East  Main 

945  Donnelly,  William  Augustus,  2112  North  Ave. 
934  Dugas,  Joseph  Albert,  660  Kossuth 

941  Duzmati,  Paul  Peter,  1904  Boston  Ave. 

934  Eckels,  Howard  Samuel,  2733  Main 
941  Eddy,  Maxon  Hunter,  144  Golden  Hill 
949  Edwards,  Larry  Edwin,  160  Park 

937  Eimas,  Aaron,  881  Lafayette 

948  Elliott,  Frank  George,  Jr.,  1741  Stratford  Ave. 

946  Eskwith,  Irwin  Stanley,  320  Hawley  Ave. 

939  Esposito,  Joseph  John,  144  Golden  Hill 

938  Findorak,  Francis  George,  923  East  Main 
943  Fink,  Lisbeth,  3166  Main 

913  Finkelstone,  Benjamin  Brooks,  1834  North  Ave. 
956  Flagg,  James  Anthony,  Bridgeport  Hospital 

951  Fleisher,  Philip,  1026  Park  Ave. 

938  Foley,  Frances  Xavier,  144  Golden  Hill 
934  Frank,  Howard  David,  881  Lafayette 

939  Gaffney,  Charles  Bernard,  610  Brooklawn  Ave. 

929  Garbelnick,  David  Abraham,  1102  East  Main 
907  Gardner,  Charles  Wesley,  144  Golden  Hill 

930  Gardner,  Sidney  Martin,  545  Maplewood  Ave. 
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916  Garlick,  George  Burroughs,  144  Golden  Hill 
951  Geanuracos,  George  James,  932  East  Main 

940  Geer,  William  Allyn,  881  Lafavette 
916  Gilday,  James  Lowry,  819  State 

927  Gildea,  Mark  Andrew,  881  Lafayette 
951  Ginzler,  Arthur  M.,  2820  Main 

948  Glass,  William  I.,  1026  Park  Ave. 

950  Goodrich,  Albert,  881  Lafayette 

946  Goodrich,  William  J.,  3120  Fairfield  Ave. 

950  Gorman,  Vincent  Augustine,  320  Hawley  Ave. 
955  Grant,  James  Mullett,  562  Boston  Ave. 

954  Greene,  Lee  Barton,  649  Clinton  Ave. 

9:7  Greenspun,  David  Stoven,  144  Golden  Hill 
916  Griffin,  Daniel  Patrick,  1278  East  Main 

923  Griswold,  Arthur  Sheldon,  144  Golden  Hill 

928  Griswold,  Crawford,  144  Golden  Hill 
920  Groark,  Owen  James,  881  Lafayette 

943  Grossman,  John  Henry,  144  Golden  Hill 

941  Gulash,  John  Robert,  562  Boston  Ave. 

949  Guttman,  Tibor,  1549  Fairfield  Ave. 

913  Hale,  Fraray,  144  Golden  Hill 

947  Hanley,  James  Leo,  Jr.,  928  Lafayette 

939  Flardenbergh,  Daniel  Bailey,  144  Golden  Hill 
928  Harshbarger,  Isaac  Long,  144  Golden  Hill 
920  Havey,  Leroy  Austin,  144  Golden  Hill 

938  Hennessey,  Joseph  Gerard,  482  Brewster 
933  Horn,  Benjamin,  754  Clinton  Ave. 

946  Horowitz,  Isaac,  928  Lafayette 

955  Horowitz,  Joseph  Lewis,  2839  Main 

956  Ireland,  Elwood  Fremont,  Jr.,  144  Golden  Hill 

948  Ives,  Eli  Bolton,  144  Golden  Hill 
943  Jones,  Elwood  King,  881  Lafayette 

932  Kalman,  Eugene,  965  Fairfield  Ave. 

942  Kaplan,  Leon,  881  Lafayette 

948  Kaufman,  Maurice,  401  Grovers  Ave. 

941  Kaufman,  William,  540  Brooklawn  Ave. 

927  Keegan,  Daniel  Francis,  144  Golden  Hill 
948  Kenigsberg,  Nathaniel,  881  Lafayette 

946  Kinder,  Frederick  Stephen,  1026  Park  Ave. 

946  Kleinman,  Harold  Louis,  2051  North  Ave. 

924  Kneale,  Halford  Benson,  144  Golden  Hill 
948  Kogut,  Henry  Vincent,  144  Golden  Hill 

924  Kornblut,  Alfred,  1539  Fairfield  Ave. 

943  Landecker,  Norbert,  2895  Main 

926  Laszlo,  Andreas,  881  Lafayette 

940  Lengyel,  Paul,  500  Clinton  Ave. 

946  Lenoci,  Ralph  Joseph,  1659  Noble  Ave. 

943  Lesko,  Joseph  Michael,  144  Golden  Hill 

925  Lcvcnson,  Albert,  881  Lafayette 

933  Levinsky,  Maurice,  480  Noble  Ave. 

927  Levy,  Maurice  Noel,  480  Clinton  Ave. 

956  Levy,  Theodore  Steinberg,  2616  Main 

942  Lieberthal,  Milton  Morton,  1 14  State 

931  Lockhart,  R.  Harold,  144  Golden  Hill 
942  Lopatin,  Colman,  971  Fairfield  Ave. 

948  Luciano,  Michael  Charles,  2089  North  Ave. 
948  Luria,  Sydney,  915  North  Ave. 

937  Lynch,  Hubbard,  881  Lafayette 

947  Lynch,  Vincent  Aloysius,  928  Lafayette 

944  Lyon,  Grover  Arthur,  2009  North  Ave. 

948  Mack,  Arthur  Gerard,  881  Lafayette 

955  Madwed,  Alice  Ente,  Bridgeport  Hospital 
055  Maniatis,  William  Richard,  881  Lafayette 

932  Marglis,  Ben,  171  Harrison 

949  Markley,  Ludwig  Louis,  657  Clinton  Ave. 

932  Marshall,  Rudolph  James,  Jr.,  144  Golden  Hill 

951  Martelon,  George  Fred,  1285  Boston  Ave. 

941  Martin,  Raymond  Alfred,  144  Golden  Hill 

942  Massey,  Daniel  M.,  Bridgeport  Hospital 


1950  McCreery,  Edward  Prince,  Jr.,  649  Clinton  Ave. 

1945  McGovern,  Edward  F.,  881  Lafayette 

1938  McLean,  Thomas  Smith,  Jr.,  144  Golden  Hill 
1913  McQueeney,  Andrew  Michael,  1315  Noble  Ave. 
1952  Meltzer,  Saul  B.,  881  Lafayette 

1946  Meshken,  Jacob,  928  Lafayette 

1931  Meyer,  Fritz  Martin,  144  Golden  Hill 

1947  Molnar,  George  J.,  135  Brooklawn  Ave. 

1940  Monahan,  David  Tuite,  144  Golden  Hill 

1932  Mooney,  Sydney,  881  Lafayette 

1945  Morgan,  Kenneth  Remsen,  144  Golden  Hill 

1946  Morris,  Felix  R.,  953  East  Main 

1950  Murdock,  Charles  Lewis,  R.  F.  D.  No.  1,  Box  400 
1936  Murray,  William  Joseph,  144  Golden  Hill 

1948  Nagourney,  David,  1756  East  Main 
1948  Newman,  Abbott  A.,  144  Golden  Hill 
1925  Nichols,  Charles  Williams,  3284  Main 

1936  Nolan,  John  Francis,  1260  East  Main 
1954  Noonan,  Robert  Henry,  385  Noble  Ave. 

1947  Northman,  Frank  Fred,  1884  Park  Ave. 

1952  O’Brien,  James  Miles,  735  Clinton  Ave. 

1947  O’Looney,  John  J.,  Jr.,  1075  Noble  Ave. 

1948  Olsavsky,  John  Cyril,  10  Washnigton  Ave. 

1943  O’Neil,  John  Joseph,  1468  Stratford  Ave. 

1944  Oster,  Kurt  A.,  881  Lafayette 

1947  Owens,  Andrew  Paul,  144  Golden  Hill 
1950  Paget,  John  Francis,  144  Golden  Hill 

1940  Panettieri,  Andrew  Joseph,  144  Golden  Hill 
1942  Parker,  Ralph  Layton,  881  Lafayette 

1937  Pascal,  Thomas  J.,  1560  Noble  Ave. 

1944  Pasquariello,  Domenico  William,  2969  Main 

1946  Pellens,  Mildred,  1278  East  Main 

1051  Pickren,  Thomas  Ryer,  835  Clinton  Ave. 

1930  Pileggi,  Peter,  743  Washington  Ave. 

1932  Pitock,  Morris  Philip,  881  Lafayette 

1935  Plukas,  Joseph  Martin,  105  Brooklawn  PI. 

1953  Pope,  Russell,  Bridgeport  Hospital 

1942  Popkin,  Michael  Sherman,  1671  Noble  Ave. 

1941  Pratt,  George  Kenneth,  881  Lafayette 

1933  Quatrano,  Joseph  Charles,  893  Clinton  Ave. 

1916  Quinn,  John  Francis,  144  Golden  Hill 
1916  Reich,  Upton  Sharetts,  828  North  Ave. 

1940  Reiter,  Benjamin  Reynolds,  144  Golden  Hill 
1953  Renaud,  Raoul  Henry,  1424  Stratford  Ave. 

1942  Resnik,  Harry,  881  Lafayette 

1938  Ribner,  Harold,  64  Lyon  Terrace 
1950  Riccio,  Frank  Joseph,  923  East  Main 
1918  Roberts,  Edward  Russell,  144  Golden  Hill 

1936  Rockwell,  Alice  Elizabeth,  2210  Park  Ave. 

1950  Romaine,  Frank  Cleeland,  1694  Noble  Ave. 

1953  Rosenberg,  Ernestine,  1621  East  Main 
1944  Rosenberg,  Hans  August,  1621  East  Main 
1946  Rosenberg,  Saul,  1950  Park  Ave. 

1946  Rosner,  Fred,  2333  North  Ave. 

1947  Rudnick,  Charles  J.,  42  Yale 
1956  Russo,  Francis  Robert,  3296  Main 

1949  Russo,  John  Rocco,  3296  Main 

1948  Russo,  Robert  Dante,  10  Washington  Ave. 

1952  Ryan,  James  Edward,  96  Coleman 

1949  Saidel,  Joseph  W.,  2151  Park  Ave. 

1954  Samuelson,  Arthur  Wesley,  665  Clinton 
1948  Savin,  Sanford,  155  Brooklawn  Ave. 

1942  Scalzi,  Leonard  Conrad,  924  Noble  Ave. 

1946  Schopick,  Louis  E.,  2090  North  Ave. 

1954  Sciarrillo,  Joseph  John,  3354  Main 

1943  Sciortino,  Michael  Vincent,  2072  North  Ave. 

1947  Scully,  Michael  Richard,  1315  Noble  Ave. 

1928  Sekerak,  Arthur  Joseph,  408  Bamum  Ave. 

1938  Sekerak,  Raymond  Andrew,  1400  East  Main 
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1938  Sekerak,  Richard  John,  938  East  Main 

1948  Shea,  Joseph  Patrick,  743  Washington  Ave. 
1946  Sheiman,  Milton,  1539  Park  Ave. 

1946  Sheiman,  Samuel  Charles,  1539  Park  Ave. 

1947  Sherman,  Benjamin,  175  Brooklawn  Ave. 

1947  Sherman,  Irving  J.,  1026  Park  Ave. 

1944  Sholler,  Nicholas  A.,  2148  North  Ave. 

1939  Simses,  John  Peter,  144  Golden  Hill 

1950  Small,  Alan  Robert,  881  Lafayette 
1935  Smith,  Joseph  Jacob,  800  Stratfield  Rd. 

1919  Smith,  Stanton  Reinhart,  144  Golden  Hill 
1930  Sollosy,  Alexander,  1430  Fairfield  Ave. 

1951  Spencer,  Samuel,  3421  Main 

1941  Spinelli,  Nicholas  Victor,  1285  Noble  Ave. 
1909  Sprague,  Charles  Harry,  29  Hanover 

1949  Staub,  Philip  Leo,  951  Park  Ave. 

1946  Stein,  Julius  Daniel,  53  Warwick  Ave. 

1949  Stevens,  John  Gutehall,  10  Washington  Ave. 

1935  Strayer,  Luther  Milton,  Jr.,  144  Golden  Hill 
1953  Stubenhaus,  Jay  H.,  1026  Park  Ave. 

1952  Sullivan,  John  Lawrence,  1424  Stratford  Ave. 

1948  Sulzycki,  Marion  Michael,  355  Noble  Ave. 
1948  Szur,  Ralph  James,  815  Clinton  Ave. 

1940  Tarasovic,  Thomas  Joseph,  49  Dover 

1920  Taylor,  Clifton  Clark,  881  Lafayette 
1938  ter  Kuile,  Roger  Couvelle,  881  Lafayette 

1950  Terry,  Jules  Scheggia,  2685  Main 

1953  Thurmond,  James  Ernest,  144  Golden  Hill 
1925  Tolk,  Nathan  Robert,  558  Clinton  Ave. 

1920  Tracy,  William  Wallace,  1836  Noble  Ave. 
1929  Turchik,  Frank,  1831  Barnum  Ave. 

1947  Turetsky,  Samuel,  2718  Fairfield  Ave. 

1955  Tury,  Leslie  Akos,  2970  Main 

1943  Unger,  Milton,  429  Barnum  Ave. 

1932  Uvitsky,  Irving  Harry,  3101  Main 

1941  Vioni,  R.  Edward,  3450  Main 

1955  Walsh,  James  Francis,  III,  1278  East  Main 

1948  Walzer,  Eugene  Harold,  10  Washington  Ave. 

1942  Ward,  James  P.,  881  Lafayette 

1903  Warner,  George  Howell,  144  Golden  Hill 

1951  Wasserman,  Edward,  881  Lafayette 
1920  Watts,  Joseph  Francis,  881  Lafayette 
1913  Weadon,  W.  Lee,  144  Golden  Hill 

1934  Wehger,  Roland  Theodore,  144  Golden  Hill 
1922  Weise,  Ellwood  Carl,  144  Golden  Hill 
1948  Weise,  Ellwood  Carl,  Jr.,  144  Golden  Hill 

1956  Wilcox,  Frederick  Carpenter,  Jr.,  267  Grant 
1947  Yasser,  Isidore,  144  Golden  Hill 

1936  Yeager,  C.  Frederick,  939  Barnum  Ave. 

1935  Zaur,  Israel  Sidney,  881  Lafayette 

1946  Zavadier,  Nathan,  68  Ocean  Ave. 

1947  Zielinski,  John  Blaise,  562  Boston  Ave. 

1943  Zsiga,  Elmo  Douglas,  303  Clinton  Ave. 

BROOKFIELD  CENTER 

1948  Ralston,  Richard  Marion,  Whisconier  Hill 

DANBURY 

1929  Amos,  Isadore  Louis,  323  Main 

1951  Blansfield,  Henry  Nelson,  345  Main 
1929  Booth,  John  Dibble,  173  Alain 

1941  Brochu,  Eugene  Dalva,  229  Main 
1947  Bumie,  George  A.,  ioj  Main 

1952  Castro,  Roger  Perez,  136  South 
1952  Cherry,  Joseph  Bentley,  345  Main 

1942  DeKlyn,  Ward  B.,  177  Main 

1928  Deloherty,  Cornelius  Leo,  65  Main 


1937  Eckert,  George  Robert,  394  Main 
1947  Edson,  Dean  Harding,  11  Ridge  Rd. 

1947  Epstein,  Benjamin,  8 Locust  Ave. 

1931  Gaffney,  John  James,  215  Main 

1931  Genovese,  Frank  Thomas,  172  White 

1938  Genovese,  Serafino,  390  Main 
1929  Goldys,  Frank  Max,  209  Main 
1954  Gryce,  Walter  I.,  302  Alain 

1954  Hamilton,  Charles  Kingsbury,  116  Main 
1954  Hubbard,  Richmond  Chase,  109  Deer  Hill  Ave. 

1953  Jovell,  John  William,  31  West 

1954  Joy,  Robert  Chamberlain,  345  Main 

1955  Laviano,  Trent,  Danbury  Hospital 

1950  Leone,  Frank,  345  Main 

1954  Machcinski,  Victor  Anthony,  345  Main 
1949  Morrow,  Howard  S.,  302  Main 
1937  Murphy,  James  Joseph,  147  Main 

1951  Alurphy,  John  Christopher,  65  Alain 
1949  Patterson,  Harold  Calvin,  8 West 

1949  Randolph,  Alartin  Francis,  70  Deer  Hill  Ave. 

1937  Rogol,  Louis,  31  West 
1947  Ruiz,  Rolando  R.,  208  Alain 

1926  Selleck,  Nathaniel  Benedict,  215  Alain 

1953  Sinton,  William  Anthony,  345  Alain 
1913  Smith,  Arthur  Charles,  246  Main 
1951  Sokolski,  Edward  John,  246  Alain 
1949  Spannaus,  Fred  C.,  Jr.,  395  Alain 
1920  Stahl,  William  Alartin,  343  Main 

1947  Stahl,  William  Alartin,  Jr.,  30  West 

1907  Sunderland,  Paul  Ulysses,  160  Deer  Hill  Ave. 

1929  Sunderland,  William  Alexander,  158  Deer  Hill  Ave. 

1932  Tomaino,  Felix  Francis,  8 West 

1943  Weiner,  William,  Danbury  Hospital 

1956  Whittlesey,  William  Noel,  Danbury  Hospital 

1954  Williams,  Roger  Howard,  75  West 

1955  Yoburn,  Alichael  Alyer,  65  West 

DARIEN 

1951  Brown,  David  Arthur,  160  Post  Rd. 

1954  Brown,  Spencer  F.,  68  Rings  End  Rd. 

1951  Felder,  Edward  Arnold,  160  Post  Rd. 

1955  Gammill,  James  Flaude,  767  Post  Rd. 

1954  Hughes,  George  Stevenson,  11  Sunset  Rd. 

1948  Lane,  Warren  Zeph,  767  Post  Rd.  and 

153  Mason,  Greenwich 

1955  Alacgregor,  James  Verry,  195  Boston  Post  Rd. 

1954  AlcGarry,  John  Joseph,  188  Post  Rd.,  East 

1949  Aloulyn,  Adrian  Cornelius,  160  Post  Rd. 

1956  Ralph,  Fenn  T.,  551  Post  Rd. 

1940  Ross,  Allan  Maxwell,  188  Post  Rd. 

1949  Solway,  Sydney  Arn,  39  Fitch  Ave. 

1938  Van  Tassel,  Walter,  1089  Post  Rd. 

1946  Voris,  Jacques  Van  Brunt,  22  Old  King’s  Hwy. 

1956  Wilson,  John  Alarion,  Jr.,  767  Post  Rd. 

FAIRFIELD 

1944  Barker,  Daniel  C.,  133  Reef  Rd. 

1939  Biehn,  Donald  M.  Frick,  47  Parkway 
1928  Biehn,  Sidney  Lister,  133  Reef  Rd. 

1946  Chaucer,  Norton  G.,  2660  North 

1954  Cudmore,  Henry  K.,  178  Somerset  Ave. 

1954  Curtis,  Charles  Pelham,  Jr.,  71  Beach  Rd. 

1953  Gaffney,  Robert  Edward,  1506  Post  Rd. 

1954  Garrell,  Alarvin,  205  Stillson  Rd. 

1955  Gerety  Edward  Joseph,  1835  Black  Rock  Tnpk. 

1956  Gerety,  Robert  Peter,  1835  Black  Rock  Tnpk. 

1944  Harris,  H.  Patterson,  Jr.,  1432  Post  Rd. 

1948  Harwood,  Paul  Henry,  Jr.,  1275  Post  Rd. 
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1947  Joslin,  Stuart  L.,  1483  Post  Rd. 

1948  Kemp,  Edward  P.,  178  Reef  Rd. 

1949  Kueffner,  William  Robert,  1275  Post  Rd. 

1955  Lenci,  Thomas  Dexter,  18  Reef  Rd. 

1953  Lovekin,  Louise  Goux,  290  Beach  Rd. 

1949  Messinger,  Henry  J.,  1597  Post  Rd. 

1892  Miles,  Henry  Shiliingford,  93  Greenfield  Hill  Rd. 

1953  Nevins,  Robert  Allan,  1506  Post  Rd. 

1952  Smolen,  Ehvyn  Milton,  1764  Jennings  Rd. 

1954  Williams,  Charles  Rockwell,  45  Unquowa  PI. 

GEORGETOWN 

1948  Mcllroy,  Patrick  Thomas,  North  Main 

GLENBROOK 

1952  Jarvik,  Norman  Eugene,  513  Glenbrook  Rd. 

1952  McDonald,  Harold  T.,  397  Courtland  Ave. 

1954  Zehl,  William  Francis,  27  Maple  Ave. 

GREENWICH 

1940  Adams,  Mary,  Greenwich  Lodge,  Apt.  2-I 

1947  Allison,  M.  J.  Carl,  Greenwich  Towers 
1935  Amoss,  Harold  Lindsey,  68  Deerfield  Dr. 

| 1939  Anderson,  Clifton  Winthrop,  116  East  Elm 

1955  Arturi,  Peter  Adolph,  183  East  Putnam  Ave. 

1949  Beaty,  John  Thurston,  Warwick  Towers 

1954  Beck,  Edith  Marie,  271  Lake  Ave. 

1949  Blossom,  Dudley  Buck,  Pheasant  Lane 

1948  Bolton,  John  Dewey,  29  Hillside  Dr. 

1950  Bonnett,  Dovell  Nicholas,  20  Church 

1938  Carter  Gray,  29  Hillside  Dr. 

1952  Christie,  Frederick  John,  34  Putnam  Park 

1943  Claps,  Ludovic  Vincent,  47  Mason 
1933  Close,  John  Frederick,  90  Dayton  Ave. 

1955  Coffey,  Erval  R.,  Corrigan  Lane 

1944  Davol,  Rector  Thomson,  30  Milbank  Ave. 

1950  Dean,  Peter  Michael,  Greenwich  Towers 

1950  deCholnoky,  Tibor,  40  West  Elm 
1952  Delany,  Forbes,  Greenwich  Hospital 

1947  Derkach,  Stephen  L.,  36  Mason 

1951  Finn,  Frederick  Wall,  185  Putnam  Park 

1 95 1 Freeman,  Winifred  Kirk,  Cedar  Hill 

1952  Gerster,  John  Wynne,  Greenwich  Lodge 

1945  Gratz,  Charles  Murray,  40  West  Elm 

1940  Grigas,  John  E.,  153  Mason 

1942  Halloran,  James  Vincent,  43  Lexington  Ave. 

1950  Hoffman,  J.  Brooks,  54  Lafayette  PI. 

1927  Knapp,  Charles  Stanley,  145  Putnam  Park 
1950  Lee,  John  Frederick,  90  Dayton  Ave. 

1933  Lockwood,  Jane,  271  Lake  Ave. 

1956  Manuell,  James  Lawrence,  43  Maple  Ave. 

1950  Markley,  Henry  Eugene,  3 Putnam  Park 

1953  McKendree,  Charles  G.,  30  Milbank  Ave. 

1941  Morris,  Joyce  Stringer,  Greenwich  Hospital 
1944  Morrissett,  Leslie  Emerson,  261  Lake  Ave. 

1948  Murray,  John  Gregg,  29  Hillside  Dr. 

1924  O’Donnell,  Thomas  James,  224  Milbank 

1954  Porter,  James  I.,  161  Mason 

1939  Reynolds,  Whitman  Mead,  30  Maher  Ave. 

1954  Robertson,  Floyd  Greene,  Jr.,  Harbor  Heights 

1949  Robertson,  Gordon  Farquhar,  30  Milbank  Ave. 
1935  Rogers,  Robert  Page,  in  North 

1946  Rourke,  Thomas  Alfred,  161  Mason 
1953  Schwimmer,  Robert,  Greenwich  Lodge 
1938  Serrell,  Howard  P.,  43  Maple  Ave. 

1940  Shaw,  Lillian  Eloise,  45  Field  Point  Rd. 

1947  Stephens,  Duncan  C.,  Ituri  Towers 
1940  Swarts,  William  B.,  Warwick  Towers 


1937  Thompson,  Sidney  Attilio,  161  Mason 
1940  Tiebout,  Harry  Morgan,  30  Milbank  Ave. 

1934  Tinkess,  Donald  Ewing,  Stanwich  Rd. 

1939  Tunick,  George  L.,  193  Mason 

1942  Weber,  Frederick  Clarence,  Jr.,  185  Putnam  Park 
1953  Wheeler,  Robert  Channing,  90  Dayton  Ave. 

1955  Wilsey,  John  Colver,  36  Mason 

1947  Wright,  Harold  S.,  Ituri  Towers 
1949  Wyatt,  Robert  Harry,  54  Lafayette  PI. 

Byram 

1949  Hardt,  George  William,  295  Delevan  Ave. 

Cos  Cob 

1940  Ayres,  Payson  Bryan,  10  Old  Post  Rd. 

1912  Bergin,  Thomas  Joseph,  2 Mead  Ave. 

1940  Bria,  William  Francis,  525  East  Putnam  Ave. 

1940  Howard,  Leonard  Arnold,  3 Strickland  Rd. 

1953  Langan,  Michael  Joseph,  10  Old  Post  Rd. 

1950  Losito,  Amedeo  Joseph,  27  Valleywood  Rd. 

1952  Murphy,  John  Philip,  46  Loughlin  Ave. 

1954  Von  Wedel,  Jerold,  53  Valleywood  Rd. 

Old  Greenwich 

1948  Atkins,  Richard  Travis,  312  Sound  Beach  Ave. 

1950  Brock,  Warren  Heath,  16  Arcadia  Rd. 

1953  Gould,  Sue  Thompson,  3 Ledge  Rd. 

1936  Kelly,  J.  Colman,  Arcadia  Rd. 

1939  Read,  Francis  Arnold,  292  Sound  Beach  Ave. 

1929  Shermak,  Joseph  V.,  P.  O.  Box  718 

MONROE 

1951  Kurtz,  I.  Maxwell,  Monroe  Turnpike 

NEW  CANAAN 

1937  Abrahams,  Meyer,  191  South 

1951  Brown,  David  Seeley,  39  South  Ave. 

1952  Brown,  Charlotte  Rush,  39  South  Ave. 

1939  Cammann,  Oswald  DeNormandie,  Oenoke  Ave. 

1941  Cody,  Thomas  Patrick,  222  South  Main 
1950  Coombs,  Harrison  Souder,  276  South  Ave. 

1954  Crown,  Charles  Augustus,  39  South  Ave. 

1938  DuBois,  Franklin  Smith,  Silver  Hill 

1939  Frothingham,  John  Gerrish,  Elm 
1941  Hebard,  George  Whiting,  Elm 
1945  Hiden,  Robert  Battaile,  Silver  Hill 

1935  Ludlow,  George  Craig,  8 Oenoke  Ave. 

1945  Pearce,  Marvin  Ghent,  Silver  Hill 
1952  Pullen,  Edward  Markey,  28  Elm 

1930  Scanlon,  Wilson  George,  Box  D 

1935  Terhune,  William  Barclay,  Silver  Hill 
1941  Twachtman,  Eric,  28  Elm 

1931  Wadsworth,  Ruth  Flanigen,  32  Elm 
1944  White,  Ralph  L.,  178  South  Main 

1954  White,  William  Mansfield,  Silver  Hill 

NEWTOWN 

1955  Burke,  William  Francis,  Main 

1934  Clow,  Henry  Leon,  Fairfield  State  Hospital 

1937  Egee,  J.  Benton,  Church  Hill 

1941  Friedman,  Samuel,  Fairfield  State  Hospital 

1940  Green,  William  Frederick,  Fairfield  State  Hospital 
1947  Kyle,  George  Byron,  Glen  Rd.,  Sandy  Hook 

1954  Moss,  Albert  Murray,  Fairfield  State  Hospital 

1941  Oltman,  Jane  Elizabeth,  Fairfield  State  Hospital 
1952  Reiss,  Joseph,  Queen 

1943  Robey,  Nathaniel  Charles,  Fairfield  State  Hospital 

1955  Towne,  Lockwood,  Fairfield  State  Hospital 
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NOROTON  HEIGHTS 

1953  Kavookjian,  Haik,  Jr.,  179  Noroton  Ave. 

NORWALK 

1941  Aiello,  Louis  James,  394  West  Ave. 

1948  Barnett,  Roy  Nathaniel,  Norwalk  Hospital 

1954  Berman,  Leo  H.,  85  East  Ave. 

1933  Bucciarelli,  John  Anthony,  520  West  Ave. 

1954  Changus,  George  William,  Norwalk  Hospital 

1941  Cody,  George  Richard,  119  West  Ave. 

1952  Conrade,  Noel  Lawrence,  520  West  Ave. 

1945  Corwin,  Daniel  Bernard,  463  West  Ave. 

1952  Corwin,  Henry  Richard,  85  East  Ave. 

1954  Csovanyos,  Laszlo,  198  East  Ave. 

1942  Davis,  George  Breed,  Sherwood 

1937  Diamond,  Edward  H.,  15  Belden  Ave. 

1954  Dwyer,  Gregory  Kennedy,  85  East  Ave. 

1940  Fitzpatrick,  Wesley  Fenton,  85  East  Ave. 

1946  Gens,  John  Paul,  64  Wall 

1947  Genvert,  Harold,  75  East  Ave. 

1949  Gloetzner,  Henry  James,  75  East  Ave. 

1938  Gorham,  Grace  Viola,  64  Wall 

1948  Ippolito,  Thomas  Leonard,  75  East  Ave. 

1945  Johnson,  William  Henry  Nelson,  Jr.,  7 Park 

1949  Kalaman,  Francis  J.,  75  East  Ave. 

1915  Kellogg,  Henry  Kirk  White,  34  France 

1950  Longworth,  Edmund  F.,  55  East  Ave. 

1949  Lyons,  Benjamin  Ephraim,  3 Belden  Ave. 

1948  Margold,  Allen  Montague,  148  East  Ave. 

1946  Mills,  Clifford  Wheeler,  65  East  Ave. 

1951  Minor,  James  Vincent,  Jr.,  6 Stevens 

1951  Norrington,  Eric  George,  6 Stevens  and  1 Avery 

PI.,  Westport 

1938  Northrop,  Robert  Arthur,  2 Park 
1938  Padula,  Ralph  Domenick,  84  West  Ave. 

1929  Patterson,  Frederick  Arthur,  6 Maple 

1942  Paul,  Francis,  64  Wall 

1938  Piasecki,  Joseph  L.,  520  West  Ave. 

1949  Rem,  Edward  A.,  85  East  Ave. 

1955  Rogers,  William  Joseph,  520  West  Ave. 

1956  Rose,  Gilbert  Jacob,  85  East  Ave. 

1928  Scanlon,  Thomas  Francis,  53  East  Ave. 

1947  Serena,  Frank  A.,  75  South  Main 
1946  Serena,  John  Mario,  Bettswood  Rd. 

1950  Skluth,  L.  Herbert,  87  East  Ave. 

1952  Strong,  St.  Clair  Grant,  264  West  Ave. 

1952  Trambert,  Harry  L.,  65  East  Ave. 

1954  Wiggans,  Roy  Glen,  Jr.,  85  East  Ave. 

South  Norwalk 

1936  Beck,  Eugene  Cornelius,  272  West  Ave. 

1942  Bradley,  E.  Tremain,  276  West  Ave.  and  32  Elm, 
New  Canaan 

1955  Bradley,  Harry  Abner,  Jr.,  9 Washington 
1946  Burack,  Jason  Oliver,  3 West  Ave. 

1938  Corridon,  James  Donald,  119  West  Ave. 

1953  Falsone,  Jack  Joseph,  272  West  Ave. 

1951  Flynn,  Edward  John,  276  West  Ave. 

1938  Giuliano,  Louis  Augustine,  1 Seymour 

1941  Green,  H.  Howard,  262  West  Ave. 

1955  Griffith,  James  Joseph,  32  Elmwood  Ave. 

1940  Heafy,  John  Robert,  286  West  Ave. 

1938  Hunkemeier,  Edna,  3 Washington 
1931  Jones,  Martling  Barnet,  262  West  Ave. 

1938  Keys,  Robert  Cathcart,  84  West  Ave.  and  322  Main, 
Stamford 

1952  Mandell,  Marshall,  7 Washington 

1952  Marinucci,  Edmund  Dominic,  141  West  Ave. 


1923  McMahon,  William  Henry,  Jr.,  13  Washington 

1938  Paris,  Marcus,  34  West  Ave. 

1949  Richman,  Daniel  Powell,  30  West  Ave. 

1947  Rubin,  David,  75  South  Main 

1939  Scanlon,  John  Joseph,  276  West  Ave. 

1931  Simon,  Louis  Goodwin,  30  West  Ave. 

1943  Steinbcrger,  Laszlo,  in  West  Ave. 

1937  Stietzel,  Eric  Ernst,  5 Washington 
1953  Vetter,  Ignatius  Joseph,  262  West  Ave. 

1938  Weinstein,  Nathan,  141  West  Ave. 

RIDGEFIELD 

1937  Bell,  Joseph  Sloane,  54  Main 

1955  Heller,  John  Herbert,  N.  E.  Institute  for  Medical 

Research 

1944  Inkster,  James  Henry,  23  Main 

1950  Mast,  George  Winfield 

1946'  Pease,  Marshall  Carleton,  Branchville  Rd. 

1949  Rogers,  Evelyn,  23  Main 

1951  Safford,  Theodore,  Jr.,  20  Main 

1956  Sheehan,  James  Ennis,  153  Main 
1951  Wagner,  Edward  Joseph,  126  Main 
1927  Woodford,  Francis  Bowditch,  62  Main 

RIVERSIDE 

1945  Meeker,  D.  Olan,  Riverside  Ave. 

ROWAYTON 

1948  Levine,  Abraham  I.,  26  Wilson  Ave. 

SHELTON 

1945  Burns,  Francis  Michael,  499  Howe  Ave. 

1939  Edson,  Ralph  Howard,  77  Oak  Ave. 

1949  Hansen,  Wilbur  Henry,  R.  F.  D.  No.  2,  Huntington 
1937  Howlett,  Kirby  Smith,  Jr.,  Laurel  Heights 

1925  Lynch,  Edward  James,  Knollwood  Ter. 

1941  Pagliaro,  Joseph  John,  405  Coram  Ave. 

SOUTHPORT 

1913  Lambert,  H.  Bertram,  Main 

1953  Reinhard,  Warren  John,  252  Alain 
1947  Sterrett,  Raymond  A.,  115  Main 

SPRINGDALE 

1940  Crane,  James  Everett,  1186  Hope 

1949  Savak,  Joseph  Ernest,  743  Hope 

STAMFORD 

1946  Abrahamson,  Robert  Henry,  107  Glenbrook  Rd. 

1936  Bannon,  Frederick  Michael,  300  Main 

1947  Barber,  Richard  Robbins,  77  Bedford 

1954  Bellwin,  Alexander,  833  Summer 

1954  Benjamin,  Alartin  Robert,  1521  Summer 
1944  Blass,  Gustaf,  Stamford  Hall 

1948  Boshnack,  Malcolm,  70  Strawberry  Hill  Ave. 

1926  Bowman,  Stuart  Howard,  65  South 

1954  Breakell,  Edward  Samuel,  Stamford  Hospital 
1951  Bullen,  Halsey  Graves,  21  Broad 
1935  Carpenter,  Robert  Morse,  636  Summer 

1937  Carwin,  Joseph  Lucian,  Jr.,  115  West  Main 
1944  Cassone,  Rocco,  65  South 

1950  Cloonan,  John  Joseph,  182  Seaton  Rd. 

1947  Cognetta,  Armand  B.,  255  Bedford 

1940  Cognetta,  James  John,  765  Newfield  Ave.,  R.  F.  D. 
No.  3 

1946  Colburn,  Russell  Fitch,  1416  Bedford 
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1934  Coleman,  Monroe,  86  Prospect 
1942  Colmers,  Rudolph  Albert,  706  Bedford 
1940  Connolly,  Joseph  Patrick,  104  South 
1937  Costanzo,  James  Joseph,  300  Alain 

1937  Cunningham,  Robert  D.  M.,  65  South 

1954  Dale,  Paul  Worthen,  Stamford  Hall 

1934  D’Andrea,  Frank  Henry,  25  Bedford 

1938  Dean,  Stanley  Rochelle,  94  Prospect 
1909  Dichter,  Charles  Levi,  33  Forest 

1935  Dichter,  Irving  Samuel,  33  Forest 
1947  DiFrancesco,  Lindo  Peter,  65  South 

1951  Dobbins,  James  Matthew,  Jr.,  50  Glenbrook  Rd. 
1937  Dorion,  Robinson  Harry,  610  Summer 

1953  Doyle,  Kevin  Adrian,  65  South 
1956  Eliasoph,  James  Lee,  122  Hoyt 
1956  Eliasoph,  Joan,  112  Hoyt 

1955  Eng,  Gunnar  Orville,  65  South 

1951  Epstein,  Ezra  Jacob,  832  Bedford 

1952  Faergeman,  Poul  Martin,  322  Alain 

1952  Fakkel,  Alarie  Josephine,  1187  Summer 

1954  Farrell,  Jean  Elizabeth,  77  Bedford 

1951  Farrell,  John  Raymond,  65  South 

1950  Farrell,  Richard  Francis,  188  North 

1947  Felding,  Howard  Anthony,  1231  Summer 

1933  Fincke,  C.  Louis,  21  Broad 
1937  Fine,  Barnet,  70  Grove 

1936  Fine,  Joseph,  55  Forest  Rd. 

1931  Fiske,  Aladeline,  65  South 

1948  Fogel,  David  Hudson,  1380  Bedford 

1934  Friedberg,  Solomon,  671  Bedford 
1931  Gandy,  R.  Alfred,  65  South 

1913  Gandy,  Raymond  Reeves,  65  South 

1953  Geer,  Enos  Throop,  21  Broad 
1931  Giles,  Newell  Walton,  1 Atlantic 

1953  Golbey,  Robert  Bruce,  1424  High  Ridge  Rd. 

1954  Goldfarb,  Jerry,  86  Prospect 

1949  Goldfarb,  Simon  L.,  65  South 

1945  Greenblatt,  Jacob,  1675  Bedford 
1947  Haine,  John  W.,  636  Summer 

1952  Hamburg,  Joseph,  no  Glenbrook  Rd. 

1955  Harrison,  Arthur  M.,  112  Hoyt 

1937  Harrison,  Francis  Murphy,  1640  Summer 
1949  Howorth,  Beckett  AL,  1 Atlantic 

1937  Hymovich,  Leo,  1521  Summer 

1955  Izzo,  Patrick  Anthony,  21  Broad 
1944  Jaiven,  Saul  Joseph,  21  Bridge 

1956  Kantor,  Donald  Alorton,  no  Prospect 
1956  Ivardos,  Joseph  Anthony,  25  Bedford 
1929  Keddy,  Russell  Alfred,  Stamford  Hospital 
1955  Keller,  Louis,  554  Bedford 

1951  Kemp,  Walter  Wyckoff,  21  Broad 
1949  Kent,  Edwin  Head,  172  North 

1938  Kezel,  Albert  Patrick,  188  Graylock  PI. 

1947  Klein,  Harold  T.,  612  Bedford 

1939  Koffler,  Arthur,  2 1 8 Bedford 

1954  Komninos,  Anthony,  1274  Summer 

1952  LaCorte,  Salvatore,  190  West  Broad 
1951  Levine,  Harry  Philip,  877  High  Rd. 

1951  Levine,  Julian,  1521  Summer 

1953  Magida,  Melville  Gerson,  65  South 

1934  Alalloy,  Edward  Francis,  65  South 

1948  Mancinelli,  M.  Joseph,  West  Lane 

1954  Alarch,  Harold  William,  79  Culloden  Rd. 

1946  Alastrangelo,  Angelo,  Jr.,  25  Bedford 
1933  AlcFarland,  Frederick  William,  65  South 

1928  McGourty,  Andrew  Frederick,  7 Glenbrook  Rd. 

1935  AlcGourty,  David  Philip,  93  Hope 
1948  McIntyre,  Frederick  Powers,  65  South 


1933  McNerney,  John  Cornelius,  63  South 
1947  Meacham,  Charles  Thomas,  63  South 

1934  Millard,  Donald  Henry,  21  Broad 

1946  Aliller,  Hugh  Kennedy,  1959  Summer 
1936  Aloore,  Clifford  Douglas,  Stamford  Hall 

1953  Alorgan,  Laura  Grey,  21  Bridge 

1949  Moriarty,  James  Patrick,  1640  Summer 

1947  Mulaire,  Victor  J.,  65  South 

1951  Mulford,  Edwin  H.,  2nd,  1 Atlantic 
1938  Murphy,  Charles  Anthony,  59  South 
1931  Alurray,  Henry  Joseph,  53  South 

1940  Nemoitin,  Bernard  Oscar,  96  Alain 
1911  Nemoitin,  Jacob,  96  Alain 

1952  Nolan,  John  Joseph,  82  Forest 
1946  Ogilvie,  John  Black,  610  Summer 
1938  O’AIeara,  Francis  Patrick,  1 Elm  PI. 

1955  Ostriker,  Paul  J.,  480  Bedford 

1928  Paul,  Voyle  Abrams,  63  South 
1946  Poczabut,  John  Stephen,  65  South 

1948  Raffaele,  Frank  Joseph,  159  Alain 
1938  Rawls,  Cotton,  300  Main 

1929  Resnik,  William  Harry,  65  South 

1954  Richar,  Walter  John,  22  Beach  View  Dr. 

1952  Righthand,  Norman,  191  Strawberry  Hill  Ave. 

1942  Robison,  Roy  Calvin,  21  Broad 

1931  Rogers,  James  Forbes,  21  Broad 

1953  Rose,  Lawrence  R.,  Woodchuck  Rd. 

1926  Rose,  S.  Allison,  65  South 

1931  Rosenberg,  Bernard  L.,  65  South 

1933  Rosenberg,  Charles  H.,  107  Glenbrook  Rd. 

1931  Ryan,  John  Joseph,  172  North 

1931  Ryan,  William  Arthur,  63  South 

1946  Sabia,  Daniel  Joseph,  65  South 

1932  Schmidt,  Norman  Louis,  60  Glenbrook  Rd. 

1934  Selvin,  Beatrice  Leah,  Stamford  Hospital 

1949  Sheard,  Charles,  76  Glenbrook  Rd. 

1938  Sherman,  Saul  Harvey,  328  Atlantic 

1950  Slater,  Gertrude,  1675  Bedford 

1941  Smith,  Leo  Michael,  21  Broad 

1951  Sommers,  Alargaret,  159  Alain 

1942  Stankard,  William  Francis,  140  Forest 
1934  Starrett,  Jay  Ellis,  970  Summer 

1955  Stephens,  Richmond,  63  South 

1920  Stringfield,  Oliver  Linwood,  1416  Bedford 
1949  Svedlow,  Bernard  Dave,  1767  Summer 
*95°  Telia,  Ralph  Thomas,  107  Glenbrook  Rd. 

1934  Thomas,  Gordon  Clark,  21  Broad 

1940  Troy,  William  Daniel,  758  Summer 

1931  Veremakis,  Constantine,  161  Hubbard  Ave. 

1939  Washburn,  Wendell  James,  65  South,  and  261  Lake 

Ave.,  Greenwich 

1953  Weed,  Clayton  Bagslaw,  21  Broad 

1952  Williams,  Frederick  Davis,  1 Atlantic 

1947  AVrona,  Eugene  Adam,  229  South 

1954  Zalichin,  Henry,  36  Belltown  Rd. 

1934  Zimmern,  Richard  Lee,  1704  Summer 

STEPNEY  DEPOT 

1933  Stotts,  Harold  Lyle 

1946  Williams,  Francis  Pryor  Anthony 

STRATFORD 

1947  Anton,  Alichael  Charles,  2390  Main 
1938  Ashcroft,  Allan  Davis,  3537  Alain 
1947  Brown,  Richard  J.,  2220  Alain 

1943  Dinan,  H.  Philip,  3486  Alain 

1953  Fern,  Burton  Hoffman,  2857  Alain 

1936  Friedman,  Nathan  Harris,  991  East  Broadway 
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19:7  Haberlin,  Chester  Edward,  2944  Main 
1950  Impellitteri,  Thomas  Joseph,  1795  Main 

1939  Levy,  Samuel  Howard,  3007  Main 

1953  Licciardello,  Anthony  Thomas,  2857  Main 
1934  Maher,  John  Rodden,  2184  Main 

1952  McGarry,  John  Francis,  3589  Main 

1941  Nolan,  Katharine  Quinn,  14  Lordship  Rd. 

1931  Oesau,  Harold  Thomas,  1949  Main 

1940  Penner,  Sidney  Lincoln,  2692  Main 

1955  Peterson,  Richard  Charles,  3589  Alain 

1956  Riccio,  Frank  Domenick,  2065  Barnum  Ave. 

1942  Roberge,  George  Edward,  44  Plymouth 

1950  Spinclli,  Nicholas  Patrick  R.,  2857  Main 
1948  Steel,  Robert  MacDonald,  68  Willow  Ave. 

1937  Strayer,  Estclla  Morton,  Lordship  Rd. 

1942  Thomases,  Saul,  2595  Main 

TRUMBULL 
Long  Hill 

1946  Corbett,  William  Tihamer,  Box  158 

1941  Hall,  R.  Warren,  31  Hilltop  Dr.,  Nichols 

1942  Trautman,  Edwin  Frederick,  5367  Main 

WESTON 

1947  DiBlanda,  Flarry  A.,  Lyons  Plains  Rd. 

WESTPORT 

1954  Adler,  Daniel  Harvey,  115  East  State 

1953  Beasley,  Albert  Sidney,  1 15  East  State 

1952  Beinfield,  Malcolm  Sidney,  Colonial  Green 
1952  Biskind,  Morton  Sidney,  28  Alain 

1948  Dickenson,  James  Rea,  Parsell  Lane 
1930  Ellrich,  David  Lionel,  125  East  State 

1954  Ente,  Howard  Keith,  115  East  State 

1955  Freidinger,  Arthur  William,  Westport  Sanitarium 

1943  Gerow^  George  PL,  Westport  Sanitarium 

1943  Houze,  Harry  G.,  Westport  Sanitarium 

1946  Isenman,  Robert,  26  West  State 

1956  Kantor,  Thomas  Gordon,  29  Elm 
1955  Kaunitz,  Paul  E.  Red  Coat  Rd. 

1947  Lebhar,  Neil  F.,  Bay 

1951  Locks,  Matthew  Owen,  142  Main 
1950  Lynch,  Franklin,  Bay 

1952  Micheels,  Louis  Joseph,  1 1 5 East  State 
1934  Alorgan,  AVilliam  Oliver,  193  Main 
1937  Nespor,  Robert  Wenzel,  1 Avery  Place 

1953  Ormand,  Joseph,  115  East  State 

1925  Phillips,  Harry  Shaw,  44  Church  Lane 

1952  Schultz,  Alartin,  121  Alain 

1941  Shoup,  Homer  B.,  Jr.,  1 1 5 East  State 

1943  Solway,  Rueben  Isaac  H.,  Alain  and  St.  John’s  PI. 

1954  Streitfeld,  Franklin  Hugh,  1 1 5 East  State 
1950  Syz,  Hans,  The  Lifwynn  Foundation 

1936  Teuscher,  William  Philip,  167  South  Compo  Rd. 

WILTON 

1955  Boas,  Norman  Francis,  Wilton  Center 
1939  Knauth,  Marjorie  Strauss,  Drum  Hill  Rd. 

1948  Alaidman,  Leonard,  Crossways 

1954  Zucker,  Richard  Arthur,  Cricket  Lane 

OUT  OF  COUNTY 

1927  Desmond,  Waldo  F.,  163  Trismen  Ter.,  Winter  Park, 
Florida 

1947  Donadeo,  John,  333  Central  Park  West,  New  York  25, 
N.Y. 

1941  Flanagan,  Edwan  Daniel,  19  West  Main,  Clinton 


1935  Fox,  Robert  Adolph,  Northern  Westchester  Hospital, 

Mount  Kisco,  N.  Y. 

1954  Freedman,  R.  Harrison,  118  Colony,  Meriden 
1937  Hawthorne,  Julian,  36  Oakland  Beach  Ave.,  Rye, 
N.  Y. 

1912  Hyde,  Charles  Elias,  301  23rd  Ave.,  N.E.,  St.  Peters- 

burg, Florida 

1948  Intriere,  Anthony  Donald,  30  Hayes,  Arlington, 

Mass. 

1939  Ireland,  Richard  Milton,  66  Bridge,  New  Milford 

1952  Jarrett,  William  Armistead,  St.  Peters  Hospital,  New 

Brunswick,  New  Jersey 

1944  Kelemen,  Eugene,  Box  34,  Camanillo,  California 

1951  Layton,  William  Alalloy,  Jr.,  American  Cyanamid 

Co.,  Lederle  Laboratories,  Pearl  River,  N.  Y. 

1946  Lyddy,  John  Roger,  2 Wedgewood  Rd.,  Natick,  Mass. 
1954  Murphy,  Paul  Driscoll,  4743  Highland  Ave.,  Shady- 

side,  Ohio 

1939  Murray,  Thomas  Oscar,  V.  A.  Hospital,  Gulfport, 
Alississippi 

1926  Oberg,  Frank  Thorwald,  30  Farmington  Ave.,  Hart- 
ford 

1949  Olmsted,  Richard  Williams,  National  Naval  Aledical 

Center,  Bethesda,  Md. 

1907  Staub,  J.  Howard,  New  Preston 

1941  Tutles,  Alexander  James,  State  Office  Bldg.,  Hartford 

1948  Walker,  John  Alercer,  444  East  68th,  New  York,  N.  Y. 

1953  Zehrung,  William  John,  New  Alilford  Hospital,  New 

Alilford 

Hartford  County  Association 

President:  Harold  M.  Clarke,  73  Cedar,  New  Britain 
Vice-President:  John  N.  Gallivan,  400  Main,  East  Hartford 
Secretary -Treasurer:  Philip  M.  Cornwell,  85  Jefferson, 
Hartford 

Councillor:  John  N.  Gallivan,  400  Main,  East  Hartford 
Alternate  Councilor:  Harold  M.  Ci.arke,  73  Cedar,  New 
Britain 

Business  office:  230  Scarborough,  Hartford 
Annual  Meeting,  First  Tuesday  in  April 
Semi-Annual  Meeting,  Fourth  Tuesday  in  October 

AVON 

1913  Madden,  Leon  Irving,  West  Avon  Rd. 

1941  Wiepert,  William  Murray,  West  Avon  Rd. 

1949  Williams  William  Edward,  West  Avon  Rd. 

BERLIN 

1947  Foster,  Hollis  Joseph,  Worthington  Ridge 

BLOOMFIELD 

1949  Bagnall,  Richard  Salmon,  616  Bloomfield  Ave. 

1923  Bestor,  Eugene  Leonard,  55  Alountain  Ave. 

1936  Burgdorf,  Alfred  Louis,  Duncaster  Rd. 

1953  Dwyer,  Ruth  Tychsen,  15  Alountain  Ave. 

1952  Dwyer,  William  John,  15  Alountain  Ave. 

BRISTOL 

1930  Appell,  Paul  Harry,  14  Bradley 

1947  Baptist,  Vincent,  124  Main 

1934  Beatrice,  Alphonse  Anthony,  331  Main 

1948  Becker,  Arnold  H.,  124  Main 

1936  Bird,  Frederick  Stanford,  51  Bellevue  Ave. 

1932  Borkowski,  Boleslaus  Joseph,  4 School 

1947  Brezina,  Philip  Savage,  105  Woodland 

1948  Brockway,  Dorothy  W.,  205  Summer 
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1946  Ciccarelli,  Armanno  William,  63  Main 

1947  Dalmain  Walter  Andrew,  368  Main 
1935  Flynn,  William  Henry,  9 North  Main 

1947  Furniss,  William  Ernest,  72  Prospect  PI. 

1937  Hall,  Martin  Irving,  240  Main 

1946  Hanley,  J.  Bainbridge,  63  Bellevue  Ave. 

1921  Hanrahan,  William  Richard,  209  Center 
1952  Hershey,  David  Daniel,  101  Woodland 

1948  Hershman,  Harry  Herbert,  122  Maple 

1954  Holden,  Wesley  Wiberg,  41  Stearns 
1928  LaPlume,  Albert  Antonio,  45  Prospect 

1951  LaPorte,  Thomas  Francis  V.,  269  North  Main 
1942  Littwin,  Ralph  J.,  Bristol  Hospital 

1935  Papa,  John  Smith,  124  Main 

1952  Perry,  Douglas  Dards,  3 Woodland 

1948  Pollock,  Henry  Meeker,  Jr.,  259  High 
1946  Purney,  John  308  Main 

1921  Richardson,  Ralph  Augustus,  40  High 

1935  Siliciano,  Raoul  Andrew  Victorius,  no  South 

1955  Steinmayer,  Otto  Christoph,  Jr.,  240  Main 

1936  Stevenson,  William  Robb,  122  Maple 

1939  Tirella,  Fred  Francis,  2 Riverside  Ave. 

1942  Vogel,  Frank  Siegfried,  301  Main 
1934  Winters,  Herman  W.,  405  North  Main 

COLLINSVILLE 

1940  Barker,  Norman  John,  R.  F.  D.  No.  1 

1954  Carlton,  Lawrence  Sumner,  Dyer  Ave. 

1906  Cox,  Ralph  Benjamin 

1949  Diters,  Edward  Nelson,  Gildersleeve  Ave. 

EAST  HARTFORD 
1948  Acqua,  Louis  C.,  40  Elm 
1939  Brewer,  Francis,  United  Aircraft 
1948  Danyliw,  Joseph  Michael,  85  Brookfield  Dr. 

1936  Gallivan,  John  Norman,  400  Main 
1923  Haylett,  Howard  Bulkeley,  1109  Main 
1946  Hcrvey,  Zoltan  P.,  1169  Main 

1952  Florrigan,  Thomas  Henry,  74  Connecticut  Blvd. 

1933  Houle,  Raymond  Theodore,  5 Central  Ave. 

1952  Leo,  Frank  Joseph,  28  Terry  Rd. 

1955  Loewenberg,  Peter  Christian,  419  Main 

1950  Lohman,  William  Henry,  63  Connecticut  Blvd. 

1934  Lublin,  Raymond  David,  759  Main 

1946  Messina,  Michael  C.,  400  Main 

1939  Mirabile,  Thomas  Joseph,  59  Burnside  Ave. 

1947  Murphy,  John  Joseph,  27  Wells  Ave. 

1954  Parton,  George  Frederic,  Jr.,  597  Burnside  Ave. 

1952  Platz,  Joseph,  759  Main 

1954  Reinfrank,  Ralph  Frank,  63  Connecticut  Blvd. 

1920  Schaefer,  Jacob,  ion  Main 

1948  Sirota,  Harvey  H.,  1128  Main 
1942  Trantolo,  Arthur,  1559  Main 

1954  Wheeler,  Gordon  Bartlett,  Pratt  & Whitney  Aircraft 

EAST  WINDSOR 
Broad  Brook 

1923  Robinson,  Wilford  John  Thomas,  Main 

Warehouse  Point 

1937  Maslak,  Rudolph,  South  Main 

HAZARDVILLE 

1906  Bridge,  John  Law,  P.  O.  Box  272 
1923  Shepherd,  William  Gordon,  Main 

THOMPSONVILLE 
1937  Bloom,  David  Irving,  126  Pearl 
1937  Dignam,  Bernard  Stephen,  133  Pearl 


1938  Gourlie,  Howard  Wallace,  75  North  Main 
1950  Johnson,  Carl  Wentworth,  59  Pearl 

1948  Robbins,  Jacques,  17  North  Main 

1940  Valenski,  Thaddeus  James,  Main 

FARMINGTON 

1946  Barbour,  Paul  Humphrey,  Jr.,  14  High 
1933  Bunneli,  Walls  Willard,  Main 
1935  MacLean,  Ethel  Margaret,  High 
1953  Marshall,  James  Smith,  113  Farmington  Ave. 

GLASTONBURY 
1933  Earle,  Benjamin  Baylis,  2458  Main 

1935  Griswold,  Edwin  Monroe,  2858  Main 

1939  Raffa,  Joseph,  2638  Main 

1946  Ricca,  Renato  A.,  28  Ripley  Rd. 

1924  Whittles,  Lee  Jay,  2205  Main 

GRANBY 

1949  Edelberg,  Eileen  Kathleen,  Salmon  Brook 
1949  Edelberg,  Herman,  Salmon  Brook 

HARTFORD 

1942  Allen,  George  Francis,  279  Farmington  Ave. 

1941  Allen,  John  Clinton,  Hartford  Hospital 
1944  Allen,  Mary  Mazner,  32  Lorraine 

1953  Anderson,  Gustav  Walter,  85  Jefferson 

1937  Andrews,  Egbert  Morrill,  85  Jefferson 

1927  Antupit,  Louis,  242  Trumbull 

1936  Apter,  Harry,  99  Pratt 

1932  Arons,  Milton  Robert,  750  Main 

1955  Austin,  G.  Lawrence,  Jr.,  85  Jefferson 
1904  Backus,  Harold  Simeon,  99  Pratt 
1913  Bailey,  N.  Herbert,  109  North  Whitney 
1923  Bancroft,  Harold  Arthur,  85  Jefferson 
1952  Bannister,  William  Kirtley,  80  Seymour 

1954  Barald,  Fred  Charles,  114  Woodland 

1952  Barrett,  Harold  Spencer,  165  Capitol  Ave. 

1955  Barry,  Robert  Torney,  85  Jefferson 

1933  Bausch,  Carl  Philipp,  36  Pearl 
1907  Beach,  Charles  Thomas,  42  Willard 

1949  Beaky,  John  Francis,  703  Asylum  Ave. 

1929  Beatman,  Israel,  242  Trumbull 

1948  Beckett,  Ronald  Stewart,  Hartford  Hospital 
1944  Beebe,  John  Taylor,  665  Asylum  Ave. 

1934  Beizer,  Edmund,  56  Garden 

1950  Bellizzi,  Joseph  John,  273  Farmington  Ave. 

1947  Bernstein,  Louis,  983  Main 

1936  Bingham,  Charles  Tiffany,  576  Farmington  Ave. 

1938  Birge,  Henry  L.,  664  Farmington  Ave. 

1941  Bobrow,  Aaron,  500  Blue  Hills  Ave. 

1947  Bowen,  Francis  Dorsey  T.,  689  Asylum  Ave. 

1951  Braceland,  Francis  J.,  200  Retreat  Ave. 

1941  Brandon,  Kenneth  Francis,  151  Farmington  Ave. 
1951  Brandriss,  Joseph,  95  Pearl 

1912  Brayton,  Howard  Wheaton,  576  Farmington  Ave 
1931  Brecker,  F.  Wellington,  50  Farmington  Ave. 

1931  Brewer,  Timothy  Francis,  50  Farmington  Ave. 
1946  Brewster,  William  B.,  Jr.,  in  Pearl 
1954  Brown,  Richard  Braddoclc,  85  Jefferson 

1949  Bruno,  Francis  Ernest,  701  Asylum  Ave. 

1942  Bruskin,  Chaim  Elias,  1840  Park 

1929  Buck,  Burdette  Jay,  630  Farmington  Ave. 

1931  Buckley,  Richard  Cotter,  in  Gillett 

1954  Bucknam,  Frank  Gilbert,  576  Farmington  Ave. 

1948  Bunce,  James  Merrill,  85  Jefferson 
1946  Bumess,  Sidney  Harold,  in  Pearl 

1950  Bums,  John  Edward,  683  Asylum  Ave. 

1928  Butler,  Nicholas  George,  50  Farmington  Ave. 
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949  Butterfield,  Walter  Lamont,  Jr.,  85  Jefferson 

930  Byrne,  David  Walter,  85  Jefferson 

950  Calio,  James  Vincent,  216  Farmington  Ave. 

952  Callahan,  James  Lawrence,  50  Farmington  Ave.  and 
26  Cedar,  New  Britain 

931  Calverly,  Eleanor  Jane,  143  Sigourney 

947  Campbell,  Robert  Harold,  85  Jefferson 

934  Cappiello,  Silvestro,  47  Vine 

948  Carangelo,  John,  402  Farmington  Ave. 

933  Carey,  Thomas  Cornelius,  in  Gillett 
931  Carniglia,  Ettore  Francis,  85  Jefferson 

952  Carrabba,  Salvatore  Richard,  179  Allyn 

929  Carroll,  James  Edward,  220  Farmington  Ave. 

948  Cartland,  John  Everett,  Jr.,  85  Jefferson 

949  Castagno,  Marion  MacDonald,  215  Washington 

949  Castagno,  Rowe  Anthony,  215  Washington 

953  Caven,  Hugh  James,  274  Farmington  Ave. 

933  Cenci,  Vincent  Peter,  64  Garden 

943  Chester,  Lewis  L.,  179  Allyn 

922  Clason,  Freeman  Pell,  85  Jefferson 

937  Clifford,  Martha  Louise,  436  Capitol  Ave. 

928  Cogan,  George  Eugene,  50  Farmington  Ave. 

913  Cogswell,  Eliot  Sanborn,  179  Allyn 

936  Cogswell,  Lawrence  Perley,  85  Jefferson 

950  Cohen,  Benjamin,  500  Blue  Hills  Ave. 

938  Cohn,  Samuel  Hills,  hi  Pearl 

948  Cole,  Milton  Julius,  75  Pratt 

954  Conant,  Roger  Garrett,  700  Main 

935  Connor,  Joseph  Joyce,  750  Main 

953  Conway,  Mark,  387  Blue  Hills  Ave. 

946  Cornwell,  Philip  Morba,  85  Jefferson 

944  Cramer,  Sidney  Leo,  64  Garden 

943  Crispin,  Maximilian  A.,  216  Farmington  Ave. 

955  Cullen,  Chester  Francis,  200  Retreat  Ave. 

941  Cullen,  James  Rescott,  350  Farmington  Ave. 

955  Curran,  Sidney  John,  50  Farmington  Ave. 

946  Curran,  Timothy  Leonard,  50  Farmington  Ave. 

938  Curtis,  Burr  Harding,  85  Jefferson 

954  Curtis,  Hester  Balch,  State  Dept,  of  Health 

914  Daly,  Charles  William,  247  South  Whitney 
935  Daly,  William  Patrick,  216  Farmington  Ave. 

955  Daniels,  Evan  Howard,  Jr.,  1335  Main 
922  Davis,  James  Edward,  85  Jefferson 

951  Davis,  Roger  Wolcott,  Jr.,  85  Jefferson 

949  Day,  Marvin  Bunce,  50  Farmington  Ave. 

954  deChabert-Ostland,  Jean  Guido,  37  Garden 

952  Delgado-Fourzan,  Enrique,  200  Retreat  Ave. 

946  Delligan,  Francis  William,  36  Woodland 

947  Deming,  Archibald  Staley,  85  Jefferson 
914  Deming,  Clinton  Demas,  85  Jefferson 
949  Deming,  Edward  Griswold,  85  Jefferson 

954  Denton,  Cleveland  Ray,  137  Jefferson 

931  DePasquale,  Francis  Lawrence,  1992  Broad 

937  DePasquale,  John  Anthony,  50  Farmington  Ave. 

946  Desmond,  Charles  Thomas,  683  Asylum  Ave. 

934  DeVito,  Michael  Joseph,  525  Main 
931  Dion,  Asa  Joseph,  207  Washington 

944  Dion,  Julien  Andre,  207  Washington 

939  Dodd,  Burwell,  85  Jefferson 
944  Doerr,  William  John,  36  Forest 

955  Doherty,  Robert  C.,  50  Farmington  Ave. 

951  Donnelly,  John,  200  Retreat  Ave. 

948  Donnelly,  William  Allen,  689  Asylum  Ave. 

934  Donner,  Samuel,  99  Pratt 

938  Donovan,  William  Francis,  47  Main 

937  Downer,  Muriel  Case,  157  Warrenton  Ave. 

952  Drake,  Leo  B.,  119  Ann 

937  Duffy,  Leo  Thomas,  683  Asylum  Ave. 

942  Duksa,  Walter  Joseph,  525  Main 


951  Dunsmore,  Rembrandt  Han  ey,  85  Jefferson 
938  Durkee,  Ralph  Everett,  Jr.,  31  North  Beacon 

946  Dushane,  Joseph  Edward,  297  Farmington  Ave. 
954  Eagan,  E.  Cecil,  114  Woodland 

953  Earle,  Lyon  Hooper,  Jr.,  55  Elm 

947  'Ebers,  Theodore  Martin,  140  Garden 
927  Elliot,  K.  Gregor)',  631  Park 

943  'Ellis,  Lyle  Gaffney,  700  Alain 

948  Ellis,  William  Aver)',  665  Asylum  Ave. 

937  Ellison,  Fiederick  Speirs,  85  Jefferson 

914  Emmett,  Francis  Arthur,  410  Asylum  Ave. 

937  Fagan,  Francis  Xavier,  683  Asylum  Ave. 

949  Fairlie,  Chester  Wilson,  Jr.,  85  Jefferson 

933  Farland,  Victor  Louis,  54  Pratt 
919  Fay,  William  James,  179  Allyn 

941  Feeney,  Thomas  Michael,  701  Asylum  Ave. 

929  Felty,  Augustus  R.,  50  Farmington  Ave. 

954  Fierberg,  A.  Arthur,  36  Woodland 

932  Filson,  Ralph  Marshall,  700  Main 

934  Finley,  George  Clark,  30  Farmington  Ave. 

952  Fitzgerald,  Gerald  Patrick,  179  Allyn 

913  Flaherty,  Claude  Vincent,  50  Farmington  Ave. 

951  Flaherty,  Morgan  Vincent,  36  Woodland 
943  Fleish,  Milton  Carl,  64  Garden 

948  Foohey,  Fleur  Cornelius,  146  Jefferson 
947  Fortier,  Norman  Lionel,  99  Pratt 

956  Fotopoulos,  John  Peter,  85  Jefferson 
943  Fox,  George  Francis,  119  Ann 
925  Fox,  James  Charles,  Jr.,  85  Jefferson 
947  Franco,  John  Estrela,  50  Farmington  Ave. 

952  Frank,  Ludwig  Mathias,  295  Farmington  Ave. 
931  Friery,  Clarence  Milton,  no  Greenfield 

943  Fritz,  John,  656  Park 

927  Gaberman,  David,  439  Farmington  Ave. 

947  Gaines,  Nemo  Dexter,  700  Main 
937  Galinsky,  David,  35  North  Whitney 
946  Gardy,  Lawrence  Andrew,  17  Sisson  Ave. 

931  Geetter,  Isidore  Stolper,  92  Fern 

953  Gerent,  Walter  Pave,  271  Farmington  Ave. 

949  Giardi,  Leo  Paul,  561  New  Britain  Ave. 

941  Gibson,  Forrest  Davis,  85  Jefferson 

946  Giffin,  Lewis  Albee,  85  Jefferson 
941  Gillespie,  Harry,  983  Main 

952  Gionfriddo,  Joseph  Robert,  26  Sterling 
934  Giorgio,  Nicholas  Anthony,  61  Edwards 

954  Giosa,  Nicholas  A.,  559  Hillside  Ave. 

937  Giuliano,  Sebastian,  468  Franklin  Ave. 

943  Glass,  William  Henry,  36  Woodland 

934  Glaubman,  Henry  Mitchell,  18  Lenox 
927  Goff,  Charles  Weer,  30  Farmington  Ave. 

936  Gold,  Louis  Henry,  184  North  Beacon 

930  Goldenberg,  Jacob  Joseph,  832  Albany  Ave. 

952  Goldenberg.  Philip  Theodore,  179  Allyn 
949  Goldenthal,  Carol,  1 1 1 Pearl 

947  Goldstein,  Max  Richard,  111  Pearl 

952  Goldstein,  Theodore,  576  Farmington  Ave. 

946  Golino,  Emanuel  Francis,  635  Main 

944  Golston,  Harry,  750  Main 

933  Goodell,  Robert  Alvan,  79  Elm 

940  'Goodrich,  William  Albert,  85  Jefferson 
919  Gosselin,  George  Adelor,  50  Farmington  Ave. 
954  Gossling,  Harry  Robert,  85  Jefferson 
946  Gottesfeld,  Benjamin  Harvey,  99  Pratt 

935  Gould,  Max  Martin,  434  Main 

923  Grau,  Leroy  Charles,  103  North  Whitney 

938  Gray,  Harry  Joshua,  750  Main 
943  Greene,  Gerald  S.,  85  Jefferson 

930  Griggs,  John  Bolter,  650  Farmington  Ave. 

924  Griswold,  Matthew  Hammond,  1 65  Capitol  Ave. 
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1953  Grody,  Marvin  Henry,  36  Woodland 

1952  Gross,  Norman  David,  255  Sisson  Ave. 

1941  Grossmann,  Walter,  242  Trumbull 
1947  Gurwitz,  Jack,  179  Allyn 

1930  Hall,  Llewellyn,  79  Elm 

1939  Hall,  Wendell  Charles,  85  Jefferson 

1953  Hamilton,  George  Livingstone,  Jr.,  436  Capitol  Ave. 

1954  Hamilton,  T.  Stewart,  80  Seymour 

1947  Hamlin,  Charles  H.,  85  Jefferson 

1 1947  Hanaghan,  James  Albert,  3 Sterling 

1952  Hannan,  William  Stephen,  703  Asylum  Ave. 

| 1938  Harris,  Louis  David,  242  Trumbull 

I 1936  Harvey,  Daniel  Foster,  218  North  Beacon 
; 1930  Hastings,  Louis  Pease,  114  Woodland 
1 1954  Hauss,  Donald  Sherman,  301  Farmington  Ave. 

1 1937  Hazen,  Donald  Robert,  295  Farmington  Ave. 

| 1955  Hege,  John  Henry,  150  New  Park  Ave. 

1931  Hennessy,  James  Joseph,  50  Farmington  Ave. 

1946  Hepburn,  Robert  Hougton,  83  Jefferson 

1907  Hepburn,  Thomas  Norval,  179  Allyn 

1940  Heublein,  Gilbert  Whipple,  85  Jefferson 

1930  'Heyman,  Joseph,  410  Asylum 

1949  Hickcox,  Curtiss  Bronson,  80  Seymour 
1934  Hirschfeld,  Otto  Max,  1037  Albany  Ave. 

1931  Hirschberg,  Manuel  Shelton,  135  Blue  Hills  Ave. 
1931  Hockmuth,  Lloyd  Norton,  St.  Francis  Hospital 

j 1924  Hogan,  Walter  Louis,  750  Main 
1930  Holtz,  Raymond  Sidney,  7 Woodland 
( 1953  Houck,  John  Howard,  200  Retreat  Ave. 
i 1933  Hough,  Perry  Tyler,  83  Jefferson 
1934  Houlihan,  John  Joseph,  271  Farmington  Ave. 

1949  'Howard,  Laura  Koon,  200  Retreat  Ave. 

1950  Howe,  Edward  Redfield,  Hartford  Hospital 
1954  Huleatt,  Thomas  Robert,  Jr.,  140  Retreat  Ave. 

1953  Hulme,  Stephen  A.,  435  Farmington  Ave. 

1936  Hurwitz,  George  Hillel,  99  Pratt 

1917  Hutchison,  James  Elder,  665  Asylum  Ave. 

1937  Irving,  James  Grant,  151  Farmington  Ave. 

1939  Jackson,  Allen  Francis,  2149  Main 

1934  James,  Lewis  Paul,  350  Farmington  Ave. 

1941  January,  Derick  Algernon,  85  Jefferson 

1942  January,  Mildred  Hartshorn,  576  Farmington  Ave. 

1948  Jennings,  Walter  Forfar,  69  Gillett 

1951  Johnson,  James  C.,  Jr.,  83  Jefferson 
1941  Johnson,  Paul,  83  Jefferson 

1953  Johnson,  J.  Howard,  107  Dauntless  Lane 

1930  Jones,  Frank  Stafford,  85  Jefferson 

1934  Kaitz,  Harry  Burns,  167  Washington 
1928  Kalin,  Jacob  Isaac,  725  Asylum  Ave. 

1935  Kaplan,  Bernard  Joseph,  64  Garden 

1931  Kardys,  Frederick  Joseph,  600  Asylum  Ave. 

1933  Kardys,  John  Albert,  487  Main 

1935  Karotkin,  Robert  Harold,  816  Albany  Ave. 

(935  Kaschmann,  Joseph,  179  Allyn 
1937  Katz,  Dewey,  140  Fern 
1924  Katz,  Henry,  730  Main 
1941  Katzman,  Samuel  Sidney,  11  Asylum 
1930  Kay,  Richard,  Hartford  Hospital 

1949  Kearnev,  Maurice  Walter,  Jr.,  50  Farmington  Ave. 

1934  Keefe,  Raymond  Starkey,  272  Franklin  Ave. 

1934  Keefe,  Walter  Joseph,  350  Farmington  Ave. 

1908  Keith,  Albert  Russell,  85  Jefferson 
1920  Kelly,  Claude  Currie,  83  Jefferson 

1950  Kemler,  Raphael  Leonard,  57 6 Farmington  Ave. 
1930  Kendall,  Ralph  Emerson,  20  South  Hudson 
1934  Kiefer,  C.  Raymond,  Jr.,  79  Retreat  Ave. 

1927  Kilbourn,  Austin,  1039  Asylum  Ave. 

1920  Kilbourn,  Joseph  Birney,  36  Pearl 
1934  Kingston,  Paul  J.,  114  Woodland 


1946  ICirsch,  Neville,  56  Garden 

1932  Klein,  Abraham  Arthur,  139  Fern 
1946  Klein,  Joseph,  435  Farmington  Ave. 

1954  Kosar,  Walter  Philip,  36  Woodland 
1944  Krall,  Irving  Hadley,  99  Pratt 

1930  Kunkel,  F.  Earle,  83  Jefferson 

1949  Lahey,  William  J.,  St.  Francis  Hospital 

1935  Lammert,  Thomas  King,  Hartford  Hospital 
1938  Lampson,  Rutledge  Starr,  83  Jefferson 

1913  Landry,  Arthur  Bernard,  50  Farmington  Ave. 

1926  Landry,  Benedict  Bernard,  30  Farmington  Ave. 

1940  Lankin,  Joseph  John,  83  Jefferson 

1943  Lapenta,  Rocco  George,  1307  Albany  Ave. 

1949  Laramore,  Herbert  Franklin,  140  Garden 

1929  Larrabee,  John  Whitfield,  83  Jefferson 
1946  Larson,  Albert  Lloyd,  700  Main 

1952  Lasser,  Leonard  Marshall,  270  Farmington  Ave. 

1930  Lear,  Harold  A.,  64  Garden 

1942  Lenehan,  John  Richard,  683  Asylum  Ave. 

1938  Leonard,  John  Charles,  20  South  Hudson 
1954  LeRoyer,  Charles  Phillip,  Jr.,  700  Main 

1933  Levin,  Albert  Eliot,  242  Trumbull 
1946  Levin,  Robert  Raphael,  249  Sisson  Ave. 

1934  Levreault,  Gerald  Victor,  53  Elm 

1936  Lewis,  Samuel  Donald,  85  Jefferson 

1932  Liberson,  Wladimir  Theodore,  62  Roslyn 

1953  Lipton,  Harold,  270  Farmington  Ave. 

1937  Lischner,  Moses  David,  75  Pearl 
1946  Litter,  Leo,  44  Garden 

1949  Little,  David  Mason,  Jr.,  80  Seymour 
1934  Little,  Milton  Frederick,  85  Jefferson 
1913  Locke,  Harry  Leslie  Franklin,  293  Farmington  Ave. 

1932  Loftus,  James  Francis,  330  Farmington  Ave. 

1933  LoPresti,  Daniel  A.,  83  Jefferson 

1941  Lowell,  W.  Holbrook,  Jr.,  83  Jefferson 
1923  Luby,  Thomas  John,  410  Asylum 

1919  Maislen,  Samuel,  2138  Main 
1932  Mancall,  Irwin  Tuch,  730  Main 

1931  Mancoll,  Morris  Max,  242  Trumbull 
1949  Mann,  Norman  Morton,  99  Pratt 

1931  Marino,  Frank  Sebastian,  18  Asylum 

1932  Marranzini,  Samuel,  701  Asylum  Ave. 

1932  Marsh,  Alexander,  34  Sisson  Ave. 

1933  Marsh,  Raymond  Randolph,  274  Farmington  Ave. 

1953  Marshall,  Daniel,  179  Allyn 

1946  Martin,  Stevens  John,  114  Woodland 

1948  Mastronarde,  Nicholas  Angelo,  215  Washington 
1952  McAdams,  George  Brockenbrough,  Hartford  Hospital 

1932  McAndrews,  James  Francis,  576  Farmington  Ave. 

1949  McCarthy,  Frank  Walden,  Jr.,  576  Farmington  Ave. 
1930  McClellan,  Wilbert  Ernest,  73  Pearl 

1954  McClosltey,  Edwin  M.,  St.  Francis  Hospital 

1938  McCrann,  Donald  Joseph,  36  Woodland 
1937  McCue,  Martin  P.,  350  Farmington  Ave. 

1934  McDermott,  John  Francis,  56  Garden 
1954  McDonald,  Wilfrid  Lome,  114  Woodland 

1933  McGrath,  John  Francis,  663  Maple  Ave. 

1949  McLean,  Charles  Ellsworth,  85  Jefferson 

1932  McLellan,  Philip  Garretson,  83  Jefferson 

1935  McNulty,  Terence  Francis,  21  Sisson  Ave. 

1949  McPherson,  Sidney  R.,  83  Jefferson 

1934  Menzer,  Alexander,  439  Farmington  Ave. 

1933  Middlebrook,  Louis  Francis,  85  Jefferson 
1937  Miller,  Harry  Bernard,  983  Main 

1947  Miller,  Seymour  M.,  1711  Park 

1933  Mirabile,  Charles  Samuel,  85  Jefferson 

1946  Missett,  James  Stephen,  663  Asylum  Ave. 

1947  Moher,  James  J.,  689  Asylum  Ave. 

1954  Molloy,  Robert  Joseph,  50  Farmington  Ave. 
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1948  Morrison,  Donald  Richard,  85  Jefferson 
1938  Neidlinger,  William  James,  85  Jefferson 
1955  Neill,  Mather  Humphrey,  151  Farmington  Ave. 

1946  Nichols,  Edward,  85  Jefferson 

1947  Nichols,  Frederick  L.,  85  Jefferson 

1952  Nicholson,  Richard  Edwin,  140  Garden 

1948  Nolan,  John  O’Leary,  50  Farmington  Ave. 

1950  Nurnberger,  John  Ignatius,  200  Retreat  Ave. 

1944  O’Connell,  John  Daniel,  50  Farmington  Ave. 

1923  O’Connell,  John  Francis,  865  Park 

1928  O’Connell,  Maurice  Francis,  50  Farmington  Ave. 

1952  O’Connell,  Thomas  Joseph,  108  Bloomfield  Ave. 

1955  O’Conor,  Gregory  Thomas,  1 14  Woodland 

1928  Ogden,  Ralph  Trafton,  85  Jefferson 

1931  Olmsted,  John  Gerald  Maurice,  404  Farmington  Ave. 

1937  O’Neill,  Charles  William,  18  Asylum 

1953  Opinsky,  Morton,  179  Allyn 

1952  Orfitelli,  Orland  Peter,  1210  Broad 

1955  Ormrod,  John  Kenneth  T.,  151  Farmington  Ave. 

1921  Osborn,  Stanley  Hart,  165  Capitol  Ave. 

1927  Osmond,  Robert  Hunter,  85  Jefferson 

1954  Owens,  E.  Reese,  30  Farmington  Ave. 

1938  Padula,  Vincent  Domenica,  50  Farmington  Ave. 

1945  Paladino,  Joseph  Salvatore,  300  Franklin  Ave. 

1954  Partington,  Philip  Raymond,  80  Seymour 
1938  Peacock,  Albert  Upham,  576  Farmington  Ave. 

1952  Pepper,  Dickinson  Sergeant,  140  Garden 

1944  Perkins,  Joseph  Augustine,  50  Farmington  Ave. 

1933  Phelps,  Maxwell  Overlock,  85  Jefferson 

1937  Phelps,  Paul  Stetson,  119  Ann 

1949  Piacente,  Salvatore  Sylvester,  701  Asylum  Ave. 

1947  Pierce,  Harold  Fisher,  165  Capitol  Ave. 

1929  Pike,  Maurice  Mitchell,  85  Jefferson 
1944  Pitegoff,  Gerald  Irving,  242  Trumbull 

1948  Pizzo,  Paul  S.,  66 2 Wethersfield  Ave. 

1954  Plessen,  Mogens  Alexander,  1179  Main 

1950  Polivy,  Charles,  111  Pearl 

1948  Prestley,  William  Francis,  85  Jefferson 

1949  Pulaski,  John  Edward,  98  Main 

1952  Purnell,  William  Ebbert,  85  Jefferson 

1950  Pyrtek,  Ludwig  Joseph,  85  Jefferson 
1923  Radin,  Morris  Jacob,  36  Pearl 

1928  Radom,  Myron  Michael,  242  Trumbull 
1923  Rankin,  Bertrand  Fred,  57  Pratt 

1951  Rankin,  Clair,  137  Jefferson 

1913  Reardon,  William  Francis,  750  Main 

1950  Reed,  John  Francis,  85  Jefferson 

1934  Reidy,  D.  Dillon,  750  Main 

1916  Reynolds,  Harry  Stephen,  18  Asylum 

1930  Reynolds,  Robert  Gardner,  85  Jefferson 

1951  Riege,  David  Halsted,  576  Farmington  Ave. 

1922  Roberts,  Douglas  James,  85  Jefferson 

1932  Robinson,  Albert  James,  55  Elm 

1950  Robinson,  David,  99  Pratt 

1933  Robinson,  John  Christie,  700  Main 
1943  Rocco,  Mario  P.,  500  New  Britain  Ave. 

1948  Roh,  Charles  Ernest,  85  Jefferson 

1934  Rollins,  Henry  Brock,  140  Garden 

1936  Rosenbaum,  George  Jonas,  647  New  Britain  Ave. 

1954  Rosenfeld,  Joseph  Eugene,  70  Garden 

1938  Rosenthal,  Ernest,  18  Asylum 

1935  Roth,  Frank  Edward,  179  Allyn 

1907  Rowley,  Robert  Lee,  241  North  Oxford 

1951  Rowley,  Samuel  Dunham,  576  Farmington  Ave. 

1946  Rubin,  Albert,  242  Trumbull 
1921  Russell,  G.  Gardiner,  85  Jefferson 
1948  Russo,  Joseph  Nicholas,  85  Jefferson 

1936  Ryan,  Francis  James,  95  Pearl 

1953  Ryan,  William  Francis,  Jr.,  216  Farmington  Ave. 


945  Sachs,  Benjamin,  610  Farmington  Ave. 

951  Sachs,  Julius  Johnson,  99  Pratt 

923  St.  John,  Leopold  Albert,  25  Charter  Oak  Ave. 

950  St.  John,  Nicholas  E.,  25  Charter  Oak  Ave. 

926  Salvin,  Benjamin  Lloyd,  242  Trumbull 
937  Sayers,  John  Joseph,  865  Park 

928  Scafarello,  Peter  Joseph,  410  Asylum 

932  Schaefer,  Abraham  Maurice,  262  Maple  Ave. 

952  Schipke,  Raymond  Edgar,  576  Farmington  Ave. 
949  Schloss,  Walter  Amson,  99  Pratt 

947  Schnap,  Isidore,  95  Pearl 

953  Schwartz,  Harold,  99  Pratt 

946  Schwartz,  Herbert  Norman,  99  Pratt 

940  Scoville,  William  Beecher,  85  Jefferson 
952  Scull,  Edward,  85  Jefferson 

932  Seibert,  Alfred  Frank,  700  Main 

948  Seigle,  Stewart  Pinnell,  85  Jefferson 

952  Sennett,  Edward  Joseph,  114  Woodland 
942  Serbin,  A.  Frederick,  99  Pratt 

941  Sewall,  Sydney,  64  Garden 

920  Shea,  Daniel  Edward,  135  Whitney 

947  Sherwood,  Paul  Michael,  95  Pearl 

955  Shortliffe,  Ernest  Carl,  Hartford  Hospital 

951  Shoukimas,  John,  44  Garden 
941  Shull,  John  Coulter,  85  Jefferson 

933  Shulman,  David  Nathaniel,  422  Farmington  Ave. 

948  Silbermann,  Josef  Salo,  179  Allyn 

936  Slossberg,  David  Seymour,  541  Park 

945  Smith,  Charles  Leonard,  85  Jefferson 

956  Smith,  Leonard  Kelley,  36  A Woodland 

952  Smith,  Lillian  A.,  56  Coventry 

944  Smith,  William  Leslie,  85  Jefferson 
939  Smith,  Wilson  Fitch,  85  Jefferson 

937  Sneidman.  George  Irving,  322  Vine 

929  Snelling,  Pinckney  Welch,  1 1 1 Pearl 
944  Solomkin,  Mark,  750  Main 

935  Solomon,  Charles  Isadore,  576  Farmington  Ave. 

937  Spekter,  Louis,  436  Capitol  Ave. 

921  Spillane,  Bernard,  30  Farmington  Ave. 

951  Spillane,  Richard,  30  Farmington  Ave. 

941  Sponzo,  James  Joseph,  3 Webster 

952  Stack,  William  J.,  566  Prospect  Ave. 

927  Standish,  E.  Myles,  85  Jefferson 

897  Standish,  James  Herbert,  85  Jefferson 

931  Standish,  Welles  Adams,  85  Jefferson 

934  Stanton,  Carey  Quillan,  151  Farmington  Ave. 

953  Stapor,  Joseph  John,  1179  Main 

955  Stearns,  Colby  Starnaman,  581  Farmington  Ave. 

946  Steege,  Theodore  Walter,  85  Jefferson 

930  Steincrohn,  Peter  Joseph,  705  Asylum  Ave. 

949  Steven,  Ranald  James,  80  Seymour 
923  Storrs,  Ralph  Warren,  83  Jefferson 

949  Sunkin,  David  Frederick,  656  Blue  Hills  Ave. 

907  Swan,  Horace  Cheney,  196  North  Whitney 
948  Swett,  Norris  Poole,  576  Farmington  Ave. 

932  Talbot,  PTenry  Pierce,  163  Capitol  Ave. 

948  Teahan,  John  William,  689  Asylum  Ave. 

930  Thau,  Marcel,  279  South  Marshall 

949  Thayer,  John  Ernest,  114  Woodland 

922  Thompson,  Hartwell  Greene,  83  Jefferson 

938  Tonken,  Louis  Clarence,  487  Farmington  Ave. 

936  Tooker,  Harold  Clifton,  95  Pearl 

938  Tovell,  Ralph  Moore,  20  South  Hudson 
953  Trench,  James  McKeehan,  725  Asylum  Ave. 

942  Truex,  Edward  Hamilton,  Jr.,  83  Jefferson 

908  Tuch,  Morris,  99  Pratt 

946  Tucker,  Charles  Albert,  85  Jefferson 
930  Tulin,  George  Arthur,  111  Pearl 

947  Turco,  Vincent  Joseph,  56  Garden 
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1937  Twaddle,  Paul  Holmes,  85  Jefferson 
1937  Unsworth,  Arthur  Charles,  85  Jefferson 

1933  Uricchio,  Joseph  George,  260  Wethersfield  Ave. 

1908  Vail,  George  Francis,  36  Pearl 

1935  VanDerwerker,  Earl  Edward,  Jr.,  85  Jefferson 
1926  Van  Wart,  William  Haley,  650  Main 

1917  Vernlund,  Carl  Frithiof,  85  Jefferson 

1952  Vernlund,  Robert  James,  85  Jefferson 
1950  Vigue,  Charles  Everett,  200  Retreat  Ave. 

1948  Von  Salzen,  Charles  F.,  725  Asylum  Ave. 

1940  Walker,  Robert,  85  Jefferson 

1934  Wallace,  Victor  G.  H.,  45  Retreat  Ave. 

1950  Waltman,  Irving,  85  Jefferson 

1937  Walton,  Loftus  Linwood,  137  Jefferson 

1955  Ward,  Kenneth  Eaton,  55  Elm 

1950  Wardner,  LeRoy  Hamilton,  85  Jefferson 

1932  Warring,  Howard  Lewis,  1756  Main 

1946  Wawro,  N.  William,  85  Jefferson 

1950  Weden,  Elmer  Alford,  Jr.,  Hartford  Hospital 
<934  Weiner,  Julius  Gills,  750  Main 

1943  Weiner,  Sylvia,  242  Trumbull 

1931  Weisenfeld,  Nathan,  608  Blue  Hills  Ave. 

1936  Weissenborn,  Walter,  50  Farmington  Ave. 

1954  Welch,  Howard  J.,  St.  Francis  Hospital 
1920  Weld,  Stanley  Burnham,  85  Jefferson 
‘955  Welhaven,  Arne,  200  Retreat  Ave. 

1948  Wells,  Gideon  Robbins,  576  Farmington  Ave. 

1947  Wells,  John  Breckenridge,  85  Jefferson 

1954  Wetstone,  Howard  Jerome,  299  Farmington  Ave. 
1924  Whalen,  Edward  Joseph,  750  Main 

1938  Whitcomb,  Benjamin  Bradford,  85  Jefferson 

1938  White,  Benjamin  Vroom,  85  Jefferson 

1946  White,  Edward  Philip,  689  Asylum  Ave. 

1942  Whiting,  Richard  Charles,  700  Main 
1907  Wiedman,  Otto  George,  85  Jefferson 

1951  Wiese,  Chester  Albert,  576  Farmington  Ave. 

1948  Wiesel,  Benjamin,  85  Jefferson 

1943  Wilson,  Archibald  Cameron,  55  Elm 

1930  Wilson,  William  Augustus,  841  Asylum  Ave. 

1941  Wineck,  Morris  Samuel,  179  Allyn 
1951  Winick,  Nathan  M.,  179  Allyn 

1951  Wood,  Dwight  Reynolds,  85  Jefferson 

1933  Wood,  Frank  Oliver,  83  Jefferson 

1934  Woodford,  Chester  North,  703  Asylum  Ave. 

1949  Woodruff,  John  Harrison,  83  Jefferson 
1916  Worthen,  Thacher  Washburn,  83  Jefferson 

1956  Young,  Michael  Allen,  130  New  Park  Ave. 

1933  Young,  Victor  H.,  700  Main 

1928  Zariphes,  Constantine  Argyros  Paleslogos,  487  Main 

1947  Zarkin,  Oscar  Howard,  99  Pratt 

1948  Zeldis,  Norman,  135  Andover 

1934  Zeman,  Burnhardt,  983  Main 

1948  Zimmerman,  Leon  Ward,  664  Farmington  Ave. 

1950  Zyla,  Edward  J.,  576  Farmington  Ave. 

KENSINGTON 

1926  Cherniak,  Samuel  Julius,  206  Ellwood  Rd. 

1948  Chotkowski,  Ludmil  Adam,  685  Farmington  Ave. 

1934  Michalowski,  Valerian  Stanislaus,  234  Percival  Ave. 

MANCHESTER 

1955  Alesbury,  Robert  Johnson,  139  East  Center 

1953  Baldwin,  W.  Howard,  Manchester  Memorial  Hospital 

1937  Barry,  Joseph  Charles,  156  Main 
1946  Besser,  Edward  Lambert,  17  Haynes 
1924  Boyd,  Howard,  935  Main 

1952  Butterfield,  Robert  Kenneth,  257  East  Center 

1939  Conlon,  William  Linas,  29  Haynes 


1940  Diskan,  Albert  Ellmer,  29  Haynes 

1953  Giddings,  Lane,  71  Haynes 

1954  Guinan,  Don  Allen,  806  Main 

1935  Hamilton,  Charles  Raymond,  Jr.,  342  Main 

1932  Healy,  Thomas  McLean,  237  East  Center 
1949  Helfrick,  Francis  Woodrow,  29  Haynes 

1949  Helfrick,  Sylvia  Merrill,  29  Haynes 

1951  Herman,  Ralph  Scallon,  Jr.,  9 Sanford  Rd. 

1950  Horton,  Frank  Hamilton,  17  Haynes 

1944  Jacobson,  Charles  Edward,  Jr.,  172  East  Center 

1936  Keeney,  Robert  Raymond,  Jr.,  29  Haynes 
1950  Lehmus,  Harold,  29  Haynes 

1948  Lockward,  Howard  Jefferson,  17  Haynes 

1933  Malone,  Harold  John,  17  Haynes 

1952  Marzialo,  Nicholas  A.,  474  Main. 

1946  Massaro,  Joseph,  52  Park 

1946  Miller,  Gerard  Roland,  17  Haynes 

1950  Morrison,  Donald  William,  17  Haynes 

1951  Moyer,  Winfield  Tyson,  Jr.,  342  Alain 
1943  Peckham,  Charles  Henry,  17  Haynes 

1949  Platz,  Edward  John,  215  Hollister 

1943  Prignano,  John  Vincent,  9 Middle  Turnpike,  West 

1947  Rosen,  Theodore,  808  Alain 

1931  Rubinow,  Merrill  Benjamin,  843  Alain 

1931  Schardt,  Walter  Mallory,  933  Alain 

1941  Segal,  Jacob  A.,  413  Alain 

1932  Stroud,  William  Donald,  353  Center 

1937  Sundquist,  Alfred  Bernhardt,  17  Haynes 
1930  Thomas,  Andrew  Henry,  12  Alyrtle 

1953  Walden,  Robert  Clarence,  Jr.,  17  Haynes 

1936  Zaglio,  Edmond  Robert,  12  Myrtle 

South  Manchester 

1926  Caldwell,  David  Manchester,  935  Alain 

1926  Friend,  Amos  Edgar,  935  Alain 

1921  Lundberg,  George  Albin  Ferdinand,  755  Alain 
1930  Moriarty,  Alortimer  Emmett,  905  Alain 

NEW  BRITAIN 

1932  Bates,  Alfred  Kelley,  70  West  Main 

1952  Bayer,  Alexander  Eli,  25  Arch 

1948  Bellach,  Harry,  300  Alain 
1932  Benoit,  Raoul  Joseph,  51  Cedar 

1947  Berger,  Alfred  Jacob,  235  West  Main 

1934  Bernstein,  Dwight  J.,  53  West  Main 

1930  Blogoslawski,  Walter  Joseph,  199  West  Main 

1935  Bristoll,  Donald  Andrews,  32  Grove  Hill 

1940  Buccheri,  Francis  Salvatore,  19  South  High 

1927  Buol,  Robert  Stanley,  73  Cedar 

1951  Canzonetti,  Andrew  Joseph,  53  West  Alain 

1947  Carlson,  Carl  Edwin,  55  West  Alain 

1946  Clark,  Bliss  Bartlett,  32  Grove  Hill 

1945  Clarke,  Harold  Metcalfe,  73  Cedar 

1948  Cornfield,  Elizabeth,  300  Alain 

1952  Crothers,  Charles  Henry,  32  Grove  Hill 
1935  Curran,  Sidney  John,  1837  Stanley 

1939  Daley,  Louis  William,  32  Grove  Hill 

1931  Darrow,  John  Edward,  33  West  Alain 

1928  Donnelly,  Stephen  Patrick,  55  West  Main 

1941  Dorian,  Edward,  300  Main 
1934  Dray,  Edward  Joseph,  259  Alain 

1947  Dunn,  Morris  L.,  300  Alain 

1942  Eisenberg,  Sidney  Edwin,  55  West  Alain 

1943  Greenblatt,  Harold  Joseph,  73  Cedar 

1953  Hagedorn,  Alaxwell  Ernest,  35  West  Main 

1937  Hart,  Carl  Jay,  239  Alain 

1953  Johnson,  Norman  Edward,  Grove  Hill  Clinic 

1949  Johnson,  Roswell  Dorr,  32  Grove  Hill 
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1 955  Josephson,  Neil  David,  83  Forest 

1930  Kalett,  Joseph,  55  West  Alain 

1951  Kaplan,  Henry  Morris,  52  Main 

1942  Kraszewski,  Henry  Walter,  49  Lexington 

1942  Lacava,  John  James,  52  Main 

1946  Larkin,  John  Charles,  New  Britain  General  Hospital 
1951  Lee,  William,  Stanley  Works 
1946  Levine,  Howard,  32  Grove  Hill 
1948  Livingston,  AVilliam  T.,  32  Grove  Hill 

1955  Madden,  Thomas  James,  92  Grand 

1948  Mainer,  Raymond  George,  55  West  Main 

1948  Martin,  Edward,  32  Grove  Hill 

1930  Matteis,  Joseph  Theodore,  55  West  Main 

1939  McMahon,  George  William,  419  Main 
1946  Alellion,  Jacob,  Walnut  Hill  School 
1946  Allynarski,  Joseph  Andrew,  43  Cedar 

1949  Monti,  Lyle  John,  60  Lenox  PI. 

1935  Moorad,  Philip  Jacob,  69  Lexington 
1954  Motyka,  Stanley  J.,  55  West  Main 

1923  Mouradian,  Marion  Garouay,  87  Prospect 

1940  Nevulis,  Anthony  V.,  32  Grove  Hill 

1956  Ohanesian,  Jacob  Harry,  55  West  Alain 

1938  Orbach,  Egmont  Julius,  81  West  Alain 

1939  Paolillo,  Charles  Gerald,  55  West  Alain 
1938  Parlato,  Harry  Anthony,  55  West  Main 

1944  Peck,  Bernard  Carl,  32  Park  PI. 

1938  Perakos,  George  Peter,  32  Grove  Hill 

1939  Pola,  William  Edward,  41  Lexington 

1936  Resnik,  Edward  272  Alain 

1940  Rosahn,  Paul  Dolin,  New  Britain  General  Hospital 

1950  Sachs,  Julian  A.,  1493  Stanley 

1930  Schechtman,  Charles  Theodore,  73  Cedar 

1954  Scheer,  Edward  Harold,  99  West  Alain 

1931  Schupack,  Samuel  David,  99  West  Main 
1938  Scully,  Roger  Tehan,  55  West  Main 

1955  Slater,  Gregory  S.,  73  Cedar 

1930  Slysz,  Ladislaus  Bernard,  247  West  Main 
1928  Smith,  Vincent  Joseph,  55  West  Main 
1936  Squillacote,  Vincent  Joseph,  55  West  Main 
1938  Sullivan,  Charles  Noyes,  55  AA^est  Main 

1940  Tisher,  Paul  Winslow,  99  AVest  Alain 
1935  Tokarczyk,  John  Joseph,  32  North 

1941  Trapp,  Francis  W.,  55  West  Main 
1928  Waskowitz,  David,  73  Cedar 

1934  AVatson,  William  James,  223  AVest  Main 

1948  Wesoly,  Andrew  Stanley,  27  Grove  Hill 

1932  White,  John  Cowles,  32  Grove  Hill 

1941  AVilson,  Dwight  E.,  32  Grove  Hill 

1954  Winship,  Granville  Alontgomery,  32  Grove  Hill 

1949  AA;ise,  Raymond  Thomas,  21  AVest  Alain 

1948  'Wolfson,  Samuel,  New  Britain  General  Hospital 

1950  AVright,  Ralph  C.,  32  Grove  Hill 
1948  Yannello,  Mario  Humbert,  29  Park  PL 
1948  Young,  Henry  McGill,  31  Franklin  Sq. 

1954  Ziegler,  Edmund  Francis,  31  Franklin 

1945  Zwick,  Frank,  33  South  High 

NEWINGTON 

1951  Aune,  Edwin  Fjelde,  Ccdarcrest 
1954  Blasko,  John  Joseph,  Cedarcrest 
1948  Cavalieri,  Rinaldo  Joseph,  704  Main 

1942  Freeman,  John  Jay,  1247  Alain 

1946  Friedberg,  Isadore  Hirsh,  1078  Main 

1943  Alarinaro,  Nicholas  Anthony,  Cedarcrest 
1946  O’Neil,  Vincent  Danforth,  26  AA^alsh  Ave. 

1956  Peterson,  Andrew,  Cedarcrest 

1944  Shepard,  Alarguerite  Dunbar,  Cedarcrest 


PLAINATLLE 

1931  Cook,  George  Francis,  4 East  Alain 

1931  Frost,  Lawrence  Hubbard,  98  AVest  Alain 
1943  lannotti,  John  Pasquale,  78  AVhiting 

1934  Alenousek,  Joseph  Albert,  73  East  Main 
1938  Tortolani,  Aresto  Peter,  51  Maple 

1956  Zebrowski,  Edward  Julian,  7 AA7est  Alain 

PLANTSVILLE 

1937  Connor,  George  Michael,  772  South  Alain 

ROCKY  HILL 

1954  Bengtson,  John  AA'illard,  Veterans  Hospital 

1954  Benkovich,  Geza  O.,  Veterans  Hospital 
1948  Dorfman,  Jacob,  Veterans  Hospital 

1920  Geraci,  Lucian  Arthur,  Veterans  Hospital 
1925  Hoffman,  Charles  Curtis,  47  Fern 
1948  Liberson,  Miriam,  Veterans  Hospital 

1948  Aloser,  David  Woods,  21  Elm 

1955  Powell,  Charles  Porter,  Veterans  Hospital 

1953  Shindell,  Sidney,  State  C.I.A.I.  Commission 

1946  AValker,  Donald  Albert,  253  Main 

SIA1SBURY 

1933  Corcoran.  Michael  A.,  35  Riverside  Rd. 

1954  Donan,  Anderson  Whitney,  412  AAYstover  Rd. 
1925  Murphy,  Owen  Lee,  Canal 

1932  Stretch,  James  Edison,  Hopmeadow 

SOUTHINGTON 

1955  Arcano,  Joseph  Timothy,  28  North  Alain 

1933  Bundy,  Edward  Stillman,  9 Center 

1949  D’Angelo,  Anthony  James,  94  Center 
1949  D’Angelo,  Eugene  Joseph,  94  Center 

1935  Dudac,  Thomas  AVilliam,  9 Center 
1933  Gura,  George  Michael,  76  Alain 

1935  Nagle,  AA’illiam  Thomas,  23  AVoodruff 
1929  Simmons,  Eric  Melville,  93  Alain 

1947  Stetson,  Harold  Prescott,  Drawer  72 

1929  Thalberg,  Reuben  Edward,  32  North  Alain 

SUFFIELD 

1948  Bard,  Donald  Gibson,  Jr.,  1 1 South  Alain 

1938  Coates,  S.  Paul,  328  Main 

1930  Upson,  AVilliam  Hart,  172  Alain 

UNIONVILLE 

1937  Dunne,  Edward  Patrick,  Main 
1941  O’Connell,  Enos  Joseph,  63  Alain 

AVAPPING 

1955  Gramer,  Joseph  AVilliam,  Oakland  Rd. 

AATST  HARTFORD 

1949  Allen,  Roy,  1001  Farmington  Ave. 

1950  Anderson,  James  O.,  797  Farmington  Ave. 

1947  Barbour,  Charles  Alanson,  Jr.,  Wyngate  Lane 
1947  Carey,  Thomas  B.,  843  Farmington  Ave. 

1945  Carignan,  Roland  Zephin.  26  Belcrest  Rd. 

1931  Case,  Edward  Percy,  28  Brunswick  Ave. 

1930  Caulfield,  Ernest  Joseph,  35  Walbridge  Rd. 

1949  Conway,  Edward  Joseph,  1005  Farmington  Ave. 
1955  Cooke,  Ronald  AAfilbur,  1001  Farmington  Ave. 

1932  Crawley,  George  Andrew,  330  Park  Rd. 

1955  Cullina,  Helen  O’Brien,  1013  Farmington  Ave. 
1954  Cullina,  Joseph  Charles,  1013  Farmington  Ave. 
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1928  Cushman,  Laurence  Arnold,  19  Brunswick  Ave. 

1909  DeBonis,  Domenico  A.,  67  North  Quaker  Lane 
1914  Denting,  Edward  Adams,  15  Bainbridge  Rd. 

1910  Denne,  Thomas  Harmon,  39  North  Main 

1942  Edson,  Reginald  Campbell,  174  Arundel  Ave. 

1954  Egloff,  Frank  Rattray,  1007  Farmington  Ave. 

1952  Emmel,  Robert  Cortland,  1005  Farmington  Ave.  Plaza 

1949  Flynn,  Frederick  John,  1007  Farmington  Ave. 

1926  Glazier,  J.  Raymond,  832  Mountain  Rd. 

1955  Goldkamp,  Otto  George,  43  Concord 

1950  Gordon,  Yale,  9 Princeton 

1939  Gray,  Albert  Stanley,  1271  Farmington  Ave. 

1949  Haines,  Robert  William,  171  Still  Rd. 

1939  Hollinshead,  Joseph  Bentley,  1005  Farmington  Ave. 
Plaza 

1912  Jarvis,  H.  Gildersleeve,  40  Ledyard  Rd. 

1945  Karpe,  Richard,  6 Beverly  Rd. 

1955  Keefe,  Arthur  Dillon,  10  Arapahoe  Rd. 

1906  Kingsbury,  Isaac  W.,  26  Northmoor  Rd. 

1920  Leak,  Roy  Lathen,  363  Ridgewood  Rd. 

1953  Leeds,  William  Gerard,  1005  Farmington  Ave. 

1938  Lo  Vetere,  Angelo  Arthur,  14  Trout  Brook  Ter. 

1932  Lundborg,  Francis  Ludwig,  35  North  Main 

1955  Maloney,  Richard  Harrington,  998  Farmington  Ave. 

1951  Markley,  D.  Norman,  422  Farmington  Ave. 

1935  'Martin,  John  Garthwaite,  7 South  Main 

1950  McKnight,  Robert  Scott,  226  Auburn  Rd. 

1916  'Miller,  James  Raglan,  7 Banbury  Lane 
1935  Murphy,  Thomas  Francis,  683  Asylum  Ave. 

1949  O’Keefe,  David  Francis,  93  Newport  Ave. 

1930  Parshley,  Philip  Ford,  818  Farmington  Ave. 

1926  Partridge,  Winthrop  Prescott,  1043  Farmington  Ave. 

1934  Preston,  Thomas  R.,  119  Bainbridge  Rd. 

1937  Rogers,  Frederick  Peckham,  785  Farmington  Ave. 

1924  Root,  Maurice  Timothy,  51  North  Main 

1935  Root,  Sophie  Andrews,  51  North  Main 
1910  Rowley,  John  Carter,  31  Wyndwood  Rd. 

1947  Schattcn,  Siegfried  Sylvester,  1157  New  Britain  Ave. 
1953  Schuyler,  Samuel  Arthur,  852  Farmington  Ave. 

1949  Shreve,  Robert  Wilton,  1005  Farmington  Ave.  Plaza 

1943  Solomon,  Rebecca  Zincher,  65  Middlebrook  R.d. 

1935  Standish,  Hilda  Crosby,  Greenridge  Lane,  Sunset  Farm 

1936  Stewart,  Lester  Quentin,  108  Wood  Pond  Rd. 

1941  Sullivan,  Arthur  Bland,  10  North  Main 

1939  Tennant,  Robert,  80  Seymour 

1921  Thenebe,  Carl  Leonard,  720  Farmington  Ave. 

1923  Van  Kleeck,  Euen,  53  Concord 

1921  Vershbow,  Nathan,  250  Auburn  Rd. 

1949  Watters,  Franklin  Benjamin,  56  Bainbridge  Rd. 

1946  Weed,  Chester  Albert,  1007  Farmington  Ave. 

1942  Wells,  Jean,  1005  Farmington  Ave.  Plaza. 

1931  Wienski,  John  Casimer,  1 1 5 Mountain  Rd. 

1934  Winters,  John  Thomas,  10  Dale 

1904  Witter,  Orin  Russell,  7 Ledyard  Rd. 

1922  Wright,  William  Witter,  200  Fern 

Elmwood 

1946  Baskin,  Abraham  Hyman,  422  New  Britain  Ave. 

1946  Calef,  Bension,  1157  New  Britain  Ave. 

1932  Romaniello,  Rocco  John,  1086  New  Britain  Ave. 

1953  Saunders,  William  Long,  12  Mayflower 

WETHERSFIELD 

1938  Carvey,  Edward  Vincent,  1 Garden 

1952  Golden,  Archie  James,  91  Hillcrest  Ave. 

1946  Hellijas,  Carl  Sylvester,  4 River  Rd. 

1933  Howard,  Harold  Amasa,  330  Main 
1949  Murphy,  Robert  Daniel,  71  Wells  Rd. 


1953  O’Herlihy,  Dermot  Brian,  473  Wolcott  Hill  Rd. 

1951  Parkinson,  Jessie  Elizabeth,  302  Wolcott  Hill  Rd. 

1934  Priddy,  Foster  Eugene,  Box  145 

1927  Smith,  William  Bowers,  91  Center 
1932  Storms,  William  Frederick,  147  Main 

1940  Warren,  Henry  Stanley,  184  Main 

WILSON 

1949  Donohue,  Stephen  Michael,  408  Windsor  Ave. 

WINDSOR 

1956  Hamblin,  Wolcott,  Chaffee,  342  Park  Ave. 

1948  Horton,  William  Hanson,  241  Bloomfield  Ave. 

1930  MacCready,  William  Harold,  38  Elm 
1955  Mack,  Daniel  Elliott,  55  Mack 
1939  Monacella,  John  Manilla,  22  Elm 
1947  Poirier,  Theophane  M.,  26  Maple 
1924  Pratt,  Aaron  Paul,  253  Broad 

1950  Silliman,  Warren  B.,  26  Prospect 

POQUONOCK 

1947  Pomeroy,  William  Henry,  1852  Poquonock  Ave. 

WINDSOR  LOCKS 

1952  Eilbergas,  Michael,  2 Spring 

1948  Kennedy,  John  Joseph,  Jr.,  46  Center 

1948  Mullaney,  Thomas  Patrick,  Jr.,  29  North  Main 

OUT  OF  COUNTY 

1943  Barton,  Preston  Nicholas,  Scott  Rd.,  R.  F.  D.  No.  2, 
Terry  ville 

1900  Brackett,  Arthur  Stone,  Long  View  Lane,  Riverside 
1916  Branon,  Anthony  William  Fenwood,  Old  Saybrook 
1913  Costello,  Henry  Nicholas,  Box  382,  Madison 

1949  Covalt,  Nila  Kirkpatrick,  700  Dixie  Pkvvy.,  Winter 

Park,  Florida 

1941  Dorian,  George  David,  Gwyer  Rd.,  Westport 
1934  Horning,  Benjamin  Graham,  W.  W.  Kellogg  Founda- 
tion, Battle  Creek,  Michigan 

1951  Keet,  John  E.,  890  Revere,  Aurora,  Colorado 

1908  Keith,  Albert  Russell,  P.  O.  Box  26,  Annisquam,  Mass. 

1948  I.ongo,  Vincent  Francis,  St.  Raphaels  Hospital,  New 

Haven 

1949  Lonsdale,  Henry  George,  V.  A.  Hospital,  Fort  Roots, 

North  Little  Rock,  Arkansas 

1947  Lyon,  Harold  P.,  Firestone  Plantations  Co.,  Harkel, 
Liberia,  West  Africa 

1928  Mahoney,  Daniel  F.  C.,  729  South  Buena  Vista,  Red- 

lands, Calif. 

1952  McCormack,  (Capt.)  James  Michael,  04022255,  407 

Olney  Dr.,  San  Antonio,  Texas 
1939  Moxness,  Bennie  Arthur,  Qrs.,  P.  E.  B.  Base  Hospital, 
Maxwell  Air  Force  Base,  Montgomery,  Alabama 
1930  Moyle,  Henry  Brown,  Town  Flill  Rd.,  New  Hartford 

1942  Mulville,  Maurice  F.,  2250  E.  Orangethorpe  Ave., 

Fullerton,  California 

1939  Murphy,  Thomas  Denis,  White  Horse  Inn,  Milford, 
New  Hampshire 

1916  Onderdonk,  Harrie  Jay,  Box  81,  Old  Saybrook 
1923  Pendleton,  Ernest  Raymond,  Granville  Rd.,  Westfield, 
Mass. 

1951  Pond,  Melbourne  Jabez,  Fordham  Hospital,  Southern 
Blvd.  and  Crotona  Ave.,  Bronx,  New  York  City 
1930  Pullen,  Richard  Woollard,  28th  General  Hospital, 
A.P.O.  219,  New  York,  N.  Y. 

1902  Purinton,  Charles  Oscar,  New  Hartford 

1928  Reynolds,  Harry  St.  Clair,  170  Broadway,  Norwich 
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1947  Rup,  Edward  Carl,  1628  Hampton  Rd.,  Havertown, 

Pa. 

1932  Sigal,  Jacob  Bernard,  219  West  Main,  Meriden 

1916  Simonton  Frank  F.,  634  W.  Clivedon,  Philadelphia,  Pa. 
1944  Smith,  Bryce  A.,  139  Charles,  Meriden 

1950  Sorokowski,  George  W.,  3067  Shasta  Circle,  Los 

Angeles,  California 

1956  Stern,  George  Marvin,  Conn.  State  Hospital, 
Middletown 

1923  Walker,  William  Hastings,  P.  O.  Box  305,  Newtown 

1954  Werthamer,  Seymour,  Letterman  Army  Hospital, 

San  Francisco,  California 

1 933  Whitty,  Charles  Aloysius,  79  West  Town,  Norwich- 

town 

1914  Woodward,  Harold  Burton,  30  Prospect,  Terryville 
1943  Yerbury,  Charles  Calvin,  1 1 2 178th  Ave.,  St.  Peters- 
burg 8,  Florida 

Litchfield  County  Association 

President:  John  F.  Kilgus,  West  Rd.,  Litchfield 
Vice-President:  John  R.  Elliott,  Canaan 
Secretary -Treasurer:  Isadore  S.  Goldberg,  24  Church, 
Torrington 

Councilor:  Frank  D.  Ursone,  Greenwoods  Rd.,  Norfolk 
Alternate  Councilor:  Royal  A.  Meyers,  162  Main,  Water- 
town 

Annual  Meeting,  Fourth  Tuesday  in  April 
Semi-Annual  Meeting,  First  Tuesday  in  October 

CORNWALL 

1922  Walker,  Wilmarth  Bradford 

Cornwall  Bridge 

1931  Evarts,  Josephine,  Warren  Rd. 

Falls  Village 

1949  Meister,  Louis  Frederick,  Dugway  Rd. 

HARWINTON 
1906  Griswold,  Maude  Taylor 

KENT 

1951  Crohn,  Edward  Burrill,  Main 

1946  Greiner,  George  Frederick,  Kent  School 

LITCHFIELD 

1946  Dautrich,  Albert  William,  West 

1910  Turkington,  Charles  Henry,  On-the-Green 
1939  Warner,  Charles  Norton,  Jr.,  North 
1936  Wray,  Edward  Holloway,  Jr.,  North 

NEW  HARTFORD 
1942  Markwald,  Heinz  Wolfgang,  Main 

NEW  MILFORD 

1949  Baird,  Robert  Desmond,  Twin  Pines 
1953  Barysh,  Noah,  10  Main 

1955  Bernanke,  Max,  Pumpkin  Hill 

1951  Day,  Rupert  S.,  8 Whittlesey  Ave. 

1952  Ferris,  Jeffrey,  50  Bridge 

1956  Happel,  Elizabeth,  38  Bank 

1952  Meunier,  John  Louis,  Main  and  24  Church,  Torrington 

1951  Miller,  Robert  Murdoch,  Park  Lane 

1952  Stanley-Brown,  Margaret,  21  Bank 
1938  Stevens,  Howard  Granson,  50  Bridge 

1947  Street,  John  M.,  10  Aspetuck  Ave. 


NORFOLK 

1937  Barstow,  Richard  Iddings,  The  Village  Green 

1934  Ursone,  Frank  Domenico,  Greenwoods  Rd. 

NORTH  CANAAN 
Canaan 

1929  Adam,  Forbes  Sampson 
1946  Bornemann,  Carl,  Main 

1935  Elliott,  John  Richard 

1938  Sellew,  Robert  Cowan,  Jr. 

PLEASANT  VALLEY 

1950  Sherman,  Hope 

PLYMOUTH 

Terryville 

1951  Coral,  Mark,  63  Main 

1913  Lawton,  Richard  John,  9 North  Main 

SALISBURY 

1945  Brewer,  Alfred  Edwin 

1946  Combes,  J.  DeRaismes 

Lakeville 

1954  Atchley,  John  Adams,  Salisbury  Health  Center 
1943  Mackay,  William  D. 

1955  Smith,  Frank  Edward,  Jr.,  Hotchkiss  School 

1936  Wieler,  Harry  Julius 

SHARON 

1949  Fisher,  Robert  Lownds,  Sharon  Clinic 

1948  Fowler,  George  A.,  Sharon  Clinic 

1947  Gevalt,  Frederick  C.,  Jr.,  Sharon  Clinic 
1947  Grendon,  David  Arthur,  Ellsworth 

1942  Gudernatch,  Gaert  Steuerwald 

1949  Hay  dock,  George  Guest,  Sharon  Clinic 
1947  Linder,  James  H.,  Gay 

1953  Moore,  Roger  W.,  Sharon  Clinic 
1947  Noble,  Robert  P.,  Sharon  Clinic 

1954  Ward,  Mary,  Cornwall  Bridge  Rd. 

1953  Waugh,  David  Darwin,  West  Main 

THOMASTON 

1946  Conklin,  Clifford  T.,  Jr.,  16  Grand 

1955  Russo,  Niel,  567  High 

1947  Samson,  Daniel  P.,  147  Elm 

1922  Wight,  Winfield  Emmons,  24  Goodwin  Court 

TORRINGTON 

1946  Adams,  Arthur  John,  Charlotte  Hungerford  Hospital 

1950  Atwood,  Albert  Sterling,  400  Prospect 
1946  Blinkoff,  Jack  J.,  5 Water 

1952  Brown,  Freeman  Fletcher,  Jr.,  540  Litchfield 
1946  Buckley,  John  Littlefield,  19  Mason 

1950  Canniff,  James  Charles,  51  Main 
1946  Chait,  Sidney,  106  Litchfield 
1950  Christine,  Barbara  Weed,  24  Mason 
1950  Conforti,  Victor  Patrick,  400  Prospect 

1930  Danaher,  Thomas  Joseph,  106  Litchfield 
1938  Dobbs,  William  G.  H.,  24  Church 
1946  Fabro,  J.  Alfred,  199  Main 

1935  Garston,  Louis  Edward,  49  Main 

1931  Giobbe,  Michael  Edward,  355  Prospect 

1936  Goldberg.  Isadore  Solomon,  24  Church 

1908  Hanchett,  Harry  Bigelow,  R.  F.  D.  No.  1,  Box  442 

1943  Humpage,  Norbert  W.,  19  Mason 
1949  Huvelle,  Camille  Henry,  241  Main 
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1954  Irwin,  John  Britton,  19  Taylor 

1951  Joseph,  Clifford,  459  Prospect 

1947  Katzin,  Benjamin,  106  Litchfield 

1949  Kennedy,  Sidney  Robinson,  Jr.,  241  Main 

1938  Kott,  Joseph  Henry,  18  Pearl 

1954  Liberman,  Llewlyn  Eric,  32  East  Main 

1936  Lo  Russo,  Domenico  Leonardo,  40  Main 

1951  Lovallo,  Frank,  382  Prospect 

1953  McKenna,  James  Francis,  106  Litchfield 
1942  Mitchell,  Gerald  Vincent,  51  Main 
1938  Murcko,  William  John,  24  East  Main 
1923  Oelschlegel,  Herbert  Charles,  355  Prospect 

1942  Opper,  Lincoln,  Charlotte  Hungerford  Hospital 

1938  Orlowski,  Andrew  Williams,  19  Mason 

1923  Polito,  Frank  Leonard,  24  Church 

1942  Riendeau,  Fernand  Maurice,  30  Mason 

1942  Riendeau,  Pauline  Laure,  30  Mason 

1949  Robertson,  Alexander  Rocke,  19  Taylor 

1932  Samponaro,  Nicholas,  241  Main 

1936  Sutherland,  Francis  Alexander,  24  Mason 

1917  Thomson,  Thomas  Leonard,  59  Forest 

1898  Wadhams,  Sanford  Hosea,  908  Main 

1942  Wallach,  Gert  M.  K.,  91  Church 

1949  Welch,  Winthrop  Sherwood,  24  Mason 

WASHINGTON 
1946  Simonds,  John  Rolf 

WASHINGTON  DEPOT 

1952  Hart,  Thomas  Morton 

WATERTOWN 

1936  Cleary,  Harold  John,  569  Main 
1946  Caney,  Wilbur  Hinds,  429  Main 

1949  Dickinson,  Meredith  Moore,  429  Main 
1951  Goerner,  Jessamine  Roberta,  429  Main 

1946  Louderbough,  Henry,  313  Main 
1936  Meyers,  Royal  Abbott,  162  Main 
1919  Reade,  Edwin  Godwin,  429  Main 

WINCHESTER 

WlNSTED 

1938  Baker,  Philip  George,  26  Elm 

1936  Cornelio,  Francis  Joseph,  45  Elm 

1950  Downie,  G.  Robert,  64  Main 

1937  Gallo,  Francis,  442  Main 
1936  Levy,  Aaron,  26  Elm 

1954  Polito,  John  Clarke,  Highland  Lake 

1947  Reidy,  Joseph  Carey,  45  Elm 

1950  Reidy,  Maurice  Joseph,  Jr.,  350  Main 
1922  Sanderson,  Roy  Voter,  518  Main 

1947  Smith,  James  Thomas,  64  Main 

WOODBURY 

1948  Cushman,  George  Lester,  North  Woodbury 

1956  Tuerk,  Benjamin,  Jr.,  Washington  Rd.  and  Linden 
Ave.,  North  Woodbury 

OUT  OF  COUNTY 

1948  Bisharat,  Maurice,  1176  Arch,  Berkeley,  California 
1942  Downs,  Elinor  Fosdick,  1790  Broadway,  New  York 
City,  N.  Y. 

1917  Kennedy,  William  Clement,  139  Broad,  Middletown 
1935  Kilgus,  John  Frank,  Jr.,  119  Capitol  Ave.,  Hartford 

1939  LaTaif,  C.  George,  38  Foster,  Danbury 

1955  Rowley,  Donald  Eugene,  1365  Main,  Athol,  Mass. 


1952  Tierney,  Francis  Edward,  State  Dept.  Health,  Hart- 

ford 

'953  Walker,  Thomas  H.,  105  Plain  Dr.,  East  Hartford 

1939  Wilcox,  Lloyd  M.,  124  Main,  Bristol 

1949  Wolfe,  Leroy  S.,  R.  F.  D.  2,  Frankfort,  New  York 

Middlesex  County  Association 

President:  Joseph  Magnano,  ioo  Broad,  Middletown 
Vice-President:  Vincenj  J.  Vinci,  70  Crescent,  Middletown 
Secretary:  Clarence  W.  Harwood,  iii  College,  Middletown 
Councilor:  F.  Erwin  Tracy,  164  Court,  Middletown 
Alternate  Councilor:  Willard  E.  Buckley,  28  Crescent, 
Middletown 

Annual  Meeting,  Second  Thursday  in  April 
Semi-Annual  Meeting,  Second  Thursday  in  October 

CENTERBROOK 

1947  Crawford,  George 

CHESTER 

1941  Callender,  Eugene  Frederick,  Drawer  F 
1935  Lieberman,  David  Leonard,  West  Main 

CLINTON 

1951  Hall,  Mary  Nettleton,  Liberty 

1937  Rindge,  Norman  Pember,  20  Commerce 

CROMWELL 

1934  Couch,  Frank  Hallock,  Cromwell  Hall 

1934  Couch,  Mildred  Warden,  Cromwell  Hall 

1940  Grant,  Richard  Francis,  145  Main 
1954  McDowell,  Arthur  Vennall,  544  Main 
1928  Nelson,  Walter  Nathaniel,  360  Main 
1925  Pierson,  Emily  Miller,  423  Main 

DEEP  RIVER 
1939  Lobb,  Russell  Albert,  131  Main 
1932  Tate,  William  James,  Elm 

1953  Ziegra,  Louis  Richard,  Jr.,  7 Elm 

DURHAM 

1951  Korn,  Francis  Edwin,  Main 

1954  Yorburg,  Leon  Jules 

EAST  HADDAM 

1935  Horsefield,  Thomas  Earl,  P.  O.  Box  40 

EAST  HAMPTON 
1921  Felt,  Paul  Revere,  R.  F.  D.  No.  1 

1936  Gardner,  Norman  Homer,  43  Main 
1934  Soreff,  Louis,  9 West  High 

ESSEX 

1942  Ames,  William  Gard 

1949  Harris,  Augustus  Ludlow,  60  Main 

1952  Higgins,  Victor  William,  Westbrook  Rd. 

1948  James,  Walter  Raymond,  New  City 
1954  Stanford,  John,  North  Main 

HIGGANUM 

1937  Calhoun,  Hazen  Albert,  Jr. 

MIDDLEF IELD 
1947  Smith,  Harold  Ellsworth 
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MIDDLETOWN 

1942  Alexander,  Stanley  Joseph,  51 6 Main 
1952  Arnault,  Donald  George,  52  Crescent 

1951  Bauer,  William  Frederick,  Jr.,  28  Wall 

1933  Beauchemin,  Joseph  Adelard,  Connecticut  State 
Hospital 

1941  Buckley,  Willard  Emrich,  Middlesex  Hospital 

1955  Chace,  Charles  Winslow,  516  Main 

1926  Chase,  Carl  Clarence,  121  Main 

1924  Craig,  George  Mansfield,  52  Crescent 

1942  Crampton,  Clair  Beebe,  96  South  Main 

1933  Fekety,  Stephen  Henry,  675  Main 

1927  Frank,  Harry  Selig,  144  Washington 

1956  Geiser,  Frank  M.,  Connecticut  State  Hospital 
1 955  Glessner,  James  Roger,  Jr.,  164  Court 

1927  Grower,  Julius  Harry,  164  Court 
1920  Harvey,  Carl  Clifford,  1 1 9 Main 
1948  Harvey,  Sanford  W.,  119  Main 
1948  Harwood,  Clarence  W.,  in  College 

1955  Hasselbacher,  Franz  Xaver,  Connecticut  State 

Hospital 

1924  Joyce,  William  Michael,  121  Main 

1956  Kelly,  John  Francis,  61  South  Main 
1956  Kelly,  Margaret  DePonte,  61  South  Main 
1946  Knight,  Harry  Charles,  33  Pleasant 

1948  Korab,  John  Joseph,  66  South  Main 

1928  LaBella,  Louis  Oronato,  612  Main 

1952  Levine,  Herbert,  121  Main 

1925  Loffredo,  Louis,  77  Crescent 

1929  Magnano,  Joseph,  100  Broad 

1940  McLeod,  Christie  Ellen,  28  Crescent 

1934  Minor,  Lloyd  Wesley,  1 1 9 Main 
1896  Murphy,  James,  101  Broad 

1939  Palmieri,  Mario  Lorenzo,  58  Broad 

1956  Paras,  Jorge,  Lardizabal,  Connecticut  State  Hospital 

1928  Piasta,  Peter  Ferdinand,  145  South  Main 

1943  Rafkind,  Abraham  Benjamin,  108  Main 

1934  Roccapriore,  Benjamin  Anthony,  287  Washington  Ter. 

1926  Russman,  Charles,  119  Main 

1956  Schurgast,  Anselm  W.,  Connecticut  State  Hospital 
1933  Schwartz,  Philip  Edward,  23  South  Main 

1945  Shenker,  Benjamin  Morton,  250  Main 

1940  Sherwood,  Henry,  195  Old  Alill  Rd. 

1929  Speight,  Harold  Edmund,  70  Crescent 
1924  Sweet,  Alfred  Norton,  164  Court 

1949  Thomson,  Archibald  Wilson,  Jr.,  52  Crescent 

1946  Thumim,  Mark,  121  Main 

1947  Toll,  Nina,  Box  413 

1933  Tracy,  F.  Erwin,  164  Court 

1954  Turano,  Andrew  Frank,  33  Pleasant 
1942  Vinci,  Vincent  John,  70  Crescent 

1934  Waterman,  Chester,  119  Main 

1933  Whiting,  Harry  St.  John,  Connecticut  State  Hospital 
1922  Wrang,  William  Emil,  296  Main 

1944  Yerbury,  Edgar  C.,  Connecticut  State  Hospital 

1948  Yu,  Poe-Eng,  Connecticut  State  Hospital 

MOODUS 

1946  Berwick,  Philip 

OLD  SAYBROOK 

1949  Egan,  John  Robert,  Boston  Post  Rd. 

1934  Greenberg,  Aaron,  Main 

1946  Saunders,  George  Robert,  P.  O.  Box  92 

PORTLAND 

1948  Baker,  Asher  Lael,  25  Marlborough 
1954  Barton,  Donn  Coleman,  506  Main 


1951  Blakeslee,  Malcolm  Ray,  25  Marlborough 
1947  Epstein,  Joseph  I.,  309  Main 

1953  Kirschbaum,  Jerome  Ormond,  31 1 Main 
1947  Longo,  Americo  Domenico,  344  Main 

1941  Ryan,  V.  Gerard,  25  Marlborough 

OUT  OF  COUNTY 

1944  Bixby,  Harriet,  Mansfield  Training  School,  Mansfield 
Depot 

1954  Burns,  Julianna  Ludwick,  P.  O.  Box  111,  Hadlyme 
1928  Compson,  Florence  Eberly  Mentzer,  R.  F.  D.  No.  2, 

Fountain,  Clinton,  N.  Y. 

1900  Fisher,  Jessie  Weston,  Sunny  Shores  Villas,  Box  641, 
125  56th  Ave.  South,  St.  Petersburg,  Florida 
1905  Granniss,  Irwin,  Northford 

1955  Greene,  Kenneth  Frederick,  Graylyn,  Winston 

Salem  7,  North  Carolina 

1954  Israel,  Irwin  Murray,  5 Hayward  Ave.,  Colchester 
1944  Katzenstein,  Rolf  Ewald,  Meriden  Llospital,  Meriden 

1942  Lindsay,  Marie  Strom,  51  Overbrook  Rd.,  West  Hart- 

ford 

1954  Meredith,  Charles  Eymard,  52  Esplande,  Middletown, 

R.  I. 

1952  Owre,  Alfred,  Jr.,  37  Boston  Post  Rd.,  Madison 

1938  Prout,  Edgar  Bacon,  92  Farmington  Ave.,  Llartford 
1950  Smith,  Vera  LaMisha,  Willard,  N.  Y. 

1954  Sweeney,  William  Joseph,  III,  525  East  68th,  New 
York  21,  New  York 


New  Haven  County  Association 

President:  Jacques  H.  Green,  171  North  Main,  Waterbury 
Vice-President:  Charles  T.  Flynn,  41  Trumbull,  New 
Haven 

Secretary:  Cole  B.  Gibson,  61  Washington,  Meriden 
Councilor:  Israel  S.  Otis,  165  West  Main,  Meriden 
Alternate  Councilor:  Christopher  E.  Dwyer,  18  Pine, 
Waterbury 

Business  office:  362  Whitney  Ave.,  New  Haven 
Annual  Meeting,  Fourth  Thursday  in  March 
Semi-Annual  Meeting,  Fourth  Thursday  in  October 

ANSONIA 

1937  Alu,  Anthony  F.,  290  Main 

1935  Blumenthal,  Edward  Jedediah,  153  Main 

1938  Casagrande,  John  Joseph,,  171  Main 
1946  Galen,  Jack  Harris,  261  Main 

1946  Haddad,  Fred  Melad,  156  Main 

1954  Hoffer,  John  Mathew,  153  Main 
1943  Lencz,  Erwin  D.,  50  Main 
1942  Pepe,  Anthony  James,  252  Main 

1955  Petrie,  Stewart  Judson,  153  Main 
1932  Renehan,  John  Michael,  100  Main 
1924  Senfield,  Maxon  Major,  no  Main 

1947  Szanton,  Victor  Leo,  259  Main 

BRANFORD 

1934  Blanchard,  Dana  Lincoln,  87  Main 
1931  Bodie,  William  Joseph,  256  Main 
1940  Carpinella,  Michael  Joseph,  48  Kirkham 
1917  Gaylord,  Charles  William,  93  South  Alain 

1955  Goldenring,  Herbert,  183  Alontowese 
1929  Levy,  Nathan,  140  Montowese 

1956  Nickou,  Nickolas,  87  Alain 

1946  Rosenthal,  Richard  Louis,  87  Main 
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CHESHIRE 

1952  Armbruster,  Lois  Deming,  Main 

1949  Dayton,  Charles  John,  238  Maple  Ave. 

1923  Moore,  Wilbur  John,  238  Maple  Ave. 

1940  Neff,  William  Everett,  Jr.,  Main 

1939  Oxnard,  Edward  Warren,  238  Maple  Ave. 

DERBY 

1927  Burns,  George  Dewey,  272  Main 

1941  D’Alessio,  Charles  Magno,  Griffin  Hospital 

1940  D’Ambruoso,  Dominic  Charles,  46  Atwater 
1956  DeLuca,  Vincent  Alfred,  Jr.,  168  Hawkins 
1940  Dreher,  Samuel  Meyers,  282  Main 

1952  Fuller,  Edwin  Motley,  Griffin  Hospital 

1954  Nardone,  Girard  Francis,  168  Hawkins 

1944  Narowski,  John  Joseph,  17  Elizabeth 

1910  Parlato,  Michael  Antonio,  101  Sentinel  Hill  Rd. 

1925  Rentsch,  Samuel  Burton,  61  Seymour  Ave. 

1940  Stygar,  Joseph  Stanislaus,  272  Main 

1910  Treat,  William  Howard,  166  Minerva 

EAST  HAVEN 

1950  Albis,  Francis  Joseph,  60  Edwards 

1952  Albis,  Michael  Daniel,  60  Edwards 
1940  Balletto,  Vincent,  535  Thompson  Ave. 

1937  Beckwith,  Donald  MacFarlane,  239  Main 

1940  Grenon,  Ovilda  Arzidas,  265  Main 

1924  Taylor,  Robert  Mitchell,  578  Thompson  Ave. 

GUILFORD 

1951  Adams,  Elisabeth  C.,  1 Whitfield 

1953  Comodo,  Nicholas  Marius,  169  Church 
1956  Finn,  Henry  Russell  William,  42  Boston 

1951  Herr,  Herbert  Harvey,  West  Lake 

1941  McGuire,  Frank  James,  29  Whitfield 

1954  Mermann,  Alan  Cameron,  152  Broad 

HAMDEN 

1954  Barach,  Richard  L.,  24  Ridgewood  Ave. 

1949  Brody,  Eugene  Bloor,  West  Shepard  Ave. 

1947  Carbone,  William  Charles,  1428  Dixwell  Ave. 

1955  Coe,  Ronald  Eliot,  1727  Whitney  Ave. 

1936  Corey,  Walter  Van  Arsdale,  1188  Whitney  Ave. 

1947  Elgosin,  Richard  B.,  2440  Whitney  Ave. 

1926  Ematrudo,  Frederick  Roys,  1756  Whitney  Ave. 
1944  Fischer,  Alexander,  18  Helen 

1948  Greenhouse,  H.  Robert,  1214  Dixwell  Ave. 

1943  James,  George  R.,  25  Central  Ave. 

1952  Lidz,  Ruth  YVilmanns,  25  Jesswig  Dr. 

1942  McKeon,  James  Joseph,  1828  Dixwell  Ave. 

1955  Morgan,  Walter  Sherman,  1876  Whitney  Ave. 

1954  Newton,  Robert  Floyd,  i960  Whitney  Ave. 

1938  Parente,  Leonard,  126  Church 

1949  Skorneck,  Alan  Bernard,  30  Bear  Path  Rd. 

1946  Slater,  Daniel,  1100  Dixwell  Ave. 

1927  Slater,  Morris,  1100  Dixwell  Ave. 

1947  Trifari,  Leopold  Mariano,  55  Ranch  Rd. 

1956  Westneat,  Francis  Whitney,  2331  Whitney  Ave. 

1949  Wyatt,  Herbert,  1696  Whitney  Ave. 

MADISON 

1946  Birnbaum,  Hyman  Bunge 

1947  Green,  Robert  Holt,  R.  F.  D.  No.  1,  Post  Rd. 

MERIDEN 

1934  Affinito,  Thomas,  128  West  Main 

1955  Altenberg,  Henry  Edward,  165  West  Main 

1950  Badner,  Donald  Harold,  219  West  Main 


1948  Beloff,  Jerome  Seymour,  213  East  Main 

1946  Boguniccki,  Stanley  Joseph,  114  East  Main 
1950  Broady,  Harold,  219  West  Main 

1947  Brown,  Patrick  Neely,  236  West  Main  and  133  Main, 

Bristol 

1948  Burbank,  John  Atkins,  236  West  Main 
1955  Butenas,  Carl,  118  Colony 

1928  Caplan,  Henry,  219  West  Main 
1939  Caplan,  Max,  219  West  Main 
1937  Carey,  William  Clark,  118  Colony 

1946  Clarke,  Winthrop  Irving,  236  West  Main 
1937  Cohen,  David  Jerome,  3 Colony 

1926  Conroy,  Michael  Joseph,  64 XA  East  Main 

1949  Cusnir,  Marion,  97  East  Main 

1939  de  La  Vergne,  Paul  Mason,  Undercliff 

1927  DeRosa,  Sylvester  Frank,  29  Cook  Ave. 

1948  Dickinson,  George  Herbert,  199  West  Main 
1946  DiGiandomenico,  Albert  Theodore,  63  Yale 

1950  Flynn,  Charles  Thomas,  Jr.,  147  West  Main 
1948  Flynn,  John  Benedict,  118  Colony 

1930  Foster,  Edward  Wendell,  147  West  Main 

1940  Fox,  George  Graham,  147  West  Main 
1921  Gibson,  Cole  Blease,  61  Washington 

1946  Giddings,  James  Curtis,  219  West  Alain 

1947  Giuffrida,  Francis,  118  Colony 

1946  Glike,  Frederick  Philip,  165  West  Main 

1929  Hall,  William  Edward,  147  West  Main 

1941  Katz,  Irving,  42 14  East  Main 
1955  Klein,  Bernard,  252  Main 
1944  Krochmal,  Henry,  50  Crown 

1939  L’Heureux,  Jerome  Arthur,  455  Broad 
1934  Lirot,  Stephen  Leo  Robert,  205  Maple  Ave. 

1907  Lockwood,  Howard  DeForest,  248  East  Main 

1946  Lohrmann,  Walter,  Undercliff 

1934  Mekrut,  Joseph  Anthony,  68  East  Main 
1934  Misuk,  Joseph  Francis,  428  Broad 
1913  Murdock,  Thomas  Patrick,  147  West  Main 
1921  Otis,  Fessenden  Newport,  165  West  Alain 

1920  Otis,  Israel  Sabine,  165  West  Main 
1932  Pennington,  Harr)'  Freeman,  455  Broad 

1952  Pepe,  Vincent,  213  East  Main  and  261  Center,  Walling- 
ford 

1954  Persons,  Ray  E.,  43 14  Colony 

1931  Pierson,  Louis  A.,  199  West  Main 
1916  Quinlan,  Raymond  Vincent,  5 State 

1947  Robb,  Samuel  Aloysius,  69  East  Main 

1944  Ryan,  Allan  James,  147  West  Alain 
1954  Sillman,  Eugene,  236  West  Main 
1913  Smith,  David  Parker,  199  West  Alain 

1942  Smith,  Edward  Rice,  543  West  Main 
1947  Sohler,  Theodore  Paul,  236  West  Alain 
1934  Strickland,  Harold,  128  West  Main 

1945  Taylor,  Hoyt  Chase,  213  East  Alain 
1931  Thompson,  Lawrence  Everett,  Undercliff 

1921  Tower,  Arthur  Augustus,  147  West  Alain 
1950  Trent,  Sophie  Clara,  236  West  Main 

1947  Vadasz,  Edmond,  Connecticut  School  for  Boys 

1940  Van  Leuvan,  James  Sipple,  61  Colony 

1946  White,  Howard  Thomas,  84  Live  Oak  Lane 
1921  Wilson,  James  Alfred,  61  Colony 

1954  Wong,  Andrew  S.,  236  West  Main 

1954  Zimerman,  Joseph,  219  West  Alain 

A1IDDLEBURY 

1906  Swenson,  Andrew  Clay,  Colonial  Ave. 

MILFORD 

1938  Barney,  Walter  Edward,  186  Broad 

1955  Baz,  Richard,  100  West  River 


20 


ROSTER 


1956  Brandt,  Allan  Adolph,  7 Lafayette 
1949  Buckman,  Robert  Francis,  157  Gulf 
1913  Fischer,  William  John  Henry,  3 Lafayette 
1929  Geib,  Henry  Albert,  Zion  Hill  Rd. 

1954  Hamburger,  Robert  N.,  91  Cherry 
1944  Langner,  Helen  P.,  1 Shipyard  Lane 
1946  LipkofT,  Clarence  Joseph,  158  Broad 
1946  Marinoff,  Philip  A.,  7 Lafayette 

1955  Martin,  Waldo  Emerson,  33  North 
1946  Parrella,  Gioacchino,  188  Broad 

1953  Rapoport,  Leonard  M.,  132  New  Haven  Ave. 

1946  Rosenthal,  Benjamin  B.,  26  Lafayette 

1951  Spencer,  Leon  O.,  97  North 

1933  Stetson,  Harry  Warren,  114  Broad 

1954  Thompson,  Maurice  Bainton,  136  New  Haven  Ave. 

1946  Timm,  Alexander  Berthold,  Jr.,  36  West  Main 

1954  Troubalos,  Stephen,  95  River 

1940  Viola,  Carl  Philip,  26  Cherry 

1947  Weston,  Robert  Alphaeus,  Jr.,  114  Broad 

Devon 

1934  Andrus,  Oliver  Burton,  32  Daytona  Ave. 

1941  Lee,  John  Ranks,  21  Colonial 

1947  Malone,  Robert  Francis,  21  Rivercliff  Dr. 

NAUGATUCK 

1953  Beeble,  John,  77  Central  Ave. 

1941  Bluestone,  David  Harrison,  9 Terrace  Ave. 

1923  Hill,  William  Edward,  18  Bridge 

1955  Hill,  William  Edward,  Jr.,  150  Meadow 
1940  Kennedy,  Charles  Stephen,  14  Hillside  Ave. 

1938  Reilly,  Walter  John,  170  Meadow 
1955  Standard,  John  Edward,  73  Meadow 
1940  Tylec,  Leo  Louis,  156  Meadow 

1944  Weile,  Fred  William,  270  Church 
1926  Williams,  Edward  Everett,  269  Church 

NEW  HAVEN 

1945  Albom,  Jack  Jonathan,  43  Trumbull 

1953  Alderman,  Donald  Bruce,  in  Sherman  Ave. 

1921  Alderman,  Irving  Saunders,  38  Trumbull 
1925  Allen,  Edward  Pratt,  1488  Chapel 

1932  Amatruda,  Frank  Gabriel,  542  Chapel 

1929  Appell,  Harold  Seymour,  79  Trumbull 

1930  Arnold,  H.  Bruno,  1442  Chapel 

1951  Baer,  Irving  Nathan,  135  Whitney  Ave. 

1954  Baratz,  Merrill  A.,  75  Whitney  Ave. 

1953  Barile,  Albert  William,  310  Winthrop  Ave. 

1920  Barker,  Creighton,  160  St.  Ronan 
1936  Bassin,  Alexander  Lewis,  255  Bradley 
1930  Batelli,  Clement  Francis,  161  Church 

1955  Batt,  Harold  David,  Hospital  of  St.  Raphael 

1925  Battista,  Anthony  William,  hi  Osborn  Ave. 

1947  Beauchamp,  Maurice  Flavian,  59  Trumbull 
1955  Bechtol,  Charles  O.,  333  Cedar 

1952  Beeson,  Paul  Bruce,  789  Howard  Ave. 

1926  Behan,  Edmund  Joseph,  1370  Chapel 
1955  Beilis,  John  Marvin,  Jr.,  41  Howe 

1940  Berlowe,  Max  Llewellyn,  315  Whitney  Ave. 

1920  Berman,  Harry  Loring,  1142  Chapel 

1949  Berman,  Sidney,  43  Trumbull 

1944  Berneike,  Robert  R.,  878  Howard  Ave. 

1955  Billings,  William  Clarke,  42  Trumbull 
1940  Biondi,  Benedict,  120  Blatchlev  Ave. 

1939  Bishop,  Courtney  Craig,  33  Whitney  Ave. 

1907  Blake,  Eugene  Maurice,  303  Whitney  Ave. 

1927  Blodinger,  Israel  Edward,  291  Whitney  Ave. 

1950  Bloomer,  William  Ernest,  789  Howard  Ave. 

1911  Boardman,  Albertus  Kellogg,  441  Forbes  Ave. 


192 6 Bodie,  John  Allen,  222  Edwards 

1952  Bondy,  Philip  Kramer,  789  Howard  Ave. 

1954  Bonner,  George  Arthur,  59  Trumbull 
1951  Brand,  Elliott  Saul,  1435  Chapel 

1919  Bretzfelder,  Karl  Benjamin,  315  Whitney  Ave. 

1956  Brodolf,  Stanley  S.,  244  Edwards 
1935  Brody,  Bernard  Stephen,  37-39  Trumbull 
1946  Bruno,  Joseph  Julius,  1266  Forest  Rd. 

1930  Bumstead,  John  Henry,  309  Edwards 

1943  Calabresi,  Massimo,  598  Prospect 

1954  Cameron,  Eugenia  S.,  60  Wall 

1934  Canfield,  Norton,  173  St.  Ronan 

1928  Capecelatro,  Alfonso,  142  Columbus  Ave. 

1916  Carelli,  Genesis  Frank,  27  Elm 

1949  Carter,  Max  George,  670  George  and  3 Second  Ave., 
Waterbury 

1946  Castiglione,  Frank  Michael,  245  Edwards 

1948  Catalan,  John  Ovey,  198  Dixwell  Ave. 

1932  Celentano,  Luca  Eugene  Humbert,  113  Howe 
1946  Cerrone,  Luke  John,  67  Chapel 

1953  Chase,  Robert  Arthur,  789  Howard  Ave. 

1946  Cheney,  Charles  Brooker,  878  Howard  Ave. 

1949  Chcrnoff,  Hyman  M.,  1142  Chapel 

1947  Cipriano,  Anthony  Pasquale,  431  Orange 

1934  Claiborn,  Louie  Nixon,  235  Whitney  Ave. 

1937  Clark,  Mildred  Helen,  244  Sherman  Ave. 

1938  Clarke,  Clement  Cobb,  240  Bradley 

1946  Clement,  David  Hale,  240  Bradley 

1933  Climo,  Samuel,  291  Whitney  Ave. 

1923  Cobey,  James  Francis,  1210  Chapel 

1925  Cofrances,  Louis  William,  190  Winthrop  Ave. 

1954  Cohane,  John  Francis,  909  Whalley  Ave. 

1930  Cohart,  Edward  M.,  310  Cedar 

1924  Cohen,  William,  1433  Chapel 

1951  Coleman,  Jules  Victor,  133  Whitney  Ave. 

1917  Collins,  William  Francis,  66  Trumbull 

1953  Colwell,  Bradford  Stevens,  309  Edwards 

1921  Colwell,  Howard  Spencer,  309  Edwards 
1914  Comfort,  Charles  Williams,  Jr.,  27  Elm 

1931  Connolly,  Arthur  James,  39  Trumbull 

1947  Connor,  Gervase  Joseph,  1470  Chapel 
1914  Conte,  Harry  Albert,  38  Trumbull 

1939  Conte,  Mario  Gero,  1435  Chapel 

1943  Conway,  David  Francis,  Jr.,  1427  Chapel 

1954  Cooke,  Robert  Edmund,  333  Cedar 

1952  Cooper,  Roger  William,  Winchester  Repeating  Arms 

Co. 

1931  Corradino,  Charles  Louis,  516  Howard  Ave. 

1935  Cousins,  Marvin  Lee,  1308  Chapel 
1937  Craighill,  Margaret  D.,  220  Lawrence 

1936  'Culotta,  Charles  Salvatore,  291  Whitney  Ave. 

1943  Curtis,  William  Boyd,  245  Edwards 

1952  Cusanelli,  Gabriel  Nicholas,  174  Bradley 

1940  Cutler,  Hermann  Shepard,  1308  Chapel 
1924  Dallas,  Marion,  248  Bradley 

1943  D’Amico,  Joseph,  197  James 

1935  D’Amico,  Michael,  309  Edwards 

1951  Davey,  Lycurgus  Michael,  255  Bradley 

1939  Davis,  Jachin  Boaz,  364  Oak 

1920  Dayton,  Arthur  Bliss,  61  Loomis  PI. 

1942  de  Forest,  Gideon  Knapp,  309  Edwards 
1951  Delgrego,  Arthur  L.,  38  Trumbull 

1951  D’Elia,  Pierino  Francis,  27  Elm 
1920  Deming,  C.  Kenneth,  66  Trumbull 

1922  Deming,  Clyde  Leroy,  789  Howard  Ave. 

1923  Dennehy,  William  James,  158  Whitney  Ave. 

1935  D’Esopo,  Joseph  Nicholas,  614  Orange 

1943  de  Suto-Nagy,  Dona  Krasso,  138  Whitney  Ave. 

1956  Dolinsky,  Albert  Harold,  158  Whitney 
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1948  Dwyer,  Hugh  Leo,  Jr.,  309  Edwards 
1954  Ebbert,  Arthur,  Jr.,  333  Cedar 
1956  Edwards,  Herbert  R.,  330  Cedar 
1954  Emery,  Felice  Menuez,  129  Whitney  Ave. 

1954  Epstein,  Franklin  Harold,  789  Howard  Ave. 

1952  Erba,  Salvatore  Michael,  245  Edwards 

1946  Etkind,  Meyer  George,  1546  Chapel 

1925  Evans,  Theodore  Schlosser,  57  Trumbull 
1943  Eveleth,  Malcolm  Standish,  64  Trumbull 

1950  Fasanella,  Rocko  Michael,  842  Howard  Ave. 

1953  Felton,  Warren  Locker,  II,  789  Howard  Ave. 

1952  Ferrell,  Ernest  Henry,  Jr.,  59  Trumbull 

1953  Fierman,  Louis  Ben,  210  Prospect 

1951  Filer,  Harry  Lambert,  Jr.,  129  Whitney  Ave. 

1954  Finch,  Stuart  Cecil,  333  Cedar 

1942  Fiorito,  Joseph  Anthony,  878  Howard  Ave  . 
1929  Fiskio,  Peter  William,  215  Whitney  Ave. 

1948  Fitzpatrick,  Eugene  Joseph,  in  Sherman  Ave. 
1945  FitzSimmons,  Edmund  Francis,  1346  Chapel 

1954  Fleck,  Stephen,  333  Cedar 

1914  Flynn,  Charles  Thomas,  41  Trumbull 
1929  Flynn,  Harold  Aloysius,  464  Dixwell  Ave. 
1953  Flynn,  John  Hine,  41  Trumbull 
1907  Ford,  Alice  Porter,  607  Whitney  Ave. 

1950  Forman,  Joseph  Bernard,  850  Howard  Ave. 
1929  Foster,  Lewis  Chandler,  309  Edwards 
1953  Frechette,  Eugene  Joseph,  Jr.,  38  Trumbull 
1924  Freedman,  Barnett  Philip,  322  George 

1951  Freedman,  Lawrence  Zelic,  333  Cedar 
1951  Freedman,  Morris,  1142  Chapel 

1936  Freeman,  David,  210  Prospect 

1940  Friedman,  Irving,  8jo  Howard  Ave. 

1941  Fuldner,  Russell  Victor,  178  Sherman  Ave. 

1940  Garofalo,  Mario  Louis,  27  Elm 

1956  Gee  Hon,  Edward  Harry,  789  Howard 
1938  Geiger,  Arthur  Joseph,  309  Edwards 

1945  Gencarclli,  Alphonse  Frank,  85  Trumbull 

1937  Gentile,  Angelo  Louis,  291  Whitney  Ave. 

1937  German,  William  John,  789  Howard  Ave. 

1947  Gesell,  Arnold,  185  Edwards 

1923  Gettings,  James  Augustus,  209  Whalley  Ave. 

1924  Giamarino,  Henry  James,  291  Whitney  Ave. 
1951  Gibson,  Fred,  37  Trumbull 

1943  Gillson,  Reginald  Eric,  255  Bradley 

1946  Gilmer,  Roy  Jones,  259  Dixwell  Ave. 

1942  Gilmore,  Helen  Richter,  19  Edgehill  Rd. 

1953  Glaser,  Gilbert  H.,  333  Cedar 

1947  Glaser,  William,  1098  Chapel 

1955  Glassman,  Irving,  186  Sherman 

1926  Glazer,  Morris,  1172  Chapel 

1949  Glenn,  William  W.  L.,  789  Howard  Ave. 

1941  Godfried,  Milton  Simons,  85  Trumbull 

1947  Goetsch,  John  Black,  878  Howard  Ave. 

1910  Goldberg,  Samuel  James,  307  St.  Ronan 
1941  Goldberg,  Samuel  James,  Jr.,  43  Trumbull 
1912  Goldman,  George,  201  Park 

1927  Goldstein,  Morris,  451  George 

1954  Goldstein,  Paul  Stanley,  55  Park 

1951  Golia,  Ulysses  Vitalio,  27  Elm 

1950  Goodyer,  Allan  Victor,  789  Howard  Ave. 
1954  Gordon,  Martin  Eli,  in  Sherman  Ave. 

1952  Gordon,  Robert  Stanton,  309  Edwards 
1941  Grady,  Joseph  Francis,  265  Church 

1954  Granger,  Richard  Horace,  100  Whitney  Ave. 
1941  Granoff,  Morris  Aaron,  327  Whalley  Ave. 
1950  Gray,  Frank  Davis,  Jr.,  333  Cedar 
1950  Gray,  Frieda  G.,  Woodruff  Center,  Box  1755 

1948  Green,  Fred  Chiles,  289  Dixwell  Ave. 

1954  Green,  Morris,  789  Howard  Ave. 


1955  Greene,  Nicholas  M.,  789  Howard  Ave. 

1924  Greenhouse,  Barnett,  129  Whitney  Ave. 

1927  Groark,  Joseph  Anthony,  145  Grand  Ave. 

1931  Grodin,  Herman  Wolmer,  840  Howard  Ave. 

1939  Guida,  Francis  Paul,  87  Park 

1949  Haley,  John  Carlin,  59  Trumbull 

1936  Hankin,  Morris  Albert,  43  Trumbull 

1930  Harris,  Benedict  Richard,  315  Whitney  Ave. 

1937  Harris,  Jesse  Samuel,  239  Bradley 

1931  Harrison,  Elizabeth  Ross,  235  Bradley 

1951  Hart,  Robert  Warren,  38  Trumbull 

1953  Harvard,  Bell  Marvin,  Jr.,  789  Howard  Ave. 

1952  Harvey,  Richard  Bennet,  251  Edwards 
1937  Hathaway,  John  S.,  109  College 

1954  Hayes,  Mark  Allan,  333  Cedar 

1941  Heinemann,  Martin,  210  Prospect 

1916  Hendricks,  Albert  Ludwig,  26  Trumbull 
1907  Henze,  Carl  William,  4 66  Orange 

1942  Hersey,  Thomas  Francis,  291  Whitney  Ave. 

1937  Hess,  Orvan  Walter,  79  Trumbull 

1946  Higgins,  Harold  Gerard,  33  Whitney  Ave. 

1930  Higgins,  Joseph  John,  74  Dwight 
1922  Hillman,  Maurice  Manuel,  31  Howe 

1952  Hines,  Thomas  Franklin,  789  Howard  Ave. 

1916  Hirata,  Isao,  1187  Chapel 

1953  Hirata,  Isao,  Jr.,  1455  Chapel 

1943  Hitchins,  Clayton  Stanley,  59  Trumbull 
1943  Hodgkins,  Charles  Henry,  59  College 
1924  Howard,  Albert  Joseph,  432  Whalley  Ave. 

1935  Howard,  Marion  Edith,  158  Whitney  Ave. 

1955  Hunt,  Samuel  P.,  210  Prospect 

1915  Hynes,  Frederick  Henry,  195  Church 
1952  Igersheimer,  Walter  Wilhelm,  58  Trumbull 

1950  Ingenito,  Gabriel  Andrew,  181  Edwards 

1936  Jackson,  Edith  Banfield,  333  Cedar 

1943  Jaffe,  Samuel  A.,  235  Bishop 

1955  James,  Joseph  Michael,  Waterbury  Hospital 

1948  Janzen,  Arnold  Herbert,  789  Howard  Ave. 

1927  Jenkins,  Ralph  Hathaway,  Emergency  Hospital,  New 
Haven  Railroad 

1933  Johnson,  Carl  Edward,  364  Oak 
1955  Johnson,  Kenneth  Gerald,  169  Bishop 

1938  Jordan,  Robert  Hough,  64  Trumbull 

1949  Joseph,  Lester  George,  175  Bishop 
1946  Josephs,  William  Walter,  1172  Chapel 

1944  Kaetz,  Harvey  Warren,  256  Bradley 

1955  Kaplowe,  Joseph  Louis,  231  Sherman  Ave. 

1952  Karlovsky,  Emil  Daniel,  1260  Chapel 
1944  Kartin,  Bernard  Leon,  39  Trumbull 
1955  Katz,  Jay,  333  Cedar 

1951  Kazanjian,  Norton  Artin,  27  Elm 
1949  Keller,  Florence,  158  Whitney  Ave. 

1946  Kertesz,  Johann,  186  Sherman  Ave. 

1943  Kessler,  Frederick,  245  Edwards 

1942  Kirby,  Sam  Bartholomew,  461  Humphrey 
1951  Kirchner,  John  Albert,  789  Howard  Ave. 

1938  Klatskin,  Gerald,  107  Whitney  Ave. 

1953  Kleeman,  James  Allen,  256  Edwards 

1948  Klein,  Harry,  12  Elmwood  Rd. 

1917  Kleiner,  Simon  Bretzf elder,  245  Edwards 

1940  Koufman,  William  Bernard,  186  Sherman  Ave. 

1954  Kreis,  David  John,  59  Trumbull 
1942  Krosnick,  Gerald,  55  Park 
1935  Krosnick,  Morris  Yale,  55  Park 

1949  Kummer,  Alfred  John,  789  Howard  Ave. 

1937  Kushlan,  Samuel  Daniel,  303  Whitney  Ave. 

1948  Lach,  Frank  Edward,  181  Edwards 

1949  LaFemina,  Nicholas  Francis,  548  Chapel 
1954  Laudano,  Andrew  John,  57  Trumbull 
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1936  Lavietes,  Paul  Harold,  862  Howard  Ave. 

1949  Lavorgna,  Michael  Henry,  146  Sherman  Ave. 

1915  Lear,  Maxwell,  1172  Chapel 

1948  Leavy,  Stanley  Arnold,  235  Bishop 
1943  Leonard,  Marion,  158  Whitney  Ave. 

1923  Levin,  Hyman  Alexander,  1142  Chapel 

1920  Levy,  Daniel  Frederick,  1288  Chapel 

1948  Lewis,  Herbert  Daniel,  256  Bradley 
1923  Lewis,  Robert  Morton,  52  Trumbull 
1955  Licht,  Sidney,  360  Fountain 

1952  Lidz,  Theodore,  333  Cedar 

1939  Liebow,  Averill  Abraham,  310  Cedar 

1 95 1 Lillian,  Marvin,  862  Howard  Ave. 

1943  Lindskog,  Gustaf  Elmer,  789  Howard  Ave. 

1953  Lippard,  Vernon  William,  333  Cedar 

1955  Lipsky,  Seymour  Richard,  Yale  University  School 
of  Medicine 

1919  Little,  Herman  Clark,  303  Whitney  Ave. 

1955  Loewald,  Hans  W.,  245  Edwards 

1927  Logan,  William  Joseph,  412  Whalley  Ave. 

1949  Lowenberg,  Robert  Ira,  245  Edwards 

1942  Lowman,  Robert  Morris,  Box  1001,  South  and  York 
1947  Lydon,  Lawrence  G.  M.,  45  Trumbull 

1926  MacCready,  Paul  Beattie,  442  Temple 
1949  'Magyar,  Steven  Paul,  79  Trumbull 

1949  Maiorano,  Joseph  Francis,  Jr.,  258  Sherman  Ave. 

1954  Manheim,  Gilbert,  in  Sherman  Ave. 

1952  Mann,  Bernard  Freeman,  Jr.,  1450  Chapel 
1946  Markoff,  Abraham,  43  Trumbull 

1946  Marshak,  Irving  Jacob,  1184  Chapel 

1927  Marshall,  Carter  Lee,  1481  Chapel 

1928  Marvin,  H.  M.,  303  Whitney  Ave. 

1921  Massa,  Anthony  Francis,  19  Howe 

1931  Mastroianni,  Luigi,  248  Bradley 

1951  Matossian,  Nerses  Yacomb,  442  Temple 
1925  Maurer,  Lloyd  Leslie,  41  Trumbull 

1934  McAlenney,  Paul  Francis,  Jr.,  1435  Chapel 
1949  McDonnell,  Robert  Ralph,  67  Trumbull 

1954  McLaughlin,  John  Crane,  129  Whitney  Ave. 

1947  'Meigs,  J.  Wister,  310  Cedar 

1940  Mendelsohn,  William,  442  Temple 

1916  Mendillo,  Anthony  Joseph,  45  Trumbull 
1933  Mendillo,  John  Carleton  Francis,  255  Bradley 

1955  Mendillo,  John  Joseph,  45  Trumbull 
1949  Michel,  Lawrence  Irwin,  451  George 
1938  Mignone,  Joseph,  1 29  Whitney  Ave. 

1942  Millen,  Samuel  Robert,  545  DLxwell  Ave. 

1953  Milone,  Henry  Saverius,  459  Orange 

1954  Milstone,  J.  Haskell,  310  Cedar 

1955  Moench,  John  Christopher,  862  Howard  Ave. 

1942  Mogil,  Marvin,  59  College 

1930  Mongillo,  Frank,  5 Elm 

1942  Moore,  Donald  Bernard,  588  Howard  Ave. 

1953  Morris,  John  McLean,  333  Cedar 

1946  Moss,  Harry  George,  646  Dixwell  Ave. 

1943  Mott,  Frederick  Edward,  38  Trumbull 
1953  Muller,  Jonas  Norman,  321  Congess  Ave. 

1922  Musselman,  Luther  Kyncr,  39  Trumbull 

1944  Mylon,  Ernst,  358  Central  Ave. 

1921  Nahum,  Louis  Herman,  1142  Chapel 
1940  Nesbit,  Robert  Raymond,  1442  Chapel 

1953  Neuwirth,  A.  Alexander,  49  Edgewood  Way 

1946  Newman,  Harry  Rudolph,  1172  Chapel 

1935  Newman,  Richard,  158  Whitney  Ave. 

1914  Nichols,  Ralph  Wilbur,  57  Trumbull 
1955  Nixon,  James  Thomas,  178  Sherman  Ave. 

1932  Nodelman,  Jacob,  26  Elm 

1947  O’Brasky,  George  Harry,  1142  Chapel 

1933  O’Brasky,  Louis,  1172  Chapel 


920  O’Brien,  William  Henry  Joseph,  265  Church 

950  O’Connell,  Edward  Bernard,  1427  Chapel 

922  O'Connor,  Denis  Stanislaus,  241  Edwards 
955  O’Neill,  John  Joseph,  57  Trumbull 

955  O’Shea,  William  Aloysius,  Jr.,  789  Howard  Ave. 
931  Oughterson,  Ashley  Webster,  158  Whitney  Ave. 

953  Palluotto,  William  Vincent,  94  DeWitt 

936  Palmieri,  Michael  Walter,  556  Howard  Ave. 

949  Pantaleo,  Carl  Vito,  291  Whitney  Ave. 

951  Parisi,  Anthony  J.,  178  Sherman  Ave. 

946  Pasternak,  Maxwell,  210  Prospect 

929  Paul,  John  Rodman,  333  Cedar 

943  Pelliccia,  Orlando,  Jr.,  525  Whitney  Ave. 

940  Perham,  William  Sidney,  309  Edwards 
927  Petrelli,  Joseph,  455  Orange 

946  Petrillo,  Charles,  87  Park 

954  Pfaff,  Francis  O.,  Grace-New  Haven  Hospital 

923  Philipson,  Samuel,  100  Whitney  Ave. 

953  Phillips,  Carlton  Charles,  315  Whitney 
909  Phillips,  Frank  Lyman,  303  Whitney  Ave. 

935  Piazza,  George  Joseph,  78  Orchard 

942  Piccolo,  Pasquale  A.,  41  Trumbull 

952  Pierce,  John  Archer,  27  Elm 

955  Pilot,  Martin  Lewis,  333  Cedar 

931  Pinn,  Abraham  Samuel,  75  Sherman  Ave. 

952  Pious,  William  Leon,  340  Whitney  Ave. 

942  Pitegoff,  Charles  Haskell,  148  Sherman  Ave. 

949  Plunkett,  John  P.,  235  Bishop 

927  Poole,  Allan  King,  37  Trumbull 

938  'Poverman,  David,  67  Trumbull 

927  Powell,  Wilson,  37  Trumbull 

925  Powers,  Grover  Francis,  167  Armory 

934  Rademacher,  Everett  Stanley,  55  Trumbull 

949  Radowiecki,  Micislaus  Walter,  1305  State 

951  Redlich,  Elsa  Amalia,  60  Wall 

943  Redlich,  Frederick  Carl,  333  Cedar 

952  Rhoades,  Earl  James,  148  Sherman  Ave. 

924  Riccitelli,  Mariano  Louis,  476  Howard  Ave. 

946  Richards,  William  Raymond,  146  Sherman  Ave. 

947  Riesman,  John  Penrose,  57  Trumbull 
938  Rilance,  Arnold  Boon,  614  Orange 

949  Riordan,  William  Darling,  111  Sherman  Ave. 

929  Roberts,  Frederick  William,  158  Whitney  Ave. 
951  Robinson,  Franklin,  114  Sherman  Ave. 

920  Rogers,  Orville  Forrest,  140  Ogden 
929  Rogowski,  Bernhard  Albert,  1210  Chapel 

941  Roth,  Oscar,  666  George 

949  Roth,  Stefanie  Z.,  666  George 

941  Rozen,  Alan  Abraham,  1 1 3 Howe 
914  Russell,  Thomas  Hubbard,  57  Trumbull 

922  Russell,  Walter  Irving,  139  Alston  Ave. 

920  Russo,  Joseph  Daniel,  255  Edwards 

921  Ryder,  William  Harold,  250  Edwards 

950  Sachs,  Ernest,  333  Cedar 

933  Salinger,  Robert,  309  Edwards 

91 1 Scarbrough,  Marvin  McRae,  47  Trumbull 

954  Scherr,  Edward  Howard,  85  Trumbull 

948  Scholhamer,  Charles  Frederick,  x 1 6 Avon 
931  Scholl,  Robert  Frederick,  215  Whitney  Ave. 

924  Scott,  Clifton  Russell,  215  Whitney  Ave. 

920  Seabury,  Robert  Brewster,  58  Trumbull 

916  Segnalla,  Ernest,  613  Chapel 

951  Senn,  Milton  J.  E.,  14  Davenport  Ave. 

955  Serafin,  Eugene  Leon,  1427  Chapel 

923  Serafin,  Peter  James,  809  State 

954  Shapiro,  Harrison,  789  Howard  Ave. 

949  Shapiro,  Robert,  1442  Chapel 

923  Shea,  Michael  Stephen,  500  Howard  Ave. 

954  Shedd,  Donald  Pomroy,  333  Cedar 
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929  Shure,  Abraham  Lewis,  195  Park 

950  Shutkin,  Ned  Manfred,  114  Sherman  Ave. 

947  Sigel,  Harry,  85  Trumbull 

923  Silverberg,  Samuel  Joshua,  1435  Chapel 
955  Skreczko,  Charles  Kazimir,  67  Trumbull 

944  Smirnow,  Max  Ruskin,  1151  Chapel 
923  Smith,  Charles  Seaver,  59  College 

942  Smith,  Frederick  Francis,  84  Dixwell  Ave. 

940  Smith,  Norman  Nathaniel,  109  Sherman  Ave. 

946  Snoke,  Albert  Waldo,  789  Howard  Ave. 

927  Snurkowski,  Charles  Vincent,  487  Orange 

951  Solnit,  Albert  Jay,  14  Davenport  Ave. 

927  Sperandeo,  Anthony,  441  Orange 

942  Spiegel,  Charles  Markle,  59  College 

939  Spinner,  Samuel,  85  Trumbull 

955  Spiro,  Howard  Marget,  333  Cedar 

946  Stilson,  Carter,  255  Lawrence 

920  Strauss,  Maurice  Jacob,  43  Trumbull 

955  Stuermer,  Virginia  Mae,  42  Trumbull 

955  Sullivan,  Harriet  Theresa,  1150  Whalley  Ave. 

923  Sullivan,  Thomas  Joseph  40  Trumbull 
9J4  Sumner,  Martin  Leonard,  241  Edwards 

951  Swan,  Bernard  Robert,  291  Whitney  Ave. 

946  Swift,  William  Everett,  Jr.,  58  Trumbull 
946  Ssvirsky,  Morgan  Yale,  1204  Chapel 

946  Taffel,  Max,  850  Howard  Ave. 

915  Thoms,  Herbert,  789  Howard  Ave. 

947  Tortora,  Frank,  621  Townsend  Ave. 

954  Treder,  Frederick  Henry,  in  Sherman  Ave. 

953  Van  Eck,  Willem  Frederik,  121  Whitney  Ave. 

949  Van  Heuvcn,  J.  Alexander,  244  Edwards 

942  Vegliante,  Michael  E.,  174  Bradley 
896  Verdi,  William  Francis,  27  Elm 

954  Vermande,  Gertrude  Joanna,  121  Whitney  Ave. 

943  Verstandig,  Charles  Coleman,  129  Whitney  Ave. 

924  Vestal,  Paul  William,  79  Trumbull 

941  Vollero,  Andrew,  559  Howard  Ave. 

926  Wakeman,  Edward  Taylor,  240  Bradley 

945  Waldemar-Kertesz,  Johanna,  186  Sherman  Ave. 

951  Waters,  Levin  Lyttleton,  310  Cedar 

919  Weil,  Arthur,  291  Whitney  Ave. 

950  Weiner,  Joseph,  100  Whitney  Ave. 

948  Wessel,  Morris  Arthur,  1187  Chapel 

952  Wexler,  Henry,  340  Whitney  Ave. 

953  Whitcomb,  Wayne  Phillip,  1442  Chapel 
947  White,  Robert  Morris,  258  Bradley 
936  Wies,  Frederick  Albert,  255  Bradley 

941  Wilkinson,  Arthur  Gilbert,  111  Sherman  Ave. 
931  Willner,  Otto,  121  Whitney  Ave. 

947  Wilson,  Charles  Christopher,  310  Cedar 
931  Wilson,  William  Rives,  255  Bradley 
947  Winer,  Paul,  315  Whitney  Ave. 

955  Winternitz,  William  Welch,  333  Cedar 
953  Wood,  Edwin  Charles,  333  Cedar 

895  W'urtenberg,  William  Charles,  445  St.  Ronan 

920  Yudkin,  Arthur  Meyer,  257  Church 

942  Zaff,  Fred,  251  Edwards 

947  Zagraniski,  Raymond  Joseph,  977  Whalley  Ave. 
952  Zanes,  Robert  Parker,  Jr.,  57  Trumbull 

NORTH  HAVEN 
1949  Bohan,  Gunar  Naib,  31  Broadway 
1941  Cashman,  Justin  Laurence,  11  St.  John 
1943  Gillis,  Grace  Elaine,  St.  John 
1954  Izumi,  Ernest  Matson,  34  Belvedere  Rd. 

1924  Jack,  John  Louis,  1415  Ridge  Rd. 

1947  James,  Mary  Latimer,  1715  Hartford  Turnpike 
1951  Marsh,  Elias  Joseph,  25  Cooper  Rd. 


1940  Parrella,  Louis  Arnold,  Trumbull  PI. 

1923  Taylor,  Sterling  Price,  1 St.  John 

ORANGE 

1939  Boisvert,  Paul  Leo,  Chestnut  Ridge  Rd. 

1956  Morrison,  John  Blaisdell,  Old  Tavern  Rd. 

SEYMOUR 

1938  Chobian,  Joseph  Aloysius,  195  Main 

1946  Harvey,  Edward  Regis,  Jr.,  1 19  Main 

1934  Rogol,  Oscar,  30  Garden 

SOUTHBURY 

1953  Ghiselin,  Alexander  Dickenson,  Jr.,  P.  O.  Box  447 

1954  Hart,  Henry  Harper,  Oakledge 

1935  Yannet,  Herman,  Southbury  Training  School 

WALLINGFORD 

1947  Boyd,  Robert  Booth,  91  South  Main 
1932  Breck,  Charles  Arthur,  176  North  Main 

1949  Breck,  Richard  William,  176  North  Main 

1951  Brinkley,  Sterling  Brownlee,  Gaylord  Farm 

1929  Campbell,  Sherburne,  270  Center 

1930  Carrozella,  John  Christy,  35  South  Main 

1954  Dickinson,  William  Wells,  Hill  Ave.,  Yalesville 

1950  Dundee,  John  Chichester,  Gaylord  Farm 
1942  Ferguson,  James  Fulton,  Jr.,  91  South  Main 

1952  Field,  Albert  Searle,  Jr.,  346  South  Main 

1946  Konopka,  Frank  Joseph,  235  Center 
1905  Lyman,  David  Russell,  Gaylord  Farm 
1956  McCleary,  Ezekiel  Stuart,  176  North  Main 

1947  McGaughey,  James  David,  III,  44  Morningside  Terrace 
1916  Morriss,  W.  Haviland,  Gaylord  Farm 

1942  Murphy,  Thomas  Basil,  324  North  Elm 

1955  Otis,  Richard  Dickinson,  21  Quince 

1940  Pelz,  Kurt,  26  South  Main 

1956  Plakins,  Harold  Gregory,  155  North  Main 

1953  St.  James,  Alfred  Thomas,  261  Center 
1956  Sawicki,  Lucian  Alex,  5 North  Main 
1919  Sheehan,  Mark  Thomas,  245  Center 

1931  Spignesi,  John  Theodore,  393  Center 
1956  Wallace,  Edward  Paez,  181  North  Main 

WATERBURY 

1952  Abbot,  Frank  Kimball,  163  Grove 

1924  Allen,  Harry  Everett,  30  Prospect 

1953  Arnold,  William  Parsons,  Jr.,  1039  Chase  Pkwy. 

1929  Atkins,  Samuel  Maurice,  63  Central  Ave. 

1923  Audet,  Charles  Henry,  3 Second  Ave. 

1954  Audet,  Charles  Henry,  Jr.,  3 Second  Ave. 

1954  Audet,  Robert  Joseph,  3 Second  Ave. 

1942  Backhus,  Louis  Charles,  41  Holmes  Ave. 

1910  Barber,  Walter  Lewis,  Jr.,  Coe  Rd. 

1953  Beard,  William  Jacob,  1778  East  Main 

1949  Beauchamp,  Lawrence  Arthur,  89  Willow 

1955  Bentley,  William  B.  A.,  1039  Chase  Pkwy. 

1955  Bergen,  Joseph  Raymond,  450  Meriden  Rd. 

1908  Bevans,  Theodore  Frank,  111  West  Main 
1931  Bizzozero,  Orpheus  Joseph,  59  Cooke 

1950  Blank,  Samuel,  52  Cooke 

1942  Blau,  Rudolf,  47  Cooke 

1939  Bonner,  Robert  Alexander,  51  West  Main 

1943  Bonner,  Robert  Alexander,  Jr.,  43  Central  Ave. 

1943  Bowen,  Joseph  John,  Jr.,  111  West  Main 

1910  'Brennan,  Patrick  Joseph,  135  West  Main 
1928  Brown,  Abe  Solomon,  58  Central  Ave. 

1940  Burke,  Joseph  Francis,  39  Central  Ave. 

1937  Burnham,  Bernard  Alfred,  18  Central  Ave. 
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1953  Butler,  Robert  William,  Scovill  Alfg.  Co. 

1948  Cappelletti,  A.  Joseph,  59  Cooke 

1945  Carpentieri,  Anthony  Louis,  739  North  Main 

1941  Cole,  Clarence  Hummer,  111  West  Main 
1935  Collins,  Joseph  Osborn,  64  Robbins 

1942  Coppeto,  C.  James,  220  East  Main 

1932  Corbett,  Herbert  John,  14  Central  Ave. 

1942  Coshak,  Morris,  58  Holmes  Ave. 

1928  Cottiero,  Thomas,  21  Cooke 

1947  Cox,  Marcus  Edward,  St.  Alary’s  Hospital 
1928  Curran,  Harold  Joseph,  in  West  Main 

1940  Damiani,  Rudolph  Andrea,  5 Cooke 
1951  Davie,  Robert  N.,  165  Grove 

1942  DeCristoforo,  Ralph,  291  North  Main 
1951  DellaPietra,  Alphonse,  3 Second  Ave. 

1956  Dennen,  Philip  Cushing,  186  Hillside  Ave. 

1948  Devenis,  Michael  M.,  20  East  Main 
1912  Dillon,  John  Henry,  325  East  Main 

1951  DiLorenzo,  Albert  T.,  278  East  Alain 

1948  DiLorenzo,  Salvatore  F.,  59  Pine 

1953  Dingman,  Peter  Van  Cleef,  1 65  Grove 
1927  Dreher,  Alfred  Charles,  171  North  Alain 

1941  DuBois,  Robert  Lionel,  29  Central  Ave. 

1947  Dwyer,  Christopher  Edward,  18  Pine 
1927  Edlin,  Charles,  24  Central  Ave. 

1922  Fabricant,  Samuel  Elmer,  9 Cooke 
1955  Feder,  Larry  Leo,  St.  Mary’s  Hospital 
1937  Finkelstein,  William,  103  North  Alain 
1926  Finn,  Alfred  Joseph,  164  West  Main 

1926  Fitzpatrick,  Edward  Earl,  28  McDonald  Ave. 

1927  Foster,  John  Hess,  77  North  Main 

1952  Francis,  Henry  Lloyd,  96  Edson  Ave. 

1928  Freiheit,  John  Martin,  85  Grove 
1909  Gancher,  Jacob,  275  North  Alain 
1951  Gedeon,  Philip  Elias,  300  West  Main 
1951  Good,  Philip  Snowden,  112  Prospect 

1949  Good,  Robert  Childers,  112  Prospect 

1914  Good,  William  Alurray,  112  Prospect 

1915  Green,  Jacques  Henry,  171  North  Main 
1947  Grillo,  William,  56  Franklin 

1947  Gualtieri,  Alichael  Vincent,  27  Cooke 

1947  Hanson,  Millard  Charles,  95  North  Alain 

1942  Harty,  John  E.,  101  North  Main 

1930  Herrmann,  Albert  Edward,  87  North  Main 

1931  Hetzel,  Joseph  Linn,  51  Central  Ave. 

1939  'Hinchey,  Richard  James,  43  Central  Ave. 

1953  Huber,  Herman  Crane,  Jr.,  88  Linden 
1919  Jackson,  Andrew  Joseph,  111  West  Main 
1927  Jackson,  Arthur  Hartt,  155  Grove 

1942  Jennes,  Milton  Leo,  14  Central  Ave. 

1939  Jennes,  Sidney  Weinberg,  135  West  Alain 
1922  Johnson,  Arthur  August,  59  Central  Ave. 

1955  Kaess,  Kenneth  Richard,  56  Franklin 
1944  Karlin,  Frank  Lewis,  95  North  Alain 

1946  Kelly,  LeAloyne  Copeland,  95  North  Alain 
1914  Kirschbaum,  Edward  Harry,  20  Grove 

1944  Koleshko,  Lawrence  Jacob,  24  Central  Ave. 

1940  LaBrecque,  Frederick  Charles,  175  Grove 
1922  Larkin,  Charles  Lewis,  1039  Chase  Pkwy. 

1954  Larkin,  Charles  Lewis,  Jr.,  1039  Chase  Pkwy. 

1945  Lenkowski,  William  John,  207  South  Elm 

1941  Lewicki,  Edward  Stanley,  36  North  Main 
1924  Lombardi,  Pasquale  Frederick,  46  Prospect 

1948  Lovelace,  Theodore  Ronceverte,  227  North  Elm 

1954  Luria,  Sidney  Bennett,  64  Holmes  Ave. 

1939  Margolius,  Norman  Calvin,  50  Holmes  Ave. 

1948  Marino,  Rocco  Sere  fin,  80  Central  Ave. 

1941  Alayo,  Elliott  Russell,  129  Prospect 

1906  McLarney,  Thomas  Joseph,  27  Farrington  Ave. 


1943  Meo,  Richard  Carl,  195  Grove 

1941  Merriman,  Henry,  115  Prospect 

1925  Alerriman,  Alerritt  Heminway,  115  Prospect 

1947  Alonagan,  Thomas  M.,  195  Grove 

1956  Aloore,  Edward  Jude  Thaddeus,  54  Central  Ave. 

1928  Morrill,  Harold  Frost,  300  West  Alain 

1947  Mulligan,  Thomas  Alichael,  96  Cooke 

1929  Neuswanger,  Chris  Harold,  89  North  Main 
1952  Newman,  Richard  Joseph,  185  Grove 

1955  Nolan,  Timothy  Francis,  54  Central  Ave. 

1952  O’Brien,  Francis  Hefler,  195  Grove 

1948  Olore,  Louis,  18  Central  Ave. 

1942  Pasetto,  Edo,  63  Central  Ave. 

1923  Platt,  Irving  Smith,  30  Prospect 

1943  Pollard,  Robert  Lonsdale,  24  Central  Ave. 

1901  Pomeroy,  Nelson  Asa,  96  Hillside  Ave. 

1940  Post,  Edward  Andrew,  hi  West  Alain 

1953  Preston,  Nicholas,  87  North  Main 
1916  Quinn,  Raymond  James,  730  Baldwin 

1941  Reichenbach,  Alfred  Edelbert,  186  Hillside  Ave. 

1939  Reynolds,  Joseph  Alban,  18  Central  Ave. 

1941  Riccio,  Joseph  Salvatore,  Waterbury  Hospital 
1920  Root,  J.  Harold,  103  North  Main 

1947  Root,  James  Harold,  Jr.,  103  North  Alain 
1946  Rosenberg,  Harold  Arthur,  29  Central  Ave. 

1925  Ruby,  Max  Harold,  47  Prospect 

1939  Ruby,  Robert  James,  47  Prospect 
1952  Ryan,  Sylvester  James,  26  Yates  Ave. 

1914  Ryder,  Raymond  Harrison,  52  Central  Ave. 

1941  Saltzman,  Jacob  A.,  135  West  Main 
1931  Sandulli,  Gaetano  Renato,  64  Cooke 

1954  Santopietro,  Olindo  Oreste,  48  Holmes  Ave. 

1928  Santoro,  Grace  Marie,  95  North  Main 

1939  Sayers,  Daniel  O’Connell,  135  West  Alain 
1933  Shea,  Vincent  Timothy,  20  East  Main 

1948  Shearer,  John  Kennedy,  89  North  Alain 

1941  Sklaver,  Joseph,  95  North  Main 

1946  Smith,  Jasper  Archer,  77  Central  Ave. 

1931  Staneslow,  John  Stanislovaitis,  21  Holmes  Ave. 

1954  Stocking,  Anson  Gilbert,  28  Prospect 

1946  Sullivan,  Arthur  Francis,  111  West  Main 
1954  Tarabishy,  Said  Hassan,  18  Central  Ave. 

1947  Teiger,  Paul,  58  Holmes  Ave. 

1947  Tynan,  James  G.,  309  East  Main 

1916  Vastola,  Anthony  Patrick,  103  North  Main 

1954  Vileisis,  Vita,  314  West  Main 

1920  Webber,  Edwin  Russell,  95  North  Alain 

1954  Weisberg,  Herbert  Edward,  63  Central  Ave. 

1946  Whalley,  Evan  Joseph,  720  Baldwin 

1949  Yavetz,  Louis  Milton,  53  Cooke 

1943  Zerkowitz,  Frederick,  79  North  Main  and 
1 Divinity,  Bristol 

1942  Zonn,  Seymour  Israel,  34  Holmes  Ave. 

1951  Zucker,  Reuben,  159  Grove 

WEST  HAVEN 

1955  Ameen,  Lane,  Veterans  Administration  Hospital 
1946  Beardsley,  Lewis  George,  Veterans  Administration 

Hospital 

1954  Benoit,  Annette  Jeanne,  Veterans  Administration 
Hospital 

1938  Chasnoff,  John  Arthur,  328  Main 

1943  Cozzolino,  Eugene  Norris,  640  Savin  Ave. 

1954  deSuto-Nagy,  Gyula  I.,  Veterans  Administration 
Hospital 

1951  Dzubaty,  Alichael,  522  Ocean  Ave. 

1950  Friou,  George  J.,  Veterans  Administration  Hospital 
1923  Giannotti,  Carl  Charles,  399  Savin  Ave. 
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1954  Higgins,  John  W.,  Veterans  Administration  Hospital 

1955  Hurwitz,  Sidney,  609  Savin  Ave. 

1940  Koster,  Leo  William,  381  Main 
1930  Milano,  Nicolas  Antonio,  271  Elm 
1947  Milici,  John  Joseph,  354  Campbell  Ave. 

1955  Nims,  Robert  Grant,  Veterans  Administration 
Hospital 

1923  O’Connell,  William  Michael,  295  Main 
1915  Rogers,  Platt  Harrison,  228  Elm 

1945  Saposnik,  Jacob  Jay,  610  Campbell  Ave. 

1950  Selesnick,  Sydney,  Veterans  Administration  Hospital 

1954  Shanbrom,  Edward,  Linde 

1955  Tierney,  Lawrence  Matthew,  246  Elm 

1947  Yesner,  Raymond,  Veterans  Administration  Hospital 

1951  Ziegra,  Sumner,  191  Center 

WOODBRIDGE 

1956  Duff,  Raymond  Stanley,  Newton  Rd. 

OUT  OF  COUNTY 

1950  Allen,  Benjamin  Israel,  282  West  Ave.,  South  Norwalk 
1949  Andrus,  Daniel  Sylvester,  Laurel  Heights  Sanatorium, 

Shelton 

1954  Barnaby,  Gerald  Andrew,  1528  Gervais,  Columbia, 
South  Carolina 

1909  Beck,  Frederick  George,  Ray  Brook  Hospital,  Ray 
Brook,  N.  Y. 

1948  Biehusen,  Frederick  Charles,  Tripler  Army  Hospital, 

APO  438,  c/o  PM,  San  Francisco,  California 
1907  Blumer,  George,  122  Grand  Canal,  Balboa  Island, 
California 

1956  Bradley  William  Richards,  79  Elm,  Hartford 

1924  Carroll,  William  Edward,  376  Park  Ave.,  Apt.  1,  East 

Orange,  N.  J. 

1953  Cluxton,  Horace  Hayes,  101  West  Broad,  Westerly, 

Rhode  Island 

1954  Cownie,  Douglas  Heron,  Philadelphia  General  Hos- 

pital, Philadelphia,  Pa. 

1921  Creadick,  A.  Nowell,  2226  Elba,  Durham,  North  Caro- 
lina 

1934  Darrow,  Daniel  Cady,  University  of  Kansas  Medical 

Center,  Kansas  City,  Kansas 

1941  Dayton,  Theodore  Read,  Dayton  Road,  West  Red- 

ding, Conn. 

1942  Deutsch,  Joyce  Victoria,  3 Woodland,  Bristol 

1951  Douglass,  Wallace  Capron,  58  Valleywood  Rd.,  Cos 

Cob 

1937  Eliot,  Martha  May,  4802  Jamestown  Rd.,  Washington 

16,  D.  C. 

1943  Epstein,  Charles  J.,  3223  Oak  Rd.,  Cleveland,  Ohio 
1951  Erslev,  Allan  Jacob,  U.  S.  Hospital,  Fort  Devens,  Mass. 

1935  Fenney,  Philip  William,  V.  A.  Hospital,  Newington 

1955  Fitts,  Fernald  Churchill,  28  Broadway,  Mystic 

1946  Foord,  Alan,  Maternal  and  Child  Health  University 

of  California,  Berkeley,  California. 

1953  Fournier,  Reginald  Edgar,  7 Cyrus  Lane,  Bloomfield 
1951  Fuhrmann,  Josephine  Marie,  Pratt  & Whitney  Aircraft, 
East  Hartford 

1946  Gardner,  Horace  Tillman,  Nemazee  Hospital,  Shiraz 
Medical  Center,  Shiraz,  Iran 

■955  Giardina,  David  Diego,  Norwalk  Llospital,  Norwalk 
1935  Hart,  James  Clement,  165  Capital  Ave.,  Hartford 
1946  Howard,  Weaver  Oscar,  195  Parkview  Ter.,  Orange, 
N.J. 

1955  Huss,  Geraldine  Rider,  Greenwich  Hospital,  Green- 
wich 

1938  Ignace,  Stephen  J.,  65  Bridge,  New  Milford 
1955  Jaeger,  Carl  Alphonse,  183  East  Putnam  Ave., 

Greenwich 


1953  Keeler,  William  Henry,  Office  of  Civil  Defense,  92 
Farmington  Ave.,  Hartford 

1936  Klumpp,  Theodore  George,  1450  Broadway,  New 

York,  N.  Y. 

1951  Kroeger,  Hilda  Hertha,  Elizabeth  Steele  Magee  Hos- 

pital, Pittsburgh,  Pa. 

1946  Kunkel,  Paul,  Obtuse  Hill  Route  No.  133,  Brookfield 
Center 

1935  Leddy,  Percy  Allen,  University  of  Maine,  Orono, 

Maine 

1907  Leonard,  George  Arthur,  310  Granda,  Fort  Pierce, 
Florida 

1944  Lolli,  Giorgio,  450  East  63rd,  New  York,  N.  Y. 

1953  Marciano,  Charles  A.,  Jr.,  155  Henry,  Brooklyn  1, 

New  York 

1949  Martin,  Katharine  Hawley,  429  Main,  Watertown 
1928  Mills,  Bernard  Litchfield,  Veterans  Hospital,  Rocky 

Hill 

1955  Molumphy,  Paul  Edward,  Baltimore  City  Hospital, 
Eastern  Ave.,  Baltimore,  Maryland 
1903  Rand,  Richard  Foster,  Center  Harbor,  New  Hamp- 
shire 

1950  Ravitz,  Leonard  Jolian,  4401  Market,  Philadelphia,  Pa. 
1943  Rindge,  Mila  Elizabeth,  State  Department  of  Health, 

Hartford 

1937  Rubin,  George  Alan,  6423  Wilshire  Blvd.,  Los 

Angeles,  California 

1945  Sachs,  Kurt,  V.  A.  Hospital,  Wilmington,  Delaware 

1954  Schwartz,  Emanuel  E.,  Hospital  for  Joint  Diseases, 

Madison  Ave.  and  123rd,  New  York  City 

1955  Steele,  Kenneth  C.,  Slocum-Dixon  Clinic,  State  and 

Court,  Utica,  New  York 

1924  Stettbacher,  Henry  John,  208  Locust,  Cambridge, 
Maryland 

1936  Stevens,  Marvin  Allen,  71  Park  Ave.,  New  York,  N.  Y. 

1952  Sturman,  Robert  Harris,  Len-Myr  Rd.,  Woodbury 
1942  Tarbell,  Luther  Allen,  Enterprise  Rd.,  DeBary, 

Florida 

1954  Terry,  William  Michael,  Elliot  Community  Hospital, 

Keene,  New  Hampshire 

1911  Tileston,  Wilder,  Toyon  Way,  Carmel  Valley,  Calif. 
1952  Turcotte,  Maurice  Raymond,  304  West  Ninth,  Chester, 
Pa. 

1945  AVagner,  Herbert  Theodore,  Jr.,  National  Foundation 
for  Infantile  Paralysis,  120  Broadway,  New  York, 
N.Y. 

1952  Wagner,  Robert  Roderick,  Johns  Hopkins  Hospital, 
Baltimore,  Maryland 

1955  Walker,  George  Rodney,  Box  12,  East  Newport, 

Maine 

1907  AVheatley,  Louis  Frederick,  Randolph  Center, 

R.  F.  D.,  Brookfield,  Vermont 
1921  Winternitz,  Milton  Charles,  2126  Conn.  Ave.,  N.  W., 
Washington,  D.  C. 

1933  Zimmerman,  Harry  Martin,  Montefiore  Hospital,  New 
York  City 

New  London  County  Association 

President:  John  G.  Raymer,  59  McKinley  Ave.,  Norwich 
Vice-President:  E.  Roland  Hill,  43  East  Main,  Mystic 
Secretary -Treasurer:  William  J.  Murray,  Jr.,  437  Montauk 
Ave.,  New  London 

Councilor:  Henry  A.  Archambault,  2 North  Second  Ave., 
Taftville 

Alternate  Councilor:  Richard  M.  Starr,  228  Williams,  New 
London 

Annual  Meeting,  First  Thursday  in  April 
Semi-Annual  Meeting:  First  Thursday  in  October 
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COLCHESTER 

1956  Conrad,  Carl  Caspar,  18  Norwich  Ave. 

1935  Friedman,  Irving,  Hartford  Rd. 

EAST  LYME 

Nl  ANTIC 

1954  Brown,  Virginia  Hermanson,  32  Pennsylvania  Ave. 

1949  Dey,  Frederick  Lemuel,  15  Smith  Ave. 

1948  Duennebier,  Harold  W.,  Lincoln 

1954  Kramm,  William  Amede,  Hope 

1934  MacLeod,  Edith  Alice,  State  Farm  for  Women 

GALES  FERRY 

1935  Hale,  Virginia  Anne,  P.  O.  Box  92 

GRISWOLD 
Jewett  City 

1950  Barrett,  Frederick  Charles,  no  Main 

1949  Denton,  G.  Daniel,  55  North  Main 
1956  Gosselin,  Albert  George,  8 Park  Sq. 

1953  Kennedy,  George  Lloyd,  55  North  Main 

GROTON 

1955  Brown,  Walter  McKeand,  295  Long  Hill  Rd. 

1918  Douglass,  Edmund  Latham,  188  Thames 

1953  Force,  Berwyn  Rodney,  272  Thames 
1934  Hewes,  Carlisle  Tyson,  242  Thames 

1954  Lewandrowski,  Archy  W.,  295  Long  Hill  Rd. 

1946  MacDougall,  A.  Duncan,  174  Bridge 
1953  Schell,  Harold  Wilbur,  Jr.,  45  Church 

1953  Sutton,  Jack,  118  Poquonnock  Rd. 

1944  Sutton,  Paul,  280  Mitchell 

1942  Szlemko,  Emil  Alex,  27  Poquonnock  Rd. 

LYME 

1927  Ely,  Julian  Griffin,  R.  F.  D.  No.  2 

MONTVILLE 

Uncasville 

1944  Donohue,  John  Daniel 

1949  Miselis,  Frank  Joseph,  Main  Rd. 

1929  Rasmussen,  Hans  Norman 

NEW  LONDON 

1948  'Ansprenger,  Aloys  George,  35  Huntington 

1956  Beatman,  Bernard,  34  Channing 
1933  Becker,  Joseph,  302  State 

1951  Birchall,  Ellen  Frances,  435  Montauk  Ave. 

1928  Blank,  Eric  Henry,  342  Montauk  Ave. 

1933  Brosnan,  John  Francis,  302  State 

1954  Burke,  Francis  Waring,  32  Channing 

1955  Caruso,  John,  Jr.,  293  Montauk  Ave. 

1956  Cochran,  William  Davis,  280  Montauk  Ave. 

1954  Cole,  Lewis  Frank,  Lawrence  Memorial  Hospital 

1936  Comstock,  Edward  Richard,  150  Broad 
1938  DeAngelis,  Louis,  334  Montauk  Ave. 

1931  Dyer,  Charles  Edward,  297  Montauk  Ave. 

1954  Dyer,  Charles  Frederick,  302  State 

1948  Ellison,  Malcolm  Mitchell,  328  Montauk  Ave. 

1948  Fabricant,  Milton  W.,  275  Montauk  Ave. 

1947  Fagan,  Frederick  J.,  19  Glenwood  Ave. 

1936  Ferguson,  Helen  Knox,  508  Montauk  Ave. 

1948  Gager,  John  Jay,  154  Broad 

1906  Ganey,  Joseph  Matthew,  205  Williams 
1948  Ganey,  Joseph  Matthew,  Jr.,  205  Williams 
1954  Gerity,  Paul  Joseph,  183  Williams 


1934  Gipstein,  Edward,  181  Broad 

1949  Goodrich,  Frederick  Warren,  Jr.,  342  Montauk  Ave. 

1947  Grayson,  Merrill,  154  Broad 

1947  Haines,  Henry  Lippincott,  309  State 

1939  Hartman,  Frederick  Bittinger,  342  Montauk  Ave. 

1922  Hendel,  Isidore,  50  State 

1934  Henkle,  Robert  Theodore,  51  Federal 
1936  Irwin,  Harold  Hyman,  158  Williams 
1947  Karpel,  Saul,  116  Federal 
1921  Kaufman,  Charles,  308  State 

1940  Krinsky,  Charles  Morris,  27  Broad 

1924  Labensky,  Alfred,  85  Federal 
1953  Lena,  Hugh  F.,  Jr.,  154  Broad 

1931  Loiacono,  Anthony  Joseph,  262  Broad 

1947  Loiacono,  Richard  A.,  260  Broad 

1953  Longo,  Vincent  Joseph,  179  Montauk  Ave. 

1936  Lubchansky,  Jacob  Harris,  27  Broad 
1949  McFarland,  Ward  John,  342  Montauk  Ave. 

1934  Morse,  Willard  Jackson,  32  Channing 

1952  Murray,  Joseph  Thomas,  342  Montauk  Ave. 

1953  Murray,  William  John  Jr.,  437  Montauk  Ave. 

1946  Nielsen,  Tage  M.,  240  Williams 

1951  Olsen,  Robert  Clarence,  496  Montauk  Ave. 

1955  Prokesch,  Clemens  Elias,  58  Huntington 
1929  Satti,  C.  John,  13 1 Montauk  Ave. 

1956  Sayre,  James  White,  280  Montauk 

1952  Saxe,  Louis  Phillip,  328  Montauk  Ave. 

1954  Siker,  Estelle,  119  Plant 

1938  Smilgin,  Victor  Edward,  265  Williams 

1921  Soltz,  Thomas,  52  Huntington 

1949  Spitz,  Hilliard,  183  Williams 

19:9  Starr,  Richard  Mallory,  228  Williams 
1951  Steinecke,  Olga,  69  Fair  Harbour  PI. 

1942  Sturtevant,  James  Melvin,  358  Montauk  Ave. 

1940  Sulman,  Morris,  203  Montauk  Ave. 

1933  Taylor,  Robert  Nelson,  159  State 

1955  Tytla,  Elsie  May,  115  Huntington 
1951  van  Dyk,  Arnulf  R.,  50  Granite 

1947  Verie,  Kathryn  E.,  159  Ocean  Ave. 

1950  Warnshuis,  Lilian  Cook,  Connecticut  College 

1922  Wellington,  Harold  Wentworth,  309  State 

1935  Wies,  Carl  Hendricks,  115  Huntington 
1913  Wilson,  Frank  Emery,  302  State 

1938  Woodward,  Joseph  Cutler,  358  Montauk  Ave. 

1947  Wool,  Joseph  M.,  183  Williams 

NORWICH 

1950  Aey,  Arthur  Edward,  10  Shetucket 
1910  Agnew,  Robert  Robertson,  257  Main 
1946  Albamonti,  Mario  John,  257  Main 
1950  Allen,  Joseph  Eugene,  Drawer  508 
1950  Anderson,  Fred  Andrew,  24  Sachem 
1950  Anderson,  Ruth  Messer,  24  Sachem 

1955  Andrews,  George  Reid,  Drawer  508 

1935  Bergendahl,  Harold  Andrew,  63  Broadway 

1942  Bielecki,  Casimer  Eugene,  35  Main 

1954  Boyle,  Desmond  George,  Norwich  State  Hospital 

1916  Callahan,  John  William,  308  Main 

1915  Campbell,  Hugh  Baird,  51  Canterbury  Tpke. 

1950  Carbone,  Hubert  Alfred,  Norwich  State  Hospital 
1950  Carroll,  Gerald  Joseph,  William  Backus  Hospital 
1954  Cressy,  Norman  Leo,  Uncas-on-Thames 

1925  Dixon,  Henry  Campbell,  16  Franklin 
1897  Donohue,  James  Joseph,  43  Broadway 
1942  Drobnes,  Sidney,  24  Sachem 

1956  Eadie,  Frederick  Stearns,  287  Main 

1953  Gambill,  John  Randolph,  Norwich  State  Hospital 
1927  Gildersleeve,  George  Harold,  310  Main 
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1948 

<954 
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<935 
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<954 

1946 

>938 

<947 
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<95° 
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<955 
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<947 
<955 
1 95  2 
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1 95 1 
<935 
1942 

<947 

<947 
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1930 

1948 

<954 

1942 

<935 
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1950 

<929 
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<955 

1932 

<953 

<933 


<933 

<949 


<909 

<947 


1901 


<934 

<934 


<947 

<950 

< 94 ' 
1928 


1946 

<942 

<954 

<9<3 

1942 


OUT  OF  COUNTY 

1953  Chadwick,  John  Bancroft,  Vassar  College,  Pough- 
keepsie, N.  Y. 

1952  Griffith,  Bezaleel  Herold,  319  Avenue  C,  Apartment 
10G,  New  York  9,  N.  Y. 

1952  Selzer,  Isidore,  4811  John  R.  Street,  Detroit,  Michigan 
1951  Traggis,  Demetrius  George,  1326  Milan  Ave.,  Coral 
Gables,  Florida 


Guss,  Louis,  71  Main 

Harkins,  James  Anthony,  63  Broadway 

Hayes,  Robert  David,  25  Main 

Higgins,  Harold  William,  40  Shetucket 

Katz,  Morris  E.,  16  Franklin 

Kelleher,  James  H.,  55  Broad 

Kelley,  Winfield  Orthello,  Uncas-on-Thames 

Kettle,  Ronald  Harry,  Norwich  State  Hospital 

LaPierre,  Arnaud  R.,  187  Main 

LaPierre,  Warren  Winthrop,  10  Shetucket 

Lord,  Benjamin  John,  Jr.,  16  Franklin 

Mahoney,  Joseph  John,  99  Main 

Mandell,  Harvey  Nelson,  257  Main 

Manning,  Imogene  Hopkins,  287  Main 

Manwaring,  ler  Jay,  East  Great  Plains 

Martin,  John  Edward,  45  Main 

Masterson,  Thomas  Joseph,  25  Main 

Milone,  Joseph  E.,  315  Main 

Moore,  Maurice  R.,  88  Central  Ave. 

Morrison,  John  Edward,  Norwich  State  Hospital 

O’Connell,  Patrick  Henry,  10  Shetucket 

Oppenheimer,  Kurt,  257  Main 

Peterson,  Eloise  B.,  Drawer  508,  Norwich 

Phillips,  Nicholas  T.,  93  Sachem 

Quintiliani,  Albert,  58  Broadway 

Raymer,  John  George,  59  McKinley  Ave. 

Santiccioli,  Aldo  Bruno,  Norwich  State  Hospital 

Sawyer,  James  David,  326  Washington 

Schwarz,  H.  Peter,  25  Main 

Sears,  Lewis,  257  Main 

Segel,  Solam,  257  Main 

Simmel,  Else  Rose,  Uncas-on-Thames 

Suplicki,  John  William,  257  Main 

'Sussler,  David,  6j  Main 

Ward,  Franklyn  Pennington,  16  Warren 

Wener,  William  Victor,  241  Main 

Wilson,  Clifford  Edward,  Jr.,  287  Main 

Wilson,  George  Campbell,  Uncas-on-Thames 

Taftville 

Archambault,  Henry  Allard,  2 North  Second  Ave. 
Rousseau,  David  George,  Ponemah  House 

OLD  LYME 
Devitt,  Ellis  King 

Von  Glahn,  Harold  Diedrich,  Ferry  Rd. 

QUAKER  HILL 
Sullivan,  Daniel,  Best  View  Rd. 

STONINGTON 

Haliday,  Earle  George,  168  Water 
Veal,  William  Thomas,  99  Water 

MYSTIC 

Crandall,  Bradford  Blanchard,  31  Gravel 
Edmonstone,  William  Mason,  22  Library 
Fowler,  Roger  Nathaniel,  21  East  Main 
Hill,  Edward  Roland,  43  East  Main 

WATERFORD 

Coppola,  Edward  Attilio,  2 Highland  Dr. 

Ferrara,  Michael  A.,  The  Seaside 
Flanagan,  George  Meade,  132  Boston  Post  Rd. 
O’Brien,  John  Francis,  Park  Dr.,  Oswegatchie 
Tombari,  S.  Paul,  The  Seaside 


Tolland  County  Association 

President:  Oliver  J.  Purnell,  147  Union,  Rockville 
Vice-President:  Roy  C.  Ferguson,  57  Union,  Rockville 
Secretary:  R.  Bruce  Thayer,  Jr.,  Main,  Hazardville 
Councilor:  Elliott  H.  Metcalf,  50  Elm,  Rockville 
Annual  Meeting,  Third  Tuesday  in  April 
Semi-Annual  Meeting,  Third  Tuesday  in  October 

SOMERS 

1956  Hughes,  John  F.,  9 Colton  Rd. 

1921  Thayer,  Ralph  Bruce,  Main 

STAFFORD 


VERNON 

Rockville 

1933  Burke,  Francis  Henry,  45  Park 
1908  Dickinson,  Francis  McLean,  38  Elm 
1923  Ferguson,  Roy  Cameron,  57  Union 
1918  Flaherty,  John  Edward,  42  Elm 
1955  Kristan,  Joseph  John,  62  Park 
1950  Kummer,  Seymour  Isaac,  62  Park 
1921  Metcalf,  Elliott  Harrison,  50  Elm 
1955  Phiffer,  John  Leonard,  67  Elm 
1952  Purnell,  Marjorie  Axford,  23  Davis  Ave. 

1954  Purnell,  Oliver  James,  147  Union 
1931  Schneider,  William,  72  Orchard 

1955  Thomas,  Vernon  Everette,  76  Prospect 

OUT  OF  COUNTY 

1952  Aseltine,  Deal  T.  Jr.,  350  Farmington  Ave.,  Hartford 

1955  Sonnen,  Victor  Gerard,  120  Main,  Hazardville 
1949  Thayer,  R.  Bruce,  Jr.,  Main,  Hazardville 

Windham  County  Association 

President:  Olga  A.  Little,  715  Main,  Willimantic 
Vice-President:  James  F.  Jones,  39  Broad,  Danielson 
Secretary:  Frederick  A.  Beardsley,  59  Church,  Willimantic 
Councilor:  Edward  J.  Ottenheimer,  Windham  Community 
Hospital,  Willimantic 

Alternate  Councilor:  Ralph  L.  Gilman,  Storrs 
Annual  Meeting,  Third  Thursday  in  April 
Semi-Annual  Meeting,  Third  Thursday  in  October 

ABINGTON 

1953  Eaton,  Harry  Edwin,  Eliza  F.  Clark  Memorial  Center 
1948  Valentine,  Bruce,  Eliza  F.  Clark  Memorial  Center 

EAST  WOODSTOCK 

1956  Klare,  Rudolph  Emil,  Route  93 


Stafford  Springs 

1946  DeTora,  Albert  M.,  53  East  Main 
1908  Hanley,  John  Patrick,  15  Church 
1941  Luckner,  Wendelin  George,  81  East  Main 
1935  Schiavetti,  Alfred,  n Church 
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Danielson 

1935  Charticr,  Gerard  Alarcel,  39  Broad 
1928  Garcin,  Cecil  Redvers,  7 Broad 
1949  Jones,  James  Franldyn,  39  Broad 
1940  Laakso,  Andrew  Olavi,  39  Broad 
1909  Perreault,  Joseph  Napoleon,  43  Alain 
1919  Tanner,  Warren  Avery,  36  Academy 
1949  ’Weigel,  Stanley  Joseph,  33  !4  Broad 

AlOOSUP 

1948  Barry,  E.  Arthur,  Jr.,  Alain 

1940  Couture,  Arthur  Joseph,  19  South  Alain 

1946  ’Woodworth,  John  Albert,  1 Alain 

NORTH  GROSVENORDALE 
1952  Waldron,  Sherman  Lester,  R.  F.  D.  No.  1 

NORTH  WINDHAM 
1948  Newcombe,  Richard  Vaughan 

PLAINFIELD 

1903  Chase,  Arthur  Alverdo,  Railroad  Ave. 

1933  Gulino,  Angelo  James,  Babcock  Ave. 

POA1FRET  CENTER 

1948  Stevenson,  Edward  Vicars,  Jr. 

PUTNAM 

1942  Bates,  David  Hinrichs,  28  Front 

1934  Chapnick,  Morton  Herman,  168  Alain 
1954  Davis,  Lloyd  Hayes,  9 Bridge 

1947  Dinolt,  Robert,  Bradley  Theater  Building 

1948  LaPalme,  Leo  G.,  158  Alain 

1941  Alargolick,  Moses,  36  Church 

1921  Phillips,  Karl  Tristram,  36  Church 
1930  Prosser,  Florence  Dean,  158  Main 

1934  Shepard,  William  Alac,  64  Grove 

WILLIA1  ANTIC 

1949  Anderson,  James  Thomas,  902  Main 

1935  Arnold,  Morton,  29  North 

1939  Basden,  Edward  Herbert,  820  Main 

1950  Beardsley,  Frederick  Armour,  59  Church 
1956  Bolt,  Ernest  Albert,  Jr.,  791  Alain 

1956  Burgess,  Samuel  Bullock,  Alain 

1939  Carter,  George  Howard,  29  North 

1949  'Hainsworth,  Winston  Clarkson,  670  Alain 

1928  Kinney,  Kenneth  Kyle,  Windham  Community  Hos- 
pital 

1940  Little,  Mervyn  Henry,  715  Alain 
1940  Little,  Olga  A.  G.,  715  Main 

1948  Major,  James  W.,  Windham  Community  Hospital 
1956  Mahan,  Thomas  Patrick,  Windham  Community 
Hospital 


1947  'Alaurcr,  William  Spooner,  670  Alain 

1949  Medbury,  Sawyer  Eldredge,  Alansfield  Ave. 

1925  Ottenheimcr,  Edward  Joseph,  Windham  Community 
Hospital 

1932  Rafferty,  Brae,  807  Alain 

1936  Roch,  George  E.  20  North 

1937  Rothblatt,  Reuben,  886  Alain 
1914  Smith,  Fred  Morse,  736  Main 

1929  Spector,  Nathan,  59  Church 
1935  Vernon,  Sidney,  55  High 

WOODSTOCK 

1952  Lincoln,  George  Chandler,  P.  O.  Box  26 
OUT  OF  COUNTY 

1954  Bowen,  Robert  Phillip,  Alain,  Coventry 

1948  Collier,  Fred  Clark,  Germantown  Hospital,  German- 

town, Pa. 

1946  Dayton,  Neil  Avon,  State  Training  School,  Alansfield 
Depot 

1946  Flynn,  Herbert  Lawrence,  Alansfield  State  Training 
School,  Alansfield  Depot 

1932  Gilman,  Ralph  Lawrence,  Storrs 

1950  Goodchild,  Franldyn  Alyers,  University  of  Connecti- 

cut, Storrs 

1896  Hills,  Laura  Heath,  Winter  Haven,  Florida 
1952  LeRoy,  John  Baptiste,  University  of  Connecticut, 
Storrs 

1946  Aloxon,  Gail  Fitch,  State  Training  School,  Mansfield 

Depot 

1948  Nowrey,  Joseph  Edward,  Alansfield  State  Training 
School 

1930  Orr,  Harry  Dawson,  Jr.,  R.  F.  D.  No.  3,  Coventry 
1948  Rowson,  Walter,  Jr.,  Hartford  Hospital,  Hartford 

1951  Schenck,  Kenneth,  3334  N.  E.  Sandy  Blvd.,  Portland, 

Oregon 

1933  Tobi,  Louise  Gertrude,  South  Coventry 

Associate  Members 

1941  Burr,  Harold  Saxton,  333  Cedar,  New  Haven 
1948  Crankshaw,  Charles  William,  201  South  Quaker  Lane, 
West  Hartford 

1947  Darling,  George  Bapst,  Woodbridge  Hall,  Yale  Uni- 

versity, New  Haven 

1941  Fulton,  John  Farquhar,  333  Cedar,  New  Haven 

1941  Haggard,  Howard  W.,  4 Hillhouse  Ave.,  New  Haven 

1942  Hamilton,  James  A.,  University  of  Alinnesota,  Alin- 

neapolis,  Atinn. 

1941  Hiscock,  Ira  Vaughn,  215  Highland,  New  Haven 
1941  Long,  Cyril  Norman  Hugh,  333  Cedar,  New  Haven 
1941  Alickle,  Friend  Lee,  21  Lincoln  Rd.,  Wethersfield 
1933  Richardson,  William  Alan,  Baywater  Dr.,  Noroton 

1943  Schneider,  Edward  Christian,  Wesleyan  University, 

Middletown 

1954  Sibley,  Hiram,  789  Howard  Ave.,  New  Haven 
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ALPHABETICAL  ROLL  OF  MEMBERS 
With  date  and  school  of  graduation 


Abbot,  F.  K.,  Virginia  ’46,  Waterbury 
Abrahams,  M.,  Tufts  ’31,  New  Canaan 
Abrahamson,  R.  H.  McGill  ’30,  Stamford 
Acqua,  L.  C.,  Yale  ’41,  East  Hartford 
Adam,  F.  S.,  Yale  ’25,  Canaan 
Adams,  A.  J.,  Indiana  ’38,  Torrington 
Adams,  E.  C.,  Cornell  ’34,  Guilford 
Adams,  M.,  Johns  Hopkins  ’29,  Greenwich 
Adler,  D.  H.,  N.  Y.  U.  ’43,  Westport 
Adzima,  J.  M.,  Maryland  ’27,  Bridgeport 
Aey,  A.  E.,  Pennsylvania  ’43,  Norwich 
Afiinito,  T.,  McGill  ’31,  Meriden 
Agnew,  R.  R.,  Yale  ’08,  Norwich 
Aiello,  L.  J.,  Boston  ’35,  Norwalk 
Akerson,  I.  B.,  Iowa  ’25,  Bridgeport 
Albamonti,  M.  J.,  Tufts  ’38,  Norwich 
Albis,  F.  J.,  Marquette  ’46,  East  Haven 
Albom,  J.  J.,  Columbia  ’39,  New  Haven 
Alderman,  D.  B.,  Long  Island  ’46,  New  Haven 
Alderman,  I.  S.,  Columbia  ’19,  New  Haven 
Alcsbury,  R.  J.,  Temple  ’45,  Manchester 
Alexander,  S.  J.,  Univ.  & Bellevue  ’32,  Middletown 
Allen,  B.  I.,  Washington  ’32,  South  Noru'alk  (New  Haven 
County) 

Allen,  E.  P.,  Yale  ’24,  New  Haven 
Allen,  G.  F.,  McGill  ’37,  Hartford 
Allen  H.  E.,  Bowdoin  ’19,  Waterbury 
Allen,  J.  C.,  Hahnemann  ’39,  Hartford 
Allen,  J.  E.,  Syracuse  ’30,  Norwich 
Allen,  M.  M.,  Woman’s  Medical  ’35,  Hartford 
Allen,  R.,  Temple  ’43,  West  Hartford 
Allison,  M.  J.  C.,  Arkansas  ’45,  Greenwich 
Alpert,  M.,  Yale  ’28,  Bridgeport 
Altenberg,  H.  E.,  N.  Y.  U.  ’47,  Meriden 
Alu,  A.  F.,  Yale  ’20,  Ansonia 
Amarant,  L.,  Vienna  ’32,  Bridgeport 
Amatruda,  F.  G.,  Yale  ’23,  New  Haven 
Ameen,  L.,  Virginia  ’46,  West  Haven 
Ames,  W.  G.,  Columbia  ’38,  Essex 
Amos,  I.  L.,  McGill  ’26,  Danbury 
Amoss,  H.  L.,  Harvard  ’11,  Greenwich 
Anderson,  C.  W.,  Harvard  ’34,  Greenwich 
Anderson,  F.  A.,  Boston  ’40,  Norwich 
Anderson,  G.  W.,  Jefferson  ’46,  Hartford 
Anderson,  H.  B.,  Indiana  ’41,  Bridgeport 
Anderson,  J.  O.,  Georgetown  ’38,  West  Hartford 
Anderson,  J.  T.,  Pennsylvania  ’43,  Willimantic 
Anderson,  R.  M.,  Boston  ’40,  Norwich 
Andrews,  E.  M.,  Harvard  ’30,  Hartford 
Andrews,  G.  R.,  Duke  ’48,  Norwich 
Andrus,  D.  S.,  Pennsylvania  ’37,  Shelton  (New  Haven 
County) 

Andrus,  O.  B.,  Univ.  & Bellevue  ’32,  Devon 
Ansprenger,  A.  G.,  Munich  ’32,  New  London 
Antell,  M.  J.,  Vermont  ’29,  Bridgeport 
Anton,  M.  C.,  Marquette  ’39,  Stratford 
Antupit,  L.,  Jefferson  ’23,  Hartford 
Appell,  H.  S.  Tufts  ’27,  New  Haven 
Appell,  P.  H.,  Univ.  & Bellevue  ’23,  Bristol 
Apsel,  A.,  Long  Island  ’18,  Bridgeport 
Apter,  H.,  George  Washington  ’34,  Hartford 
Apuzzo,  A.  A.,  Tufts  ’36,  Bridgeport 
Arcano,  J.  T.,  Temple  ’52,  Southington 
Archambault,  H.  A.,  Tufts  ’27,  Taftville 


Armbruster,  L.  D.,  Women’s  Med.  Coll.  ’47,  Cheshire 
Arnault,  D.  G.,  Harvard  ’43,  Middletown 
Arnold,  H.  B.,  Yale  ’26,  New  Haven 
Arnold,  M.,  Harvard  ’29,  Willimantic 
Arnold,  W.  P.,  Jr.,  Columbia  ’46,  Waterbury 
Arons,  M.  R.,  Maryland  ’30,  Hartford 
Arturi,  P.  A.,  N.  Y.  U.  ’52,  Greenwich 
Aseltine,  D.  T.,  Jr.,  Vermont  ’51,  Hartford  (Tolland 
County) 

Ashcroft,  A.  D.,  Columbia  ’33,  Stratford 
Atchley,  J.  A.,  Columbia  ’44,  Lakeville 
Atkins,  R.  T.,  N.  Y.  U.  ’43,  Old  Greenwich 
Atkins,  S.  M.,  Tufts  ’22,  Waterbury 
Atwood,  A.  S.  Yale  ’45,  Torrington 
Aube,  L.  A.,  McGill  ’43,  Bridgeport 
Audet,  C.  H.,  Maryland  ’17,  Waterbury 
Audet,  C.  H.,  Jr.,  Maryland  ’46,  Waterbury 
Audet,  R.  J.,  Maryland  ’46,  Waterbury 
Aune,  E.  F.,  Long  Island  ’44,  Newington 
Austin,  G.  L.,  Pennsylvania  ’43,  Hartford 
Ayres,  P.  B.,  Toronto  ’32,  Cos  Cob 

Backer,  M.,  Yale  ’24,  Bridgeport 
Backhus,  L.  C.,  Syracuse  ’33,  Waterbury 
Backus,  H.  S.,  Long  Island  ’03,  Hartford 
Badner,  D.  H.,  N.  Y.  U.  ’41,  Meriden 
Baer,  I.  N.,  Southern  California  ’35,  New  Haven 
Bagnall,  R.  S.,  Harvard  ’43,  Bloomfield 
Bailey,  N.  H.,  P.  & S.,  Balt.  ’11,  Hartford 
Baird,  R.  D.,  Washington  ’33,  New  Milford 
Baker,  A.  L.,  Virginia  ’28,  Portland 
Baker,  P.  G.,  Vermont  ’33,  Winsted 
Bakunin,  M.  I.,  Jefferson  ’32,  Bridgeport 
Baldwin,  W.  H.,  N.  Y.  Med.  Coll.  ’41,  Manchester 
Balletto,  V.,  Tufts  ’33,  East  Haven 
Bancroft,  H.  A.,  Albany  ’16,  Hartford 
Banks,  D.  T.,  Fordham  ’12,  Bridgeport 
Bannister,  W.  K.,  Ohio  ’40,  Hartford 
Bannon,  F.  M.,  Vermont  ’28,  Stamford 
Baptist,  V.,  Boston  ’42,  Bristol 
Barach,  R.  L.,  Yale  ’49,  Hamden 
Barald,  F.  C.,  Boston  ’36,  Hartford 
Baratz,  M.  A.,  Rochester  ’50,  New  Haven 
Barber,  W.  L.,  Jr.,  Univ.  & Bellevue  ’07,  Waterbury 
Barber,  R.  R.,  Vermont  ’30,  Stamford 
Barbour,  C.  M.,  Jr.,  McGill  ’38,  West  Hartford 
Barbour,  P.  H.,  Jr.,  Yale  ’41,  Farmington 
Bard,  D.  G.,  Jr.,  Duke  ’43,  Suffield 
Barile,  A.  W.,  Loyola  ’43,  New  Haven 
Barker,  C.,  Dartmouth  ’13,  New  Haven 
Barker,  D.  C.,  Maryland  ’40,  Fairfield 
Barker,  N.  J.,  Toronto  ’26,  Collinsville 
Barnaby,  G.  A.,  Boston  ’43,  Columbia,  South  Carolina  (New 
Haven  County) 

Barnett,  R.  N.,  Yale  ’38,  Norwalk 

Barney,  W.  E.,  Yale  ’33,  Milford 

Barrett,  F.  C.,  Vermont  ’46,  Jewett  City 

Barrett,  H.  S.,  Harvard  ’41,  Hartford 

Barry,  E.  A.,  Jr.,  Laval  ’46,  Moosup 

Barry,  J.  C.,  Boston  ’33,  Manchester 

Barry,  R.  T.,  Columbia  ’46,  Hartford 

Barstow,  R.  I.,  Jefferson  ’33,  Norfolk 

Barton,  D.  C.,  Rochester  ’52,  Portland 

Barton,  P.  N.,  Harvard  ’39,  Terryville  (Hartford  County) 
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Barysh,  N.,  Rush  ’33,  New  Milford 

Basden,  E.  H.,  Tufts  ’33,  Willimantic 

Baskin,  A.  H.,  Minnesota  ’32,  Elmwood 

Bassin,  A.  L.,  Rochester  ’30,  New  Haven 

Batelli,  C.  F.,  Yale  ’28,  New  Haven 

Bates,  A.  K.,  Rochester  ’46,  New  Britain 

Bates,  D.  H.,  Long  Island  ’39,  Putnam 

Batt,  H.  D.,  Hahnemann  ’50,  New  Haven 

Battista,  A.  W.,  Tufts  ’24,  New  Haven 

Bauer,  W.  F.,  Jr.,  N.  Y.  Med.  Coll.  ’50,  Middletown 

Baum,  S.  J.,  Vermont  ’48,  Bridgeport 

Bausch,  C.  P.,  Tufts  ’29,  Hartford 

Bayer,  A.  E.,  Vermont  ’48,  New  Britain 

Baz,  R.,  Beirut  ’49,  Milford 

Beach,  C.  T.,  Yale  ’05,  Hartford 

Beaky,  J.  F.,  Tufts  ’43,  Hartford 

Beard,  W.  J.,  Cornell  ’47,  Waterbury 

Beardsley,  F.  A.,  Cornell  ’43,  Willimantic 

Beardsley,  L.  G.,  Yale  ’17,  West  Haven 

Beasley,  A.  S.,  N.  Y.  U.  ’47,  Westport 

Beatman,  B.,  Albany  ’52,  New  London 

Beatman,  I.,  Tufts  ’27,  Hartford 

Beatrice,  A.  A.,  Tufts  ’29,  Bristol 

Beaty,  J.  T.,  Columbia  ’43,  Greenwich 

Beauchamp,  L.  A.,  Vermont  ’44,  Waterbury 

Beauchamp,  M.  F.,  YTermont  ’43,  New  Haven 

Beauchemin,  J.  A.,  Montreal  ’25,  Middletown 

Beaudry,  J.  H.,  McGill  ’13,  Bridgeport 

Bechtol,  C.  O.,  Stanford  ’40,  New  Haven 

Beck,  E.  C.,  Yale  ’26,  South  Norwalk 

Beck,  E.  M.,  Yale  ’48,  Greenwich 

Beck,  F.  G.,  Yale  ’03,  Ray  Brook,  New  York  (New  Haven 
County) 

Beck,  S.  H.,  Rochester  ’34,  Bridgeport 

Becker,  A.  H.,  Vermont  ’43,  Bristol 

Becker,  J.,  Univ.  & Bellevue  ’29,  New  London 

Beckett,  R.  S.,  Yale  ’40,  Hartford 

Beckwith,  D.  M.,  Harvard  ’34,  East  Haven 

Beebe,  J.  T.,  Columbia  ’38,  Hartford 

Beeble,  J.,  Albany  ’48,  Naugatuck 

Beeson,  P.  B.,  McGill  ’33,  New  Haven 

Behan,  E.  J.,  McGill  ’22,  New  Haven 

Beinfield,  M.  S.,  Long  Island  ’45,  Westport 

Beizer,  E.,  Long  Island  ’30,  Hartford 

Bell,  J.  S.,  Illinois  ’28,  Ridgefield 

Bellach,  H.,  Long  Island  ’33,  New  Britain 

Bellew,  R.  F.,  Tufts  ’37,  Bridgeport 

Beilis,  J.  M.,  Jr.,  Harvard  ’51,  New  Haven 

Bcllizzi,  J.  J.,  Tufts  ’47,  Hartford 

Beilin,  A.,  N.  Y.  U.  ’45,  Stamford 

Beloff,  J.  S.,  Columbia  ’43,  Meriden 

Bengtson,  J.  W.,  Rochester  ’48,  Rocky  Hill 

Benjamin,  M.  R.,  N.  Y.  Med.  Coll.  ’50,  Stamford 

Benkovich,  G.  O.,  Budapest  ’30,  Rocky  Hill 

Benoit,  A.  J.,  Creighton  ’49,  West  Haven 

Benoit,  R.  J.,  Georgetown  ’26,  New  Britain 

Bentley,  W.  B.  A.,  Cornell  ’48,  Waterbury 

Bergen,  J.  R.,  Tufts  ’43,  Waterbury 

Bergendahl,  H.  A.,  Tufts  ’33,  Norwich 

Berger,  A.  J.,  Harvard  ’40,  New  Britain 

Bergin,  T.  J.,  Yale  ’99,  Cos  Cob 

Berlowe,  M.  L.,  Long  Island  ’34,  New  Haven 

Berman,  H.  L.,  Yale  ’15,  New  Haven 

Berman,  L.  H.,  Edinburgh  ’49,  Norwalk 

Berman,  S.,  Long  Island  ’43,  New  Haven 

Bernanke,  M.,  St.  Louis  ’27,  New  Milford 

Berneike,  R.  R.,  Western  Reserve  ’41,  New  Haven 

Bernstein,  A.,  Yale  ’08,  Bridgeport 

Bernstein,  D.  J.,  Vermont  ’33,  New  Britain 


Bernstein,  L.,  Berne  ’36,  Hartford 
Berwick,  P.,  N.  Y.  U.  ’38,  Moodus 
Besser,  E.  L.,  Johns  Hopkins  ’37,  Manchester 
Bestor,  E.  L.,  N.  Y.  Ilomeo.  ’07,  Bloomfield 
Be  vans,  T.  F.,  Minnesota  ’03,  Waterbury 
Biehn,  D.  M.  F.,  Queen’s  ’37,  Fairfield 
Biehn,  S.  L.,  Toronto  ’26,  Fairfield 

Biehusen,  F.  C.,  Yale  ’46,  San  Francisco,  California  (New 
Haven  County) 

Biclccki,  C.  E.,  Tufts  ’39,  Norwich 
Billings,  W.  C.,  Columbia  ’50,  New  Haven 
Bingham,  C.  T.,  Columbia  ’32,  Hartford 
Biondi,  B.,  Tufts  ’38,  New  Haven 
Birchall,  E.  F.,  Vermont  ’47,  New  London 
Bird,  F.  S.,  Vermont  ’33,  Bristol 
Birge,  H.  L.,  Pennsylvania  ’33,  Hartford 
Birnbaum,  H.  B.,  Royal  Coll.  England  ’35,  Madison 
Birney,  T.  P.,  Northwestern  ’39,  Bridgeport 
Bisharat,  M.  H.,  Amer.  Univ.  of  Beirut  ’43,  Berkeley, 
California  (Litchfield  County) 

Bishop,  C.  C.,  Yale  ’30,  New  Haven 
Biskind,  M.  S.,  Western  Reserve  ’30,  Westport 
Bixby,  H.,  Tufts  ’35,  Mansfield  Depot  (Middlesex  County) 
Bizzozero,  O.  J.,  Vermont  ’27,  Waterbury 
Blake,  E.  M.,  Yale  ’06,  New  Haven 
Blakeslee,  M.  R.,  Syracuse  ’25,  Portland 
Blanchard,  D.  L.,  Yale  ’31,  Branford 
Blaney,  C.  C.,  Boston  ’40,  Bridgeport 
Blank,  E.  H.,  Vermont  ’25,  New  London 
Blank,  M.  B.,  Aberdeen  ’50,  Bridgeport 
Blank,  S.,  Virginia  ’41,  Waterbury 
Blansfield,  H.  N.,  Yale  ’47,  Danbury 
Blasko,  J.  J.,  St.  Louis  ’35,  Newington 
Blass,  G.,  Vienna  ’24,  Stamford 
Blau,  R.,  Friedrich  Wilhelms  ’20,  Waterbury 
Blinkoff,  J.  J.,  Berne  ’37,  Torrington 
Blodinger,  I.  E.,  Yale  ’25,  New  Haven 
Blogoslawski,  W.  J.,  Georgetown  ’27,  New  Britain 
Bloom,  D.  I.,  Tufts  ’35,  Thompsonville 
Bloomer,  W.  E.,  Yale  ’42,  New  Haven 
Blossom,  D.  B.,  Columbia  ’38,  Greenwich 
Bluestone,  D.  H.,  Syracuse  ’12,  Naugatuck 
Blumenthal,  E.  J.,  Long  Island  ’32,  Ansonia 
Blumer,  G.,  Cooper  ’91,  Balboa  Island,  California  (New 
Haven  County) 

Boardman,  A.  K.,  Pennsylvania  ’99,  New  Haven 
Boas,  N.  F.,  Harvard  ’45,  Wilton 
Bobrow,  A.,  Berne  ’36,  Hartford 
Bodie,  J.  A.,  Tufts  ’24,  New  Haven 
Bodie,  W.  J.,  Georgetown  ’29,  Branford 
Bogin,  M.,  Yale  ’26,  Bridgeport 
Boguniecki,  S.  J.,  Harvard  ’40,  Meriden 
Bohan,  G.  N.,  Beirut  ’44,  North  Haven 
Boisvert,  P.  L.,  Rochester  ’34,  Orange 
Bolt,  E.  A.,  Jr.,  Johns  Hopkins  ’50,  Willimantic 
Bolton,  J.  D.,  Hahnemann  ’43,  Greenwich 
Bondy,  P.  K.,  Harvard  ’42,  New  Haven 
Bonner,  G.  A.,  Vermont  ’45,  New  Haven 
Bonner,  R.  A.,  Maryland  ’12,  Waterbury 
Bonner,  R.  A.,  Jr.,  Maryland  ’38,  Waterbury 
Bonnett,  D.  N.,  Illinois  ’43,  Greenwich 
Booe,  J.  G.,  Med.  Coll.  Va.  ’19,  Bridgeport 
Booth,  J.  D.,  Columbia  ’26,  Danbury 
Borkowski,  B.  J.,  Georgetown  ’28,  Bristol 
Bornemann,  C.,  N.  Y.  Med.  Coll.  ’40.  Canaan 
Boshnack,  M.,  N.  Y.  Med.  Coll.  ’43,  Stamford 
Bousa,  W.  S.,  N.  Y.  U.  ’48,  Bridgeport 
Bowen,  F.  D.  T.,  Maryland  ’42,  Hartford 
Bowen,  J.  J.,  Jr.,  Maryland  ’41,  Waterbury 
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Bowen,  R.  P.,  N.  Y.  Med.  Coll.  ’52,  Coventry 
Bowman,  S.  H.,  Hahnemann,  Chicago  T3,  Stamford 
Boyd,  H.,  Harvard  ’21,  South  Manchester 
Boyd,  R.  B.,  Tufts  ’41,  'Wallingford 
Boyle,  D.  G.,  Birmingham,  England  ’47,  Norwich 
Braceland,  F.  J.,  Jefferson  ’30,  Hartford 
Brackett,  A.  S.,  Jefferson  ’95,  Riverside  (Hartford  County) 
Bradley,  E.  T.,  Cornell  ’36,  South  Norwalk 
| Bradley,  H.  A.,  Jr.,  Cornell  ’40,  South  Norwalk 
' Bradley,  W.  R.,  N.  Y.  Med.  Coll.  ’49,  Hartford  (New 
Haven  County) 

Brand,  E.  S.,  N.  Y.  U.  ’43,  New  Haven 
I Brandon,  K.  F.,  Toronto  ’32,  Hartford 
Brandriss,  J.,  Columbia  ’26,  Hartford 
Branon,  A.  W.,  Jefferson  ’13,  Old  Saybrook  (Hartford 
County) 

Brandt,  A.  A.,  Yale  ’51,  Milford 
Braun,  R.,  Vienna  ’29,  Bridgeport 
j Brayton,  H.  W.,  Harvard  ’n,  Hartford 
: Breakell,  E.  S.,  Buffalo  ’47,  Stamford 
Breck,  C.  A.,  Yale  ’30,  Wallingford 
Breck,  R.  W.,  Yale  ’45,  Wallingford 
Brecker,  F.  W.,  Tufts  ’28,  Hartford 
Brennan,  P.  J.,  Yale  ’07,  Waterbury 
Bretzfelder,  K.  B.,  Jefferson  ’16,  New  Haven 
l Brewer,  A.  E.,  N.  Y.  U.  ’41,  Salisbury 
1 Brewer,  F.,  Columbia  ’20,  East  Hartford 
Brewer,  T.  F.,  Yale  ’26,  Hartford 
’ Brewster,  W.  B.,  Jr.,  Harvard  ’42,  Hartford 
Brezina,  P.  S.,  Yale  ’40,  Bristol 
Bria,  W.  F.,  Rome  ’34,  Cos  Cob 
| Bridge,  J.  L.,  Harvard  ’03,  Hazardville 
Brier,  H.  D.,  N.  Y.  U.  ’34,  Bridgeport 
I Brinkley,  S.  B.,  Yale  ’43,  Wallingford 
Bristoll,  D.  A.,  Pennsylvania  ’27,  New  Britain 
| Broady,  H.,  St.  Louis  ’41,  Meriden 
j Brochu,  E.  D.,  Boston  ’33,  Danbury 
1 Brock,  W.  H.,  McGill  ’45,  Old  Greenwich 
, Brockway,  D.  W.,  Long  Island  ’43,  Bristol 
j Brodoff,  S.  S.,  N.  Y.  U.  ’46,  New  Haven 
I Brodsky,  M.  E.,  Northwestern  ’26,  Bridgeport 
Brody,  B.  S.,  Yale  ’28,  New  Haven 
Brody,  E.  B.,  Harvard  ’44,  Hamden 
< Brooks,  P.  L.,  McGill  ’32,  Bridgeport 
Brosnan,  J.  F.,  Tufts  ’30,  New  London 
Brown,  A.  S.,  Yale  ’26,  Waterbury 
Brown,  C.  R.,  Cornell  ’45,  New  Canaan 
Brown,  D.  A.,  Long  Island  ’46,  Darien 
Brown,  D.  S.,  Cornell  ’45,  New  Canaan 
Brown,  F.  F.,  Jr.,  Columbia  ’40,  Torrington 
Brown,  P.  N.,  Hahnemann  ’43,  Meriden 
Brown,  R.  B.,  Cornell  ’47,  Hartford 
Brown,  R.  J.,  Maryland  ’44,  Stratford 
Brown,  S.  F.,  Minnesota  ’46,  Darien 
Brown,  V.  H.,  Ohio  ’48,  Niantic 
Brown,  W.  M.,  Glasgow  ’42,  Groton 
Bruno,  F.  E.,  Tufts  ’40,  Hartford 
Bruno,  J.  J.,  Hahnemann  ’35,  New  Haven 
Bruskin,  C.  E.,  Leipzig  ’32,  Hartford 
Buccheri,  F.  S.,  Tufts  ’35,  New  Britain 
Bucciarelli,  J.  A.,  Temple  ’31,  Norwalk 
Buck,  B.  J.,  Harvard  ’26,  Hartford 
Buckhout,  G.  A.,  Tufts  ’35,  Bridgeport 
Buckley,  J.  L.,  Tufts  ’40,  Torrington 
Buckley,  J.  W.,  Georgetown  ’33,  Bridgeport 
Buckley,  R.  C.,  Yale  ’24,  Hartford 
Buckley,  W.  E.,  Boston  ’33,  Middletown 
Buckman,  R.  F.,  Long  Island  ’45,  Milford 


Bucknam,  F.  G.,  Harvard  ’47,  Hartford 

Buda,  G.  E.,  Zurich  ’37,  Bridgeport 

Bullen,  H.  G.,  Pennsylvania  ’41,  Stamford 

Bumstead,  J.  H.,  Johns  Hopkins  ’23,  New  Haven 

Bunce,  J.  M.,  Yale  ’42  Hartford 

Bundy,  E.  S.,  Vermont  ’48,  Southington 

Bunnell,  W.  W.,  Yale  ’29,  Farmington 

Buol,  R.  S.,  Harvard  ’23,  New  Britain 

Burack,  J.  O.,  Tufts  ’39,  South  Norwalk 

Burbank,  J.,  Harvard  ’43,  Meriden 

Burgdorf,  A.  L.,  Rush  ’31,  Bloomfield 

Burgess,  S.  B.,  Boston  ’50,  Willimantic 

Burke,  F.  H.,  Georgetown  ’31,  Rockville 

Burke,  F.  W.,  Syracuse  ’45,  New  London 

Burke,  W.  F.,  Georgetown  ’28,  Newtown 

Burke,  W.  H.,  Cornell,  ’45,  Bridgeport 

Burke,  J.  F.,  Yale  ’31,  Waterbury 

Burness,  S.  H.,  Vermont  ’38,  Hartford 

Burnham,  B.  A.,  Tufts  ’34,  Waterbury 

Burnie,  C.  A.,  Yale  ’35,  Danbury 

Burns,  B.  J.,  Georgetown  ’18,  Bridgeport 

Burns,  F.  M.,  Columbia  ’39,  Shelton 

Bums,  G.  D.,  Yale  ’25,  Derby 

Burns,  J.  E.,  Tufts  ’40,  Hartford 

Burns,  J.  L.,  Graz  ’28,  Hadlyme  (Middlesex  County) 

Butenas,  C.,  Rochester  ’53,  Meriden 

Butler,  N.  G.,  Tufts  ’24,  Hartford 

Butler,  R.  W.,  Tufts  ’30,  Waterbury  , 

Butterfield,  R.  K.,  Tufts  ’50,  Manchester 
Butterfield,  W.  L.,  Jr.,  Harvard  ’41,  Hartford 
Byrne,  D.  W.,  Columbia  ’27,  Hartford 

Cacace,  V.  A.,  Loyola  ’39,  Bridgeport 

Calabresi,  M.,  Florence  ’26,  New  Haven 

Caldwell,  D.  M.,  McGill  ’19,  South  Manchester 

Calef,  B.,  St.  Louis  ’32,  Elmwood 

Calhoun,  H.  A.  Tufts  ’34,  Higganum 

Calio,  J.  V.,  Stanford  ’46,  Hartford 

Callahan,  J.  L.,  Georgetown  ’45,  Hartford 

Callahan,  J.  W.,  P.  & S.,  Balt,  ’n,  Norwich 

Callender,  E.  F.,  Yale  ’12,  Chester 

Calverley,  E.  T.,  Woman’s  Med.  Pa.  ’08,  Hartford 

Calvin,  C.  V.,  Harvard  ’16,  Bridgeport 

Camarda,  A.  L.,  Naples  ’41,  Bridgeport 

Cameron,  E.  S.,  Johns  Hopkins  ’34,  New  Haven 

Cammann,  O.  DeN.,  Columbia  ’33,  New  Canaan 

Campbell,  H.  B.,  Pennsylvania  ’09,  Norwich 

Campbell,  R.  H.,  Wayne  ’33,  Hartford 

Campbell,  S.,  Vermont  ’23,  Wallingford 

Caney,  W .H.,  Albany  ’41,  Watertown 

Canfield,  N.,  Michigan  ’29,  New  Haven 

Canniff,  J.  C.,  Cornell  ’43,  Torrington 

Canzonetti,  A.  J.,  Chicago  ’44,  New  Britain 

Capacelatro,  A.,  Tufts  ’19,  New  Haven 

Caplan,  H.,  Yale  ’27,  Meriden 

Caplan,  M.,  Louisville  ’33,  Meriden 

Capobianco,  A.  P.,  N.  Y.  Med.  Coll.  ’40,  Bridgeport 

Cappelletti,  A.  J.,  Jefferson  ’46,  Waterbury 

Cappiello,  S.,  Tufts  ’19,  Hartford 

Carangelo,  J.,  Tufts  ’38,  Hartford 

Carbone,  H.  A.,  Rochester  ’43,  Norwich 

Carbone,  W.  C.,  Georgetown  ’33,  Hamden 

Cardone,  M.  J.,  Vermont  ’37,  Bridgeport 

Carelli,  G.  F.,  Yale  ’n,  New  Haven 

Carey,  T.  B.,  Albany  ’44,  West  Hartford 

Carey,  T.  C.,  Yale  ’28,  Hartford 

Carey,  W.  C.,  Columbia  ’33,  Meriden 

Carignan,  R.  Z.,  Georgetown  ’40,  West  Hartford 
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Carlson,  C.  E.,  Maryland  ’37,  New  Britain 

Carlton,  L.  S.,  Harvard  ’52,  Collinsville 

Camiglia,  E.  F.,  Harvard  ’29,  Hartford 

Carpenter,  R.  M.,  Loyola  ’16,  Stamford 

Carpentieri,  A.  L.,  N.  Y.  Med.  Coll.  ’38,  Waterbury 

Carpinella,  M.  J.,  Rochester  ’32,  Branford 

Carrabba,  S.  R.,  Jefferson  ’46,  Hartford 

Carroll,  G.  J.  Georgetown  ’44,  Norwich 

Carroll,  J.  E.,  Boston  ’25,  Hartford 

Carroll,  P.  R.,  Jr.,  Georgetown  ’29,  Bridgeport 

Carroll,  W.  E.,  Dartmouth  ’14,  Orange,  N.  J.  (New  Haven 

County) 

Carrozzella,  J.  C.,  Long  Island  ’28,  Wallingford 

Carter,  G.,  Johns  Hopkins  ’28,  Greenwich 

Carter,  G.  H.,  Columbia  ’35,  Willimantic 

Carter,  M.  G.,  Harvard  ’41,  New  Haven 

Cartland,  J.  E.,  Jr.,  Columbia  ’43,  Hartford 

Caruso,  J.,  Jr.,  Boston  ’49,  New  London 

Carvey,  E.  V.,  Yale  ’35,  Wethersfield 

Carwin,  J.  L.,  Meharry  ’32,  Stamford 

Casagrande,  J.  J.,  St.  Louis  ’32,  Ansonia 

Case,  E.  P.,  Michigan,  *11,  West  Hartford 

Caserta,  S.  J.,  Georgetown  ’37,  Bridgeport 

Cashman,  J.  L.,  Hahnemann  ’37,  North  Haven 

Cassone,  R.,  Vermont  ’41,  Stamford 

Castagno,  M.  M.,  Boston  ’43,  Hartford 

Castagno,  R.  A.,  Columbia  ’41,  Hartford 

Castaldo,  L.  F.,  Tufts  ’37,  Bridgeport 

Castiglione,  F.  M.,  N.  Y.  Med.  Coll.  ’42,  New  Haven 

Castro,  R.  P.,  Havana  ’45,  Danbury 

Catalan,  J.  O.,  Meharry  ’19,  New  Haven 

Caulfield,  E.  J.,  Johns  Hopkins  ’20,  West  Hartford 

Cavaliere,  V.  J.,  N.  Y.  U.  ’43,  Bridgeport 

Cavaliere,  R.  J.,  Jefferson  ’42,  Newington 

Caven,  H.  J.,  Wayne  ’45,  Hartford 

Celentano,  L.  E.  H.,  Hahnemann  ’30,  New  Haven 

Cenci,  V.  P.,  Tufts  ’29,  Hartford 

Cerrone,  L.  J.,  Bologna  ’38,  New  Haven 

Chace,  C.  W.,  Yale  ’52,  Middletown 

Chadwick,  J.  B.,  Rochester  ’50,  Poughkeepsie,  N.  Y. 

(New  London  County) 

Chait,  S.  A.,  Nebraska  ’40,  Torrington 
Changus,  G.  W.,  St.  Louis  ’43,  Norwalk 
Chapnick,  M.  H.,  Jefferson  ’32,  Putnam 
Chartier,  G.  M.,  Boston  ’33,  Danielson 
Chase,  A.  A.,  Harvard  ’01,  Plainfield 
Chase,  C.  C.,  Vermont  ’24,  Middletown 
Chase,  R.  A.,  Yale  ’47,  New  Haven 
Chasnoff,  J.  A.,  Long  Island  ’36,  West  Haven 
Chaucer,  N.  G.,  Columbia  ’41,  Fairfield 
Cheney,  C.  B.,  Yale  ’41,  New  Haven 
Chernaik,  S.  J.,  Jefferson  ’16,  Kensington 
Chernoff,  H.  M.,  N.  Y.  U.  ’43,  New  Haven 
Cherry,  J.  B.,  McGill  ’43,  Danbury 
Chester,  L.  L.,  Vermont  ’38,  Hartford 
Chick,  F.  B.,  N.  Y.  Med.  Coll.  ’46,  Bridgeport 
Chiota,  J.  A.,  Vermont  ’37,  Bridgeport 
Chobian,  J.  A.,  Loyola,  ’33,  Seymour 
Chotkowski,  L.  A.,  Yale  ’42,  Kensington 
Christie,  F.  J.,  N.  Y.  U.  ’46,  Greenwich 
Christine,  B.  W.,  Albany  ’48,  Torrington 
Ciccarelli,  A.  W.,  Hahnemann  ’42,  Bristol 
Cipriano,  A.  P.,  Long  Island  ’41.  New  Haven 
Claiborn,  L.  N.,  Washington  ’27,  New  Haven 
Claps,  L.  V.,  N.  Y.  U.  ’40,  Greenwich 
Clark,  B.  B,  Cornell  ’37,  New  Britain 
Clark,  M.  H.,  Women’s  Medical  ’33,  New  Haven 
Clark,  W.  T.,  Queen’s  ’34,  Bridgeport 


Clarke,  C.  C.,  Yale  ’32,  New  Haven 
Clarke,  H.  M.,  Rochester  ’39,  New  Britain 
Clarke,  W.  I.,  Harvard  ’41,  Meriden 
Clason,  F.  P.,  Harvard  ’15,  Hartford 
Cleary,  H.  J.,  Tufts  ’29,  Watertown 
Cleaver,  R.  S.,  Jr.,  Cornell  ’45,  Bridgeport 
Clement,  D.  H.,  Harvard  ’35,  New  Haven 
Clifford,  M.  L.,  Colorado  ’33,  Hartford 
Climo,  S.,  Ohio  ’29,  New  Haven 
Cloonan,  J.  J.,  Georgetown  ’40,  Stamford 
Close,  J.  F.,  Columbia  ’25,  Greenwich 
Clow,  H.  L.,  Tufts  ’14,  Newtown 

Cluxton,  H.  H.,  Louisiana  ‘43,  Westerly,  Rhode  Island  (New 
Haven  County) 

Coates,  S.  P.,  Maryland  ’34,  Suffield 
Cobey,  J.  F.,  Yale  ’16,  New  Haven 
Cochran,  W.  D.,  Harvard  ’52,  New  London 
Cody,  G.  R.,  Georgetown  ’36,  Norwalk 
Cody,  T.  P.,  Long  Island  ’36,  New  Canaan 
Coe,  R.  E.,  Tufts  ’51,  Hamden 
Coffey,  E.  R.,  Kansas  ’23,  Greenwich 
Cofrances,  L.  W.,  Jefferson  ’23,  New  Haven 
Cogan,  G.  E.,  Georgetown  ’23,  Hartford 
Cognetta,  A.  B.,  N.  Y.  U.  ’46,  Stamford 
Cognetta,  J.  J.,  Vermont  ’36,  Stamford 
Cogswell,  E.  S.,  Harvard  ’12,  Hartford 
Cogswell,  L.  P.,  Harvard  ’33,  Hartford 
Cohane,  J.  F.,  N.  Y.  Med.  Coll.  ’50,  New  Haven 
Cohart,  E.  M.,  Columbia  ’33,  New  Haven 
Cohen,  B.,  Albany  ’42,  Hartford 
Cohen,  D.  J.,  Yale  ’32,  Meriden 
Cohen,  W.,  Yale  ’23,  New  Haven 
Cohn,  S.  H.,  Boston  ’34,  Hartford 
Colburn,  R.  F.,  Vermont  ’37,  Stamford 
Cole,  C.  H.,  Yale  ’32,  Waterbury 
Cole,  L.  F.,  N.  Y.  U.  ’22,  New  London 
Cole,  M.  J.,  St.  Bartholomew’s  ’39,  Hartford 
Coleman,  J.  V.,  Vienna  ’34,  New  Haven 
Coleman,  M.,  Long  Island  ’42,  Stamford 
Collier,  F.  C.,  Yale  ’46,  Germantown,  Pa.  (Windham 
County) 

Collins,  J.  O.,  Baylor  ’29,  Waterbury 
Collins,  W.  F.,  Yale  ’04,  New  Haven 
Colmers,  R.  A.,  Vienna  ’37,  Stamford 
Colwell,  B.  S.,  Yale  ’48,  New  Haven 
Colwell,  H.  S.,  Johns  Hopkins,  ’14,  New  Haven 
Combes,  J.  DeR.,  Long  Island  ’17,  Salisbury 
Comfort,  C.  W.,  Jr.,  Yale  ’n.  New  Haven 
Comodo,  N.  M.,  Queens  ’35,  Guilford 
Compson,  F.  E.  I\l.,  Boston  ’20,  Clinton,  N.  Y.  (Middlesex 
County) 

Comstock,  E.  R.,  Tufts  ’33,  New  London 
Conant,  R.  G.,  Georgetown  ’49,  Hartford 
Conforti,  V.  P.,  Duke  ’40,  Torrington 
Conklin,  C.  S.,  Fordham  ’16,  Bridgeport 
Conklin,  C.  T..  Jr.,  Vermont  ’41,  Thomaston 
Conlon,  W.  L.,  Jefferson  ’36,  Manchester 
Connell,  T.  H.,  Jr.,  Michigan  ’45,  Bridgeport 
Connolly,  A.  J.,  Georgetown  ’28,  New  Haven 
Connolly,  J.  P.,  Georgetown,  ’36,  Stamford 
Connor,  G.  J.,  Rochester  ’39,  New  Haven 
Connor,  G.  M.,  Boston  ’35,  Plantsville 
Connor,  J.  J.,  Yale  ’30,  Hartford 
Connors,  E.  R.,  Boston  ’31,  Bridgeport 
Conrad,  C.  C.,  Tufts  ’54,  Colchester 
Conrade,  N.  L.,  N.  Y.  Med.  Coll.  ’50,  Norwalk 
Conroy,  M.  J.,  Yale  ’20,  Meriden 
Conte,  H.  A.,  Long  Island  ’12,  New  Haven 
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Conte,  M.  G.,  Naples  ’35,  New  Haven 

Conway,  D.  F.,  Jr.,  Columbia  ’37,  New  Haven 

Conway,  E.  J.,  Yale  ’44,  West  Hartford 

Conway,  M.,  St.  Bartholomew’s  ’43,  Hartford 

Cook,  G.  F.,  Tufts  ’23,  Plainville 

Cooke,  R.  E.,  Yale  ’44,  New  Haven 

Cooke,  R.  W.,  Yale  ’43,  West  Hartford 

Coombs,  H.  S.,  Tufts  ’45,  New  Canaan 

Cooper,  R.  W.,  Vermont  ’50,  New  Haven 

Coppeto,  C.  J.,  Marquette  ’39,  Waterbury 

Coppola,  E.  A.,  Long  Island  ’10,  Waterford 

Coral,  M.,  Vienna  ’39,  Terry ville 

Corbett,  H.  J.,  Tufts  ’29,  Waterbury 

Corbett,  W.  T.,  Hahnemann  ’42,  Long  Hill 

Corcoran,  M.  A.,  Tufts  ’30,  Simsbury 

Corey,  W.  VanA.,  George  Washington  ’33,  Hamden 

Corley,  E.  H.,  Howard  ’49,  Bridgeport 

Cornelio,  F.  J.,  Georgetown  ’34,  Winsted 

Cornfield,  E.,  Women’s  Medical  ’43,  New  Britain 

Cornwell,  P.  M.,  Yale  ’34,  Hartford 

Corradino,  C.  L.,  Tufts  ’29,  New  Haven 

Corridon,  J.  D.,  Georgetown  ’28,  South  Norwalk 

Corwin,  D.  B.,  Syracuse  ’32,  Norwalk 

Corwin,  H.  R.,  Long  Island  ’42,  Norwalk 

Coshak,  M.,  Boston  ’37,  Waterbury 

Costanzo,  J.  J.,  Illinois  ’05,  Stamford 

Costello,  H.  N.,  Johns  Hopkins  ’10,  Madison  (Hartford 
County) 

Cottiero,  T.,  Yale  ’26,  Waterbury 
Couch,  F.  H.,  Yale  ’30,  Cromwell 
Couch,  M.  W.,  Minnesota  ’27,  Cromwell 
Cousins,  M.  L.,  Vermont  ’52,  New  Haven 
Couture,  A.  J.,  Boston  ’32,  Moosup 

Covalt,  N.  K.,  Indiana  ’33,  Winter  Park,  Florida  (Hartford 
County) 

Cownie,  D.  H.,  McGill  ’44,  Philadelphia,  Pa.  (New  Haven 
County) 

Cox,  M.  E.,  Cincinnati  ’36,  Waterbury 
Cox,  R.  B.,  McGill  ’02,  Collinsville 
Cozzolino,  E.  N.,  Harvard  ’33,  West  Haven 
Craig,  G.  M.,  Harvard  ’20,  Middlctowm 
Craighill,  M.  D.,  Johns  Hopkins  ’24,  New  Haven 
Cramer,  S.  L.,  N.  Y.  Medical  ’41,  Hartford 
Crampton,  C.  B.,  Yale  ’37,  Middletown 
Ci'andall,  B.  B.,  Wisconsin  ’34,  Mystic 
Crane,  J.  E.,  Vermont  ’39,  Springdale 
Crawford,  G.,  Harvard  ’38,  Centerbrook 
Crawley,  G.  A.,  Temple  ’28,  West  Hartford 
Creadick,  A.  N.,  Pennsylvania  ’08,  Durham,  North  Carolina 
(New  Haven  County) 

Creaturo,  N.  E.,  Boston  ’31,  Bridgeport 

Cressy,  N.  L.,  Yale  ’39,  Norwich 

Crispin,  M.  A.,  Temple  ’41,  Hartford 

Crohn,  E.  B.,  Buffalo  ’43,  Kent 

Crothers,  C.  H.,  Yale  ’44,  New  Britain 

Crown,  C.  A.,  Illinois  ’47,  New  Canaan 

Csovanyos,  L„  Budapest  ’39,  East  Norwalk 

Cudmore,  H.  K.,  N.  Y.  U.  ’13,  Fairfield 

Culina,  J.  C.,  George  Washington  ’48,  West  Hartford 

Cullen,  C.  F.,  Jefferson  ’48,  Hartford 

Cullen,  J.  R.,  Georgetown  ’36,  Hartford 

Cullina,  H.  O’Brien,  Boston  ’48,  West  Hartford 

Culotta,  C.  S.,  Yale  ’28,  New  Haven 

Cunningham,  R.  D.  M.,  Yale  ’30,  Stamford 

Curley,  W.  H.,  Jr.,  Cornell  ’38,  Bridgeport 

Curran,  H.  J.,  Tufts  ’24,  Waterbury 

Curran,  S.  J.,  Albany  ’47,  Hartford 

Curran,  T.  L.,  Boston  U.  ’39,  Hartford 


Curtis,  B.  H.,  Columbia  ’36,  Hartford 
Curtis,  C.  P.,  Jr.,  Columbia  ’51,  Fairfield 
Curtis,  H.  B.,  Yale  ’32,  Hartford 
Curtis,  W.  B.,  Columbia  ’34,  New  Haven 
Cusanelli,  G.  N.,  Long  Island  ’46,  New  Haven 
Cushman,  G.  L.,  Tufts  ’43,  North  Woodbury 
Cushman,  L.  A.,  Harvard  ’24,  West  Hartford 
Cusnir,  M.,  Frankfurt  ’36,  Meriden 
Cutler,  H.  S.,  St.  Louis  ’37,  New  Haven 

Dale,  P.  W.,  Harvard  ’47,  Stamford 
D’Alessio,  C.  M.,  Maryland  ’37,  Derby 
Daley,  L.  W.,  McGill  ’30,  New  Britain 
Dallas,  M.,  Boston  ’22,  New  Haven 
Dalmain,  W.  A.,  St.  Louis  ’37,  Bristol 
Daly,  C.  W.,  P.  & S.,  Balt.  ’10,  Hartford 
Daly,  W.  P.,  Georgetown  ’17,  Hartford 
D’Ambruoso,  D.  C.,  Columbia  ’36,  Derby 
Damiani,  R.  A.,  Tufts  ’33,  Waterbury 
D’Amico,  J.,  Rome  ’37,  New  Haven 
D’Amico,  M.,  Yale  ’31,  New  Haven 
Danaher,  T.  J.,  Yale  ’28,  Torrington 
Daniels,  E.  H.,  Jr.,  Howard  ’52,  Hartford 
D’Andrea,  F.  H.,  Yale  ’29,  Stamford 
D’Angelo,  A.  J.,  Rome  ’42,  Southington 
D’Angelo,  E.  J.,  Rome  ’42,  Southington 
Danyliw,  J.  M.  Jefferson  ’47,  East  Hartford 
Darrow,  D.  C.,  Johns  Hopkins  ’20,  Kansas  City,  Kansas 
(New  Haven  County) 

Darrow,  J.  E.,  Tufts  ’28,  New  Britain 
Dautrich,  A.  W.,  Yale  ’39,  Litchfield 
Davey,  L.  M.,  Yale  ’43,  New  Haven 
Davie,  R.  N.,  Louisiana  ’44,  Waterbury 
Davis,  G.  B.,  Vermont  ’24,  Norwalk 
Davis,  J.  B.,  Kansas  ’33,  New  Haven 
Davis,  J.  E.,  Johns  Hopkins  ’19,  Hartford 
Davis,  L.  H.,  Northwestern  ’22,  Putnam 
Davis,  R.  W.,  Jr.,  Yale  ’43,  Hartford 
Davis,  T.  F.,  Tufts  ’21,  Bridgeport 
Davol,  R.  T.,  Columbia  ’41,  Greenwich 
Day,  M.  B.,  Virginia  ’40,  Hartford 
Day,  R.  S.,  New  York  ’06,  New  Adilford 
Dayton,  A.  B.,  Johns  Hopkins  ’15,  New  Haven 
Dayton,  C.  J.,  Temple  ’47,  Cheshire 
Dayton,  N.  A.,  Ohio  ’15,  Mansfield  Depot  (Windham 
County) 

Dayton,  T.  R.,  Harvard  ’25,  West  Redding  (New  Haven 
County) 

Dean,  M.  A.,  Tufts  ’43,  Bridgeport 

Dean,  P.  M.,  Columbia  ’44,  Greenwich 

Dean,  S.  R.,  Michigan  ’34,  Stamford 

DeAngelis,  L.,  Virginia  ’36,  New  London 

DeBonis,  D.  A.,  Naples  ’90,  West  Hartford 

deChabert-Ostland,  J.  G.,  Paris  ’34,  Hartford 

deCholnoky,  T.,  Budapest  ’28,  Greenwich 

DeCristoforo,  R.,  Tufts  ’37,  Waterbury 

deForest,  G.  K.,  Yale  ’32,  New  Haven 

DeKlyn,  W.  B.,  Temple  ’41,  Danbury 

Delany,  F,.  Columbia  ’45,  Greenwich 

de  la  Vergne,  P.  M.,  McGill  ’35,  Meriden 

Delevett,  A.  F.,  Johns  Hopkins  ’40,  Bridgeport 

Delgado-Fourzan,  E.,  Mexico  ’43,  Hartford 

Delgrego,  A.  L.,  George  Washington  ’30,  New  Haven 

D’Elia,  P.  F.,  Tufts  ’44,  New  Haven 

DeLibero,  A.,  Rome  ’45,  Bridgeport 

Della  Pietra,  A.,  Georgetown  ’41,  Waterbury 

Delligan,  F.  W.,  Georgetown  ’41,  Hartford 

Delohery,  C.  L.,  Temple  ’26,  Danbury 
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DeLuca,  J.  V.,  Georgetown  ’47,  Bridgeport 
DeLuca,  V.  A.,  Jr.,  Long  Island  Coll.  Med.  ’48,  Derby 
DelVecchio,  L.  F.,  Georgetown  ’31,  Bridgeport 
Denting,  A.  S.,  Harvard  ’40,  Hartford 
Deming,  C.  D.,  Johns  Hopkins  ’10,  Hartford 
Deming,  C.  K.,  Columbia  ’17,  New  Haven 
Deming,  C.  L.,  Yale  ’15,  New  Haven 
Deming,  E.  A.,  Johns  Hopkins  ’08,  West  Hartford 
Deming,  E.  G.,  Harvard  ’40,  Hartford 
Denne,  T.  H.,  Vermont  ’05,  West  Hartford 
Dennen,  P.  C.,  Univ.  Buffalo  ’49,  Waterbury 
Dennehy,  W.  J.,  Yale  ’18,  New  Haven 
Denton,  C.  R.,  Vermont  ’48,  Hartford 
Denton,  G.  D.,  Queens  ’28,  Jewett  City 
DePasquale,  F.  L.,  Pennsylvania  ’26,  Hartford 
DePasquale,  J.  A.,  Pennsylvania  ’36,  Hartford 
Deren,  M.  D.,  Syracuse  ’33,  Bridgeport 
Derkach,  S.  L.,  Hahnemann  ’40,  Greenwich 
DeRosa,  S.  F.,  Jefferson  ’24,  Meriden 
Deschamps,  S.  H.,  Columbia  ’47,  Bridegport 
Desmond,  C.  T.,  Boston  U.  ’38,  Hartford 
Desmond,  W.  F.,  Yale  ’25,  Winter  Park,  Florida  (Fairfield 
County) 

D’Esopo,  J.  N.,  McGill  ’31,  New  Haven 
de  Suto-Nagy,  G.  I.,  Royal  Hung.  ’35,  West  Haven 
de  Suto-Nagy,  I.  K.,  Royal  Hung.  ’15,  New  Haven 
DeTora,  A.  M.,  Boston  ’40,  Stafford  Springs 
Deutsch,  J.  V.,  Long  Island  ’36,  Bristol  (New  Haven 
County) 

Devenis,  M.  M.,  Yale  ’19,  Waterbury 
DeVito,  M.  J.,  Vanderbilt  ’28,  Hartford 
Devitt,  E.  K.,  Maryland  ’07,  Old  Lyme 
DeWitt,  E.  N.,  Pennsylvania  ’17,  Bridgeport 
Dey,  F.  L.,  Northwestern  ’44,  Niantic 
Diamond,  E.  H.,  Breslau  ’32,  Norwalk 
DiBlanda,  H.  A.,  N.  Y.  Medical  ’32,  Weston 
Dichter,  C.  L.,  Md.  Coll.  Med.  ’05,  Stamford 
Dichter,  I.  S.,  Jefferson  ’31,  Stamford 
Dickenson,  J.  R.,  Pittsburgh  ’44,  Westport 
Dickinson,  F.  McL.,  Columbia  ’05,  Rockville 
Dickinson,  G.  H.,  Vermont  ’46,  Meriden 
Dickinson,  M.  M.,  Columbia  ’38,  Watertown 
Dickinson,  W.  W.,  Pennsylvania  ’42,  Yalesville,  Wallingford 
Diecidue,  A.  A.,  Loyola  ’47,  Bridgeport 
DiFrancesco,  L.  P.,  Tufts  ’31,  Stamford 
DiGiandomenico,  A.  T.,  St.  Louis  ’41,  Meriden 
Dignam,  B.  S.,  Yale  ’35,  Thompsonville 
Dillon,  J.  H.,  Yale  ’04,  Waterbury 
DiLorenzo,  A.  T.,  Georgetown  ’41,  Waterbury 
DiLorenzo,  S.  F.,  Tufts  ’43,  Waterbury 
Dinan,  H.  P.,  Tufts  ’38,  Stratford 
Dingman,  P.  V.,  Columbia  P.  & S.  ’42,  Waterbury 
Dinolt,  R.,  Vienna  ’30,  Putnam 
Dion,  A.  J.,  Tufts  ’28,  Hartford 
Dion,  J.  A.,  Georgetown  ’37,  Hartford 
Diskan,  A.  E.,  Temple  ’37,  Manchester 
Diters,  E.  N.,  Tennessee  ’48,  Collinsville 
Dixon,  H.  C.,  Bowdoin  ’17,  Norwich 
Dobbins,  J.  M.,  Jr.,  N.  Y.  Med.  Coll.  ’50,  Stamford 
Dobbs,  W.  G.  H.,  Rochester  ’34,  Torrington 
Dodd,  B.,  Columbia  ’33,  Hartford 
Doering,  R.  W.,  Kansas  ’48,  Bridgeport 
Doerr,  W.  J.,  Erlangen  ’40,  Hartford 
Doherty,  R.  C.,  Vermont  ’47,  Hartford 
Dolinsky,  A.  H.,  New  York  Med.  School  ’51,  New  Haven 
Donadeo,  J.,  Bologna  ’42,  New  York,  N.  Y.  (Fairfield 
County) 

Donan,  A.  W.,  Temple  ’51,  Simsbury 


Donnelly,  J.,  Liverpool  ’38,  Hartford 
Donnelly,  S.  P.,  Georgetown  ’24,  New  Britain 
Donnelly,  W.  A.,  Cornell  ’40,  Bridgeport 
Donnelly,  W.  A.,  Vermont  ’34,  Hartford 
Donner,  S.,  Cornell  ’33,  Hartford 
Donohue,  J.  D.,  Baltimore  ’09,  Uncasville 
Donohue,  J.  J.,  P.  & S.,  Balt.  ’96,  Norwich 
Donohue,  S.  M.,  Tufts  ’48,  Wilson 
Donovan,  W.  F.,  Boston  ’31,  Hartford 
Dorfman,  J.,  Graz  ’37,  Rocky  Hill 
Dorian,  E.,  Maryland  ’37,  New  Britain 
Dorian,  G.  D.,  Hahnemann  ’39,  Westport  (Hartford 
County) 

Dorion,  R.  H.,  Vermont  ’32,  Stamford 
Douglass,  E.  L.,  Long  Island  ’16,  Groton 
Douglass,  W.  C.,  Long  Island  ’08,  Cos  Cob  (New  Haven 
County) 

Downer,  M.  C.,  Boston  ’29,  Hartford 
Downie,  G.  R.,  Yale  ’48,  Winsted 

Downs,  E.  F.,  Johns  Hopkins  ’37,  New  York  City,  N.  Y. 
(Litchfield  County) 

Doyle,  K.  A.,  Georgetown  ’46,  Stamford 

Drake,  L.  B.,  Harvard  ’23,  Hartford 

Dray,  E.  J.,  Jefferson  ’09,  New  Britain 

Dreher,  A.  C.,  Yale  ’23,  Waterbury 

Dreher,  S.  M.,  Temple  ’37,  Derby 

Drobnes,  S.,  Freiburg  ’37,  Norwich 

DuBois,  F.  S.,  Rush  ’31,  New  Canaan 

DuBois,  R.  L.,  Maryland  ’35,  Waterbury 

Dudac,  T.  W.,  Georgetown  ’33,  Southington 

Duennebier,  H.  W.,  Tufts  ’40,  Niantic 

Duff,  R.  S.,  Yale  ’52,  Woodbridge 

Duffy,  L.  T.,  Tufts  ’34,  Hartford 

Dugas,  J.  A.,  Loyola  ’38,  Bridgeport 

Duksa,  W.  J.,  Georgetown  ’37,  Hartford 

Dundee,  J.  C.,  Queens  Univ.,  Belfast  ’23,  Wallingford 

Dunn,  M.  L.,  N.  Y.  U.  ’43,  New  Britain 

Dunne,  E.  P.,  Maryland  ’18,  Unionville 

Dunsmore,  R.  H.,  Hahnemann  ’43,  Hartford 

Durkee,  R.  E.,  Jr.,  Harvard  ’36,  Hartford 

Dushane,  J.  E.,  Tufts  ’36,  Hartford 

Duzmati,  P.  P.,  Jefferson  ’36,  Bridgeport 

Dwyer,  C.  E.,  Georgetown  ’25,  Waterbury 

Dwyer,  G.  K.,  Rochester  ’43,  Norwalk 

Dwyer,  H.  L.,  Jr.,  Northwestern  ’43,  New  Haven 

Dwyer,  R.  T.,  Tufts  ’50,  Bloomfield 

Dwyer,  W.  J.,  Tufts  ’50,  Bloomfield 

Dyer,  C.  E.,  Tufts  ’28,  New  London 

Dyer,  C.  F.,  Cornell  ’47,  New  London 

Dzubaty,  M.,  Buffalo  ’48,  West  Haven 

Eadie,  F.  S.,  Tufts  ’48,  Norwich 

Eagan,  E.  C.,  Albany  ’43,  Hartford 

Earle,  B.  B.,  Rush  ’30,  Glastonbury 

Earle,  L.  H.,  Jr.,  Tufts  ’50,  Hartford 

Eaton,  H.  E.,  Vermont  ’49,  Abington 

Ebbert,  A.,  Jr.,  Virginia  ’46,  New  Haven 

Ebers,  T.  M.,  Nebraska  ’31,  Hartford 

Eckels,  H.  S.,  Hahnemann  ’48,  Bridgeport 

Eckert,  G.  R.,  Tufts  ’33,  Danbury 

Eddy,  M.  H.,  Harvard  ’35,  Bridgeport 

Edelberg,  E.  K.,  Buffalo  ’44,  Granby 

Edelberg,  H.,  Buffalo  ’44,  Granby 

Edlin,  C.,  Tufts  ’25,  Waterbury 

Edmonstone,  W.  M.,  Rochester  ’43,  Mystic 

Edson,  D.  LI.,  Vermont  ’42,  Danbury 

Edson,  R.  C.,  Jefferson  ’31,  West  Hartford 

Edson,  R.  H.,  Cornell  ’35,  Shelton 

Edwards,  H.  R.,  Coll.  Afed.  Evangelists  ’18,  New  Haven 
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Edwards,  L.  E.,  George  Washington  ’47,  Bridgeport 
Egan,  J.  R.,  Duke  ’4:,  Old  Saybrook 
Egee,  J.  B.,  Hahnemann  ’34,  Newtown 
Egloff,  F.  R.  L.,  Harvard  ’47,  West  Hartford 
Eilbergas,  M.,  Zurich  ’41,  Windsor  Locks 
Eimas,  A.,  Tufts  ’30,  Bridgeport 
Eisenberg,  S.  E.,  Rochester  ’39,  New  Britain 
Elgosin,  R.  B.,  McGill  ’40,  Hamden 
Eliasoph,  J.  L.,  N.  Y.  U.  ’49,  Stamford 
Eliasoph,  J.,  N.  Y.  U.  ’49,  Stamford 

Eliot,  M.  M.,  Johns  Hopkins  ’18,  Washington,  D.  C.  (New 
Haven  County) 

Elliot,  K.  G.,  Tufts  ’26,  Hartford 

Elliott,  F.  G.,  Jr.,  Howard  ’40,  Bridgeport 

Elliott,  J.  R.,  Boston  ’32,  Canaan 

Ellis,  L.  G.,  Jefferson  ’20,  Hartford 

Ellis,  W.  A.,  Jefferson  ’40,  Hartford 

Ellison,  F.  S.,  Yale  ’34,  Hartford 

Ellison,  M.  M.,  Rochester  ’43,  New  London 

Ellrich,  D.  L.,  Jefferson  ’28,  Westport 

Ely,  J.  G.,  Harvard  ’23,  Lyme 

Ematrudo,  F.  R.,  Eclectic,  Cinn.  ’21,  Hamden 

Emery,  F.  M.,  Columbia  ’29,  New  Haven 

Emmel,  R.  C.,  Cornell  ’45,  West  Hartford 

Emmett,  F.  A.,  Yale  ’02,  Hartford 

Eng,  G.  O.,  Yale  ’49,  Stamford 

Ente,  H.  K.,  N.  Y.  U.  ’50,  Westport 

Epstein,  B.,  Vienna  ’36,  Danbury 

Epstein,  C.  J.,  Yale  ’29,  Cleveland,  Ohio  (New  Haven 
County) 

Epstein,  E.  J.,  N.  Y.  Med.  Coll.  ’45,  Stamford 
Epstein,  F.  H.,  Yale  ’47,  New  Haven 
Epstein,  J.  I.,  Yale  ’43,  Portland 
Erba,  S.  M.,  Hahnemann  ’45,  New  Haven 
Erslev,  A.  J.,  Copenhagen  ’45,  Massachusetts  (New  Haven 
County) 

Eskwith,  1.  S.,  Syracuse  ’40,  Bridgeport 
Esposito,  J.  J.,  Columbia  ’37,  Bridgeport 
Etkind,  M.  G.,  Maryland  ’33,  New  Haven 
Evans,  T.  S.,  Columbia  ’21,  New  Haven 
Evarts,  J.,  Columbia  ’29,  Cornwall  Bridge 
Eveleth,  M.  S.,  Johns  Hopkins  ’38,  New  Haven 

Fabricant,  M.  W.,  Hahnemann  ’39,  New  London 

Fabricant,  S.  E.,  Jefferson  ’19,  Waterbury 

Fabro,  J.  A.,  Tufts  ’37,  Torrington 

Faergeman,  P.  M.,  Copenhagen  ’39,  Stamford 

Fagan,  F.  J.,  Boston  ’38,  New  London 

Fagan,  F.  X.,  Cornell  ’33,  Hartford 

Fairlie,  C.  W.,  Jr.,  Columbia  ’41,  Hartford 

Fakkel,  M.  J.,  Tufts  ’50,  Stamford 

Falsone,  J.  J.,  Long  Island  ’47,  South  Norwalk 

Farland,  V.  L.,  Montreal  ’25,  Hartford 

Farrell,  J.  E.,  Georgetown  ’52,  Stamford 

Farrell,  J.  R.,  Long  Island  ’47,  Stamford 

Farrell,  R.  F.,  Vermont  ’42,  Stamford 

Fasanella,  R.  M.,  Yale  ’43,  New  Haven 

Fay,  W.  J.,  Harvard  ’14,  Hartford 

Feder,  L.  L.,  Zurich  ’51,  Waterbury 

Feeney,  T.  M.,  Boston  ’36,  Hartford 

Fekety,  S.  H.,  Tufts  ’30,  Middletown 

Felder,  E.  A.,  Jefferson  ’48,  Darien 

Felding,  H.  A.,  Hahnemann  ’31,  Stamford 

Felt,  P.  R.,  Dartmouth  ’10,  East  Hampton 

Felton,  W.  L.,  II,  Washington  (St.  Louis)  ’49,  New  Haven 

Felty,  A.  R.,  Johns  Hopkins  ’20,  Hartford 

Fenney,  P.  W.,  Tufts  ’31,  Newington  (New  Haven  County) 

Ferguson,  H.  K.,  N.  Y.  U.  ’32,  New  London 

Ferguson,  J.  F.,  Jr.,  Yale  ’40,  Wallingford 


Ferguson,  R.  C.,  Yale  ’20,  Rockville 

Fern,  B.  H.,  N.  Y.  U.  ’48,  Stratford 

Ferrara,  M.,  Marquette  ’35,  Waterford 

Ferrell,  E.  H.,  Jr.,  Western  Reserve  ’47,  New  Haven 

Ferris,  J.,  Columbia  ’43,  New  Milford 

Field,  A.  S.,  Jr.,  Columbia  ’41,  Wallingford 

Fierberg,  A.  A.,  Pittsburgh  ’49,  Hartford 

Fierman,  L.  B.,  Western  Reserve  ’46,  New  Haven 

Filer,  H.  L.,  Jr.,  Yale  ’46,  New  Haven 

Filson,  R.  M.,  Queen’s  ’15,  Hartford 

Finch,  S.  C.,  Rochester  ’44,  New  Haven 

Fincke,  C.  L.,  Harvard  ’28,  Stamford 

Findorak,  F.  G.,  Georgetown  ’37,  Bridgeport 

Fine,  B.,  Jefferson  ’32,  Stamford 

Fine,  J.,  Pennsylvania  ’31,  Stamford 

Fink,  L.,  Leipzig  ’23,  Bridgeport 

Finkelstein,  W.,  Harvard  ’34,  Waterbury 

Finkelstone,  B.  B.,  P.  & S.,  Balt.  ’10,  Bridgeport 

Finley,  G.  C.,  Tufts  ’24,  Hartford 

Finn,  A.  J.,  Bowdoin  ’21,  Waterbury 

Finn,  F.  W.,  Columbia  ’38,  Greenwich 

Finn,  H.  R.  W.,  Long  Island  Coll.  Med.  ’35,  Guilford 

Fiorito,  J.  A.,  Washington  ’37,  New  Haven 

Fischer,  A.,  Paris  ’36,  Hamden 

Fischer,  W.  J.  H.,  Yale  *11,  Milford 

Fisher,  J.  W.,  Woman’s  Med.  Pa.  ’93,  St.  Petersburg,  Florida 
(Middlesex  County) 

Fisher,  R.  L.,  Columbia  ’40,  Sharon 
Fiske,  M.,  Boston  ’27,  Stamford 
Fiskio,  P.  W.,  Yale  ’27,  New  Haven 
Fitts,  F.  C.,  Tufts  ’37,  Mystic  (New  Haven  County) 
Fitzgerald,  G.  P.,  Tufts  ’43,  Hartford 
Fitzpatrick,  E.  E.,  Maryland  ’15,  Waterbury 
Fitzpatrick,  E.  J.,  McGill  ’42,  New  Haven 
Fitzpatrick,  W.  F.,  Cornell  ’38,  Norwalk 
FitzSimons,  E.  F.,  Tufts  ’24,  New  Haven 
Flagg,  J.  A.,  Temple  ’51,  Bridgeport 
Flaherty  C.  V.,  Yale  ’io,  Hartford 
Flaherty,  J.  E.,  Georgetown  ’08,  Rockville 
Flaherty,  M.  V.,  Georgetown  ’43,  Hartford 
Flanagan,  E.  D.,  St.  Louis  ’35,  Clinton  (Fairfield  County) 
Flanagan,  G.  M.,  Penn.  ’47,  Waterford 
Fleck,  S.,  Harvard  ’40,  New  Haven 
Fleish,  M.  C.,  Tufts  ’40,  Hartford 
Fleisher,  P.,  Western  Ontario  ’44,  Bridgeport 
Flynn,  C.  T.,  Yale  ’n,  New  Haven 
Flynn,  C.  T.,  Jr.,  Yale  ’43,  Meriden 
Flynn,  E.  J.,  Long  Island  ’43,  South  Norwalk 
Flynn,  F.  J.,  Virginia  ’43,  West  Hartford 
Flynn,  H.  A.,  Yale  ’27,  New  Haven 
Flynn,  H.  L.,  Vermont  ’29,  Mansfield  Depot,  (Windham 
County) 

Flynn,  J.  B.,  Jefferson  ’44,  Meriden 
Flynn,  J.  H.,  Yale  ’45,  New  Haven 
Flynn,  W.  H.,  Maryland  ’16,  Bristol 
Fogcl,  D.  H.,  Duke  ’38,  Stamford 
Foley,  F.  X.,  Boston  ’34,  Bridgeport 
Foohey,  F.  C.,  Laval  ’43,  Hartford 

Foord,  A.,  Columbia  ’41,  Berkeley,  California  (New  Haven 
County) 

Ford,  A.  P.,  Woman’s  Med.  Pa.  ’04,  New  Haven 
Force,  B.  R.,  N.  Y.  Med.  Coll.  ’42,  Groton 
Forman,  J.  B.,  Yale  ’39,  New  Haven 
Fortier,  N.  L.,  McGill  ’43,  Hartford 
Foster,  E.  W.,  Harvard  ’24,  Meriden 
Foster,  H.  J.,  Flahnemann  ’43,  Berlin 
Foster,  J.  H.,  Pennsylvania  ’17,  Waterbury 
Foster,  L.  C.,  Harvard  ’23,  New  Haven 
Fotopoulos,  J.  P.,  Tufts  ’47,  Hartford 
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Fournier,  R.  E.,  Tufts  ’50,  Bloomfield  (New  Haven  County) 
Fowler,  G.  A.,  Columbia  ’40,  Sharon 
Fowler,  R.  N.,  Columbia  ’34,  Mystic 
Fox,  G.  F.,  Vermont  ’37,  Hartford 
Fox,  G.  G.,  Harvard  ’34,  Meriden 
Fox,  J.  C.,  Jr.,  Johns  Hopkins  ’20,  Hartford 
Fox,  R.  A.,  Creighton  ’37,  New  York  (Fairfield  County) 
Francis,  H.  L.,  Howard  ’48,  Waterbury 
Franco,  J.  E.,  Tufts  ’40,  Hartford 
Frank,  H.  D.,  Harvard  ’50,  Bridgeport 
Frank,  H.  S.,  Columbia  ’24,  Middletown 
Frank,  L.  M.,  Pennsylvania  ’45,  Hartford 
Frechette,  E.  J.,  Jr.,  N.  Y.  Med.  Coll.  ’47,  New  Haven 
Freedman,  B.  P.,  Yale  ’20,  New  Haven 
Freedman,  L.  Z.,  Tufts  ’44,  New  Haven 
Freedman,  M.,  Tufts  ’32,  New  Haven 
Freedman,  R.  IT,  N.  Y.  Med.  Coll.  ’45,  Meriden  (Fairfield 
County) 

Freeman,  D.,  Yale  ’24,  New  Haven 
Freeman,  J.  J.,  Temple  ’33,  Newington 
Freeman,  W.  K.,  Cornell  ’24,  Greenwich 
Freidinger,  A.  W.,  Western  Reserve  ’43,  Westport 
Freiheit,  J.  M.,  Yale  ’27,  Waterbury 
Friedberg,  I.  H.,  Tufts  ’37,  Newington 
Friedberg,  S.,  Long  Island  ’28,  Stamford 
Friedman,  I.,  George  Washington  ’31,  Colchester 
Friedman,  I.,  Yale  ’33,  New  Haven 
Friedman,  N.  H.,  Tufts  ’33,  Stratford 
Friedman,  S.,  Boston  ’31,  Newtown 
Friend,  A.  E.,  Queen’s  ’22,  South  Manchester 
Friery,  C.  M.,  Boston  ’29,  Hartford 
Friou,  G.  J.,  Cornell  ’44,  West  Haven 
Fritz,  J.,  Vienna  ’15,  Hartford 
Frost,  L.  H.,  Vermont  ’13,  Plainville 
Frothingham,  J.  G.,  Harvard  ’35,  New  Canaan 
Fuhrmann,  J.  M.,  Long  Island  ’43,  East  Hartford  (New 
Haven  County) 

Fuldner,  R.  V.,  Columbia  ’33,  New  Haven 
Fuller,  E.  M.,  Tufts  ’36,  Derby 
Furniss,  W.  E.,  Tufts  ’40,  Bristol 

Gaberman,  D.,  Columbia  ’20,  Hartford 

Gaffney,  C.  B.,  Loyola  ’30,  Bridgeport 

Gaffney,  J.  J.,  Loyola  ’30,  Danbury 

Gaffney,  R.  E.,  N.  Y.  Med.  Coll.  ’52,  Fairfield 

Gager,  J.  J.,  Tufts  ’42,  New  London 

Gaines,  N.  D.,  Illinois  ’41,  Hartford 

Galen,  J.  H.,  Long  Island  ’42,  Ansonia 

Galinsky,  D.,  Tufts  ’35,  Hartford 

Gallivan,  J.  N.,  Tufts  ’35,  East  Hartford 

Gallo,  F.,  Jefferson  ’34,  Winsted 

Gambill,  J.  R.,  Louisville  ’46,  Norwich 

Gammill,  J.  F.,  Columbia  ’48,  Darien 

Gancher,  J.,  Long  Island  ’06,  Waterbury 

Gandy,  R.  A.,  Virginia  ’27,  Stamford 

Gandy,  R.  R.,  Pennsylvania  ’99,  Stamford 

Ganey,  J.  M.,  Columbia  ’04,  New  London 

Ganey,  J.  M.,  Jr.,  Boston  ’45,  New  London 

Garbelnick,  D.  A.,  Boston  ’17,  Bridgeport 

Garcin,  C.  R.,  McGill  ’25,  Danielson 

Gardner,  C.  W.,  Maryland  ’01,  Bridgeport 

Gardner,  H.  T.,  Yale  ’41,  Shiraz,  Iran  (New  Haven  County) 

Gardner,  N.  H.,  Tufts  ’34,  East  Hampton 

Gardner,  S.  M.,  Colorado  ’32,  Bridgeport 

Gardy,  L.  A.,  Bologna  ’37,  Hartford 

Garlick,  G.  B.,  Yale  ’12,  Bridgeport 

Garofalo,  M.  L.,  Naples  ’35,  New  Haven 

Garrell,  M.,  Vermont  ’52,  Fairfield 
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Garston,  L.  E.,  St.  Louis  ’30,  Torrington 
Gaylord,  C.  W.,  Yale  ’15,  Branford 
Geanuracos,  G.  J.,  Long  Island  ’44,  Bridgeport 
Gedeon,  P.  E.,  Beirut  ’45,  Waterbury 
Gee  Hon.,  E.  H.,  Medical  Evangelists  ’50,  New  1 laven 
Geer,  E.  T.,  Temple  ’44,  Stamford 
Geer,  W.  A.,  Yale  ’34,  Bridgeport 
Geetter,  I.  S.,  Jefferson  ’29,  Hartford 
Geib,  H.  A.,  Univ.  & Bellevue  ’14,  Milford 
Geiger,  A.  J.,  Harv  ard  ’31,  New  Haven 
Geiser,  F.  M.,  Cincinnati  ’41,  Middletown 
Gencarelli,  A.  F.,  Buffalo  ’39,  New  Haven 
Genovese,  F.  T.,  N.  Y.  U.  ’29,  Danbury 
Genovese,  S.,  Cornell  ’11,  Danbury 
Gens,  J.  P.,  Yale  ’37,  Norwalk 
Gentile,  A.  L.,  Boston  ’29,  New  Haven 
Genvert,  H.,  Yale  ’36,  Norwalk 
Geraci,  L.  A.,  Columbia  ’17,  Rocky  Hill 
Gerent,  W.  P.,  Hahnemann  ’47,  Hartford 
Gerety,  E.  J.,  Yale  ’54,  Fairfield 
Gerety,  R.  P.,  Yale  ’52,  Fairfield 
Gerity,  P.  J.,  South  Carolina  ’46,  New  London 
German,  W.  J.,  Harvard  ’26,  New  Haven 
Gerow,  G.  H.,  Toronto  ’24,  Westport 
Gerster,  J.  W.,  Columbia  ’44,  Greenwich 
Gesell,  A.,  Yale  ’15,  New  Haven 
Gettings,  J.  A.,  Jefferson  ’16,  New  Haven 
Gevalt,  F.  C.,  Jr.,  Columbia  ’40,  Sharon 
Ghiselin,  A.  D.,  Jr.,  Columbia  ’29,  Southbury 
Giamarino,  H.  J.,  Maine  ’06,  New  Haven 
Giannotti,  C.  C.  Albany  ’18,  West  Haven 
Giardi,  L.  P.,  Vermont  ’48,  Hartford 
Giardina,  D.  D.,  N.  Y.  Med.  Coll.  ’50,  Norwalk  (New 
I laven  County) 

Gibson,  C.  B.,  Atlanta  ’14,  Meriden 

Gibson,  F.,  McGill  ’41,  New  Haven 

Gibson,  F.  D.,  Syracuse  ’35,  Hartford 

Giddings,  J.  C.,  Vermont  ’43,  Meriden 

Giddings,  L.,  Hahnemann  ’43,  Manchester 

Giffin,  L.  A.,  Harvard  ’35,  Hartford 

Gilday,  J.  L.,  Eclectic,  Cinn.  ’13,  Bridgeport 

Gildea,  M.  A.,  Buffalo  ’24,  Bridgeport 

Gildersleeve,  G.  H.,  Yale  ’23,  Norwich 

Giles,  N.  W.,  Vermont  ’21,  Stamford 

Gillespie,  H.,  Jefferson  ’34,  Hartford 

Gillis,  G.  E.,  Tufts  ’37,  North  Haven 

Gillson,  R.  E.,  Vermont  ’29,  New  Haven 

Gilman,  R.  L.,  Harvard  ’29,  Storrs  (Windham  County) 

Gilmer,  R.  J.,  Meharry  ’42,  New  Haven 

Gilmore,  H.  R.,  Yale  ’31,  New  Haven 

Ginzler,  A.  M.,  Wayne  ’31,  Bridgeport 

Giobbe  M.  E.,  Tufts  ’29,  Torrington 

Gionfriddo,  J.  R.,  Georgetown  ’51,  Hartford 

Giorgio,  N.  A.,  Long  Island  ’25,  Hartford 

Giosa,  N.  A.,  Boston  ’52,  Hartford 

Gipstein,  E.,  Jefferson  ’31,  New  London 

Giuffrida,  F.,  Tufts  ’37,  Meriden 

Giuliano,  L.  A.,  Tufts  ’32,  South  Norwalk 

Giuliano,  S.,  Tufts  ’30,  Hartford 

Glaser,  G.  H.,  Columbia  ’43,  New  Haven 

Glaser,  W.,  Tufts  ’38,  New  Haven 

Glass,  W.  H.,  Duke  ’37,  Hartford 

Glass,  W.  I.,  Cornell  ’38,  Bridgeport 

Glassman,  I.,  N.  Y.  Med.  Coll.  ’51,  New  Haven 

Glaubman.  H.  M.,  Yale  ’27,  Hartford 

Glazer,  M.,  Tulane  ’22,  New  Haven 

Glazier,  J.  R.,  Harvard  ’22,  West  Hartford 

Glenn,  W.  W L.,  Jefferson  ’38,  New  Haven 
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Glessner,  J.  R.,  Jr.,  Pennsylvania  ’47,  Middletown 
dike,  F.  P.,  Yale  ’41,  Meriden 
Gloetzner,  H.  J.,  Temple  ’41,  Norwalk 
Godfried,  M.  S.,  Yale  ’36,  New  Haven 
Goerner,  J.  R.,  Yale’  43,  Watertown 
Goetsch,  J.  B.,  Rochester  ’38,  New  Haven 
Goff,  C.  W.,  Illinois  ’24,  Hartford 
Golby,  R.  B.,  N.  Y.  U.  ’49,  Stamford 
Gold,  L.  H.,  N.  Y.  Med.  ’32,  Hartford 
Goldberg,  I.  S.,  Creighton  ’33,  Torrington 
Goldberg,  S.  J.,  Yale  ’07,  New  Haven 
Goldberg,  S.  J.,  Jr.,  Harvard  ’36,  New  Haven 
Golden,  A.  J.,  Yale  ’50,  Wethersfield 
Goldenberg,  J.  J.,  Dalhousie  ’26,  Hartford 
Goldenberg,  P.  T.,  Boston  ’46,  Hartford 
Goldenring,  H.,  N.  Y.  U.  ’49,  Branford 
Goldenthal,  C.,  Yale  ’44,  Hartford 
Goldfarb,  J.,  Texas  ’50,  Stamford 
Goldfarb,  S.  L.,  Milan  ’38,  Stamford 
Goldkamp,  O.  G.,  Cornell  ’43,  West  Hartford 
Goldman,  G.,  Yale  ’10,  New  Haven 
Goldstein,  M.,  Yale  ’24,  New  Haven 
Goldstein,  M.  R.,  Hahnemann  ’43,  Hartford 
Goldstein,  P.  S.,  Yale  ’49,  New  Haven 
Goldstein,  T.,  Yale  ’47,  Hartford 
Goldvs,  F.  M.,  Tufts  ’26,  Danbury 
Golia,  U.  V.,  Long  Island  ’45,  New  Haven 
Golino,  E.  F.,  Rochester  ’36,  Hartford 
Golston,  H.,  Med.  Coll,  of  Virginia  ’26,  Hartford 
Good,  P.  S.,  Yale  ’45,  Waterbury 
Good,  R.  C.,  Columbia  ’42,  Waterbury 
Good,  W.  M.,  Yale  ’09,  Waterbury 

Goodchild,  F.  M.,  Columbia  ’18,  Storrs  (Windham  County) 

Goodell,  R.  A.,  Harvard  ’28,  Hartford 

Goodrich,  A.,  Indiana  ’41,  Bridgeport 

Goodrich,  F.  W.,  Jr.,  McGill  ’41,  New  London 

Goodrich,  W.  A.,  Columbia  ’35,  Hartford 

Goodrich,  W.  J.,  Albany  ’39,  Bridgeport 

Goodyer,  A.  V.  N.,  Yale  ’42,  New  Haven 

Gordon,  M.  E.,  Yale  ’46,  New  Haven 

Gordon,  R.  S.,  Columbia  ’46,  New  Haven 

Gordon,  Y.,  Tufts  ’48,  West  Hartford 

Gorham,  G.  V.,  Michigan  ’30,  Norwalk 

Gorman,  V.  A.,  Cornell  ’42,  Bridgeport 

Gosselin,  A.  G.,  Tufts  ’53,  Jewett  City 

Gosselin,  G.  A.,  Vermont  ’15,  Hartford 

Gossling,  H.  R.,  Temple  ’47,  Hartford 

Gottesfeld,  B.  H.,  Colorado  ’39,  Hartford 

Gould,  M.  M.,  Tufts  ’31,  Hartford 

Gould,  S.  T.,  Rush  ’28,  Old  Greenwich 

Gourlie,  H.  W.,  Harvard  ’31,  Thompsonville 

Grady,  J.  F.,  Columbia  ’32,  New  Haven 

Gramer,  J.  W.,  Long  Island  ’49,  Wapping 

Granger,  R.  H.,  Cornell  ’48,  New  Haven 

Granniss,  I.,  Yale  ’96,  Northford  (Middlesex  County) 

Granoff,  M.  A.,  Chicago  ’37,  New  Haven 

Grant,  J.  M.,  Columbia  ’49,  Bridgeport 

Grant,  R.  F.,  Albany  ’38,  Cromwell 

Gratz,  C.  M.,  Toronto  ’23,  Greenwich 

Grau,  L.  C.,  Dartmouth  ’12,  Hartford 

Gray,  A.  S.,  Univ.  & Bellevue  ’15,  West  Hartford 

Gray,  F.  D.,  Jr.,  Columbia  ’43,  New  Haven 

Gray,  F.  G.,  N.  Y.  Med.  ’44,  New  Haven 

Gray,  H.  J.,  St.  Louis  ’21,  Hartford 

Grayson,  M.,  N.  Y.  Med.  Coll.  ’41,  New  London 

Green,  F.  C.,  Meharry  ’41,  New  Haven 

Green,  H.  H.,  Johns  Hopkins  ’31,  South  Norwalk 

Green,  J.  H.,  Univ.  & Bellevue  ’13,  Waterbury 


Green,  M.,  Indiana  ’44,  New  Haven 
Green,  R.  H.,  Johns  Hopkins  ’38,  Madison 
Green,  W.  F.,  Harvard  ’32,  Newtown 
Greenberg,  A.,  Long  Island  ’32,  Old  Saybrook 
Greenblatt,  H.  J.,  Vermont  ’36,  New  Britain 
Greenblatt,  J.,  Louisiana  ’39,  Stamford 
Greene,  G.  S.,  Harvard  ’39,  Hartford 

Greene,  K.  F.,  Tennessee  ’48,  North  Carolina  (Middlesex 
County) , 

Greene,  L.  B.,  Geneva  ’49,  Bridgeport 

Greene,  N.  M.,  Columbia  ’46,  New  Haven 

Greenhouse,  B.,  Yale  ’21,  New  Haven 

Greenhouse,  H.  R.,  N.  Y.  Med.  Coll.  ’44,  Hamden 

Greenspun,  D.  S.,  Yale  ’25,  Bridgeport 

Greiner,  G.  F.,  Vanderbilt  ’40,  Kent 

Grendon,  D.  A.,  Harvard  ’28,  Sharon 

Grenon,  O.  A.,  Georgetown  ’33,  East  Haven 

Griffin,  D.  P.,  Jefferson  ’14,  Bridgeport 

Griffith,  B.  H.,  Yale  ’48,  New  York  (New  London  County) 

Griffith,  J.  J.,  N.  Y.  Med.  Coll.  ’52,  South  Norwalk 

Grigas,  J.  E.,  Tufts  ’36,  Greenwich 

Griggs,  J.  B.,  Yale  ’26,  Hartford 

GriUo,  W.,  Rochester  ’38,  Waterbury 

Griswold,  A.  S.,  Yale  ’21,  Bridgeport 

Griswold,  C.,  Yale  ’24,  Bridgeport 

Griswold,  E.  M.,  Yale  ’32,  Glastonbury 

Griswold,  M.  H.,  Vermont  ’13,  Hartford 

Griswold,  M.  T.,  Tufts  ’05,  Harwinton 

Groark,  J.  A.,  Yale  ’24,  New  Haven 

Groark,  O.  J.,  Med.  Chi.  Phila.  ’16,  Bridgeport 

Grodin,  H.  W.,  Yale  ’17,  New  Haven 

Grody,  M.  H.,  Pennsylvania  ’46,  Hartford 

Gross,  N.  D.,  Creighton  ’49,  Hartford 

Grossman,  J.  H.,  Rochester  ’41,  Bridgeport 

Grossmann,  W.,  Berlin  ’2 1 , Hartford 

Grower,  J.  H.,  Nebraska  ’25,  Middletown 

Gryce,  W.  I.,  N.  Y.  Med.  Coll.  ’44,  Danbury 

Gualtieri,  M.  V.,  Tufts  ’43,  Waterbury 

Gudernatch,  G.  S.,  Cornell  ’39,  Sharon 

Guida,  F.  P.,  Yale  ’34,  New  Haven 

Guinan,  D.  A.,  Vermont  ’48,  Manchester 

Gulash,  J.  R.,  Marquette  ’40,  Bridgeport 

Gulino,  A.  J.,  Tufts  ’31,  Plainfield 

Gura,  G.  M.,  Loyola  ’31,  Southington 

Gurwitz,  J.,  Tufts  ’38,  Hartford 

Guss,  L.,  Oklahoma  ’41,  Norwich 

Guttman,  T.,  Prague  ’39,  Bridgeport 

Haberlin,  C.  E.,  Med.  Coll.  Va.,  ’24  Stratford 

Haddad,  F.  M.,  Yale  ’43,  Ansonia 

Hagedorn,  M.  E.,  Jefferson  ’45,  New  Britain 

Haine,  J.  W.,  Albany  ’43,  Stamford 

Haines,  H.  L.,  Johns  Hopkins  ’39,  New  London 

Haines,  *R.  W.,  Jefferson  ’46,  Hartford 

Hainsworth,  W.  C.,  Virginia  ’40,  Willimantic 

Hale,  F.,  Columbia  ’09,  Bridgeport 

Hale,  V.  A.,  Texas  ’22,  Gales  Ferry 

Haley,  J.  C.,  Yale  ’40,  New  Haven 

Haliday,  E.  G.,  Queen’s  ’27,  Stonington 

Hall,  L.,  Harvard  ’24,  Hartford 

Hall,  M.  I.,  Edinburgh  ’34.  Bristol 

Hall,  M.  N.,  Albany  ’48,  Clinton 

Hall,  R.  W.,  Yale  ’07,  Trumbull 

Hall,  W.  C.,  Pennsylvania  ’30,  Hartford 

Hall,  W.  E.,  Yale  ’25,  Meriden 

Halloran,  J.  V.,  Boston  ’36,  Greenwich 

Hamblin,  W.  C.,  State  Univ.  of  N.  Y.  ’52,  Windsor 

Hamburg,  J.,  Hahneman  ’51,  Stamford 
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Hamburger  R.  N.,  Yale  ’51,  Milford 
Hamilton,  C.  K.,  Columbia  ’32,  Danbury 
Hamilton,  C.  R.,  Jr.,  Jefferson  ’49,  Manchester 
Hamilton,  G.  L.,  Jr.,  Tufts  ’44,  Hartford 
Hamilton,  T.  S.,  Wayne  ’39,  Hartford 
Hamlin,  C.  IT,  Harvard  ’41,  Hartford 
Hanaghan,  J.  A.,  Harvard  ’41,  Hartford 
Hanchett,  H.  B.,  Jefferson  ’05,  Torrington 
Hankin,  M.  A.,  Long  Island  ’33,  New  Haven 
Hanley,  J.  B.,  Jefferson  ’39,  Bristol 
Hanley,  J.  L.,  Jr.,  Yale  ’35,  Bridgeport 
Hanley,  J.  P.,  Cornell  ’06,  Stafford  Springs 
Hannan,  W.  S.,  Harvard  ’45,  Hartford 
Hanrahan,  W.  R.,  P.  & S.,  Balt.  ’05,  Bristol 
Hansen,  W.  IT,  N.  Y.  Med.  Coll.  ’46,  Shelton 
Hanson,  M.  C.,  Rush  ’23,  Waterbury 
Happel,  E.,  Washington  Univ.  ’49,  New  Milford 
Hardenbergh,  D.  B.,  Harvard  ’34,  Bridgeport 
Hardt,  G.  W.,  Nebraska  ’41,  Byram 
Harkins,  J.  A.,  N.  Y.  Med.  Coll.  ’52,  Norwich 
Harris,  A.  L.,  Long  Island  ’14,  Essex 
Harris,  B.  R.,  Yale  ’22,  New  Haven 
Harris,  H.  P.,  Jr.,  Duke  ’36,  Fairfield 
Harris,  J.  S.,  Yale  ’32,  New  Haven 
Harris.  L.  D.,  Tufts  ’34,  Hartford 
Harrison,  A.  M.,  N.  Y.  Med.  Coll.  ’51,  Stamford 
Harrison,  E.  R.,  Yale  ’26,  New  Haven 
Harrison,  F.  M.,  Jefferson  ’22,  Stamford 
Harshbarger,  I.  L.,  Virginia  ’22,  Bridgeport 
Hart,  C.  J.,  Hahnemann  ’03,  New  Britain 
Hart,  H.  H.,  McGill  ’22,  Southbury 
Hart,  J.  C.,  Yale  ’30,  Hartford  (New  Haven  County) 
Hart,  R.  W.,  Cornell  ’45,  New  Haven 
Hart,  T.  M.,  N.  Y.  U.  ’50,  Washington  Depot 
Hartman,  F.  B.,  Harvard  ’34,  New  London 
Harty,  J.  E.,  Georgetown  ’37,  Waterbury 
Harvard,  B.  M.,  Jr.,  Tulane  ’39,  New  Haven 
Harvey,  C.  C.,  Cornell  ’16,  Middletown 
Harvey,  D.  F.,  Yale  ’33,  Hartford 
Harvey,  E.  R.,  Jr.,  Yale  ’37,  Seymour 
Harvey,  R.  B.,  Cornell  ’45,  New  Haven 
Harvey,  S.  W.,  Cornell  ’46,  Middletown 
Harwood,  C.  W.,  Vermont  ’40,  Middletown 
Harwood,  P.  H.,  Jr.,  Harvard  ’39,  Fairfield 
Hasselbacher,  F.  X.,  Columbia  ’46,  Middletown 
Hastings,  L.  P.,  Vermont  ’23,  Hartford 
Hathaway,  J.  S.,  Harvard  ’28,  New  Haven 
Hauss,  D.  S.,  Western  Reserve  ’48,  Hartford 
Havey,  L.  A.,  Vermont  ’10,  Bridgeport 
Hawthorne,  J.,  Tulane  ’20,  Rye,  New  York  (Fairfield 
County) 

Haydock,  G.  G.,  Harvard  ’45,  Sharon 
Hayes,  M.  A.,  Michigan  ’40,  New  Haven 
Hayes,  R.  D.,  Boston  ’45,  Norwich 
Haylett,  H.  B.,  Vermont  ’07,  East  Hartford 
Hazen,  D.  R.,  Harvard  ’33,  Hartford 
Heafey,  J.  R.,  Syracuse  ’34,  South  Norwalk 
Healy,  T.  M.,  Columbia  ’41,  Manchester 
Hebard,  G.  W.,  Cornell  ’36,  New  Canaan 
Hege,  J.  H.,  Hahnemann  ’43,  Hartford 
Heinemann,  M.,  Goettingen  ’25,  New  Haven 
Helfrick,  F.  W.,  Johns  Hopkins  ’41,  Manchester 
Helfrick,  S.,  Johns  Hopkins  ’44,  Manchester 
Heller,  J.  H.,  Western  Reserve  ’45,  Ridgefield 
Hellijas,  C.  S.,  Rochester  ’41,  Wethersfield 
Hendel,  I.,  Jefferson  ’17,  New  London 
Hendricks,  A.  L.,  Yale  ’07,  New  Haven 
Henlde,  R.  T.,  Cornell  ’31,  New  London 


Hennessey,  J.  G.,  Tufts  ’34,  Bridgeport 

Hennessy,  J.  J.,  Columbia  ’26,  Hartford 

Henze,  C.  W.,  Yale  ’00,  New  Haven 

Hepburn,  R.  IT,  Harvard  ’39,  Hartford 

Hepburn,  T.  N.,  Johns  Hopkins  ’05,  Hartford 

Herman,  R.  S.,  Jr.,  Buffalo  ’46,  Manchester 

Herr,  H.  H.,  Tufts  ’49,  Guilford 

Herrmann,  A.  F..,  Harvard  ’23,  Waterbury 

Hcrsey,  T.  F.,  Tufts  ’37.  New  Haven 

Hershey,  D.  D.,  Albany  ’50,  Bristol 

Hershman,  IT  H.,  Western  Ontario  ’41,  Bristol 

Hervey,  Z.  P.,  Vienna  ’38,  East  Hartford 

Hess,  O.  W.,  Buffalo  ’31,  New  Haven 

Hetzel,  J.  L.,  Yale  ’26,  Waterbury 

Heublein,  G.  W.,  Yale  34,  Hartford 

Hewes,  C.  T.,  Vermont  ’31,  Groton 

Heyman,  J.,  Med.  Coll.  Va.  ’17,  Hartford 

Hickcox,  C.  B.,  Tufts  ’38,  Hartford 

Hiden,  R.  B.,  Virginia  ’23,  New  Canaan 

Higgins,  H.  G.,  Cornell  ’33,  New  Haven 

Higgins,  H.  W.,  Tufts  ’32,  Norwich 

Higgins,  J.  J.,  Georgetown  ’28,  New  Haven 

Higgins,  J.  W.,  Cornell  ’45,  West  Haven 

Higgins,  V.  W.,  Long  Island  ’25,  Essex 

Hill,  E.  R.,  Jefferson  ’24,  Mystic 

Hill,  W.  E.,  Bowdoin  ’21,  Naugatuck 

Hill,  W.  E.,  Jr.,  Temple  ’52,  Naugatuck 

Hillman,  M.  M.,  Columbia  ’19,  New  Haven 

Hills,  L.  H.,  Woman’s  Med.  Pa.  ’96,  Winter  Haven,  Fla. 

(Windham  County) 

Hinchey,  R.  J.,  Tufts  ’21,  Waterbury 
Hines,  T.  F.,  Pittsburgh  ’42,  New  Haven 
Hirata,  I.,  Yale  ’12,  New  Haven 
Llirata,  I.,  Jr.,  Yale  ’45,  New  Haven 
Hirschfeld,  O.  M.,  Tufts  ’31,  Hartford 
Hirshberg,  M.  S.,  Tufts  ’27,  Hartford 
Hitchins,  C.  S.,  Cornell  ’38,  New  Haven 
Hockmuth,  L.  N.,  Tufts  ’42,  Hartford 
Hodgkins,  C.  H.,  Hahnemann  ’36,  New  Haven 
Hoffer,  J.  M.,  Tufts  ’46,  Ansonia 
Hoffman,  C.  C.,  Buffalo  ’16,  Rocky  Hill 
Hoffman,  J.  B.,  Columbia  ’43,  Greenwich 
Hogan,  W.  L.,  Vermont  ’18,  Hartford 
Holden,  W.  W.,  N.  Y.  U.  ’47,  Bristol 
Hollinshead,  J.  B.,  Yale  ’37,  West  Hartford 
Holtz,  R.  S.,  Vermont  ’28,  Hartford 
Horn,  B.,  N.  Y.  U.  ’29,  Bridgeport 

Horning,  B.  G.,  Harvard  ’28,  Battle  Creek,  Mich.  (Hartford 
County) 

Horowitz,  I.,  Vienna  ’37  Bridgeport 
Horowitz,  J.  L.,  N.  Y.  Med.  Coll.  ’49,  Bridgeport 
Horrigan,  T.  H.,  N.  Y.  U.  ’49,  East  Hartford 
Horsefield,  T.  E.,  Vermont  ’29,  Moodus 
Horton,  F.  H„  Yale  ’47,  Manchester 
Horton,  W.  H.,  Boston  ’40,  Windsor 
Houck,  J.  H.,  Queens  U.  ’49,  Hartford 
Hough,  P.  T.,  McGill  ’32,  Hartford 
Houle,  R.  T..  Georgetown  ’32,  East  Hartford 
Houlihan,  J.  J.,  N.  Y.  Med.  Coll.  ’46,  Hartford 
Houze,  H.  G.,  Queens  ’24,  Westport 
Howard,  A.  J.,  Yale  ’20,  New  Haven 
Howard,  H.  A.,  Tufts  ’29,  Wethersfield 
Howard,  L.  A.,  Louisiana  ’39,  Cos  Cob 
Howard,  L.  K.,  Minnesota  ’29,  Hartford 
Howard.  Al.  E.,  Johns  Hopkins  ’31,  New  Haven 
Howard,  W.  O.,  N.  Y.  U.  ’32,  Orange,  N.  J.  (New  Haven 
County) 

Howe,  E.  R.,  Columbia  ’46,  Hartford 
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Howlett,  K.  S.,  Vanderbilt  ’31,  Shelton 
Howorth,  B.  M.,  Washington  ’25,  Stamford 
Hubbard,  R.  C.,  Cincinnati  ’46,  Danbury 
Huber,  H.  C.,  Temple  ’46,  Waterbury 
Hughes,  G.  S.,  Indiana  ’44,  Darien 
Hughes,  J.  F.,  Cincinnati  ’49,  Somers 
Huleatt,  T.  R.,  Jr.,  Columbia  ’49,  Hartford 
Hulme,  S.  A.,  Pittsburgh  ’45,  Hartford 
Humpage,  N.  W.,  Tufts  ’36,  Torrington 
Hunkemeier,  E.,  N.  Y.  U.  ’33,  South  Norwalk 
Hunt,  S.  P.,  Columbia  ’37,  New  Haven 
Hurwitz,  G.  H.,  Maryland  ’33,  Hartford 
Hurwitz,  S.,  Long  Island  ’49,  West  Haven 
Huss,  G.  R.,  Temple  ’49,  Greenwich  (New  Haven  County) 
Hutchison,  J.  E.,  Johns  Hopkins  ’14,  Hartford 
Huvelle,  C.  H.,  N.  Y.  U.  ’43,  Torrington 
Hyde,  C.  E.,  Yale  ’10,  St.  Petersburg,  Florida  (Fairfield 
County) 

Hymovich,  L.,  Jefferson  ’29,  Stamford 
Hynes,  F.  H.,  Tufts  ’13,  New  Haven 

Iannotti,  J.  P.,  Naples  ’38,  Plainville 
Igersheimer,  W.  W.,  Tufts  ’44,  New  Haven 
Ignace,  S-  J.,  Georgetown  ’30,  New  Milford  (New  Haven 
County) 

Impellitteri,  T.  J.,  Marquette  ’49,  Stratford 
Ingenito,  G.  A.,  Maryland  ’43,  New  Haven 
Inkster,  J.  H.,  Cornell  ’30,  Ridgefield 
Intriere,  A.  D.,  Michigan  ’44,  Arlington,  Massachusetts 
(Fairfield  County) 

Ippolito,  T.  L.,  N.  Y.  Med.  Coll.  ’38,  Norwalk 

Ireland,  E.  F.,  Jr.,  Harvard  ’48,  Bridgeport 

Ireland,  R.  M.,  Vermont  ’31,  New  Milford  (Fairfield  County) 

Irving,  J.  G.,  Toronto  ’32,  Hartford 

Irwin,  H.  H.,  Tufts  ’34,  New  London 

Irwin,  J.  B.,  Long  Island  ’48,  Torrington 

Isenman,  R.,  Tufts  ’30,  Westport 

Israel,  I.  AL,  State  Univ.  of  N.  Y.  Coll,  of  Med.  at  N.  Y.  C. 

’53,  Colchester  (Middlesex  County) 

Ives,  E.  B.,  Tufts  ’42,  Bridgeport 
Izumi,  E.  AL,  Texas  ’50,  North  Haven 
Izzo,  P.  A.,  Vermont  ’46,  Stamford 

Jack,  J.  L.,  Yale  ’23,  North  Haven 
Jackson,  A.  F.,  Howard  ’22,  Hartford 
Jackson,  A.  H.,  Yale  ’24,  Waterbury 
Jackson,  A.  J.,  Columbia  ’15,  Waterbury 
Jackson,  E.  B.,  Johns  Hopkins  ’21,  New  Haven 
Jacobson,  C.  E.,  Jr.,  Cornell  ’35,  Manchester 
Jaeger,  C.  A.,  Duke  ’50,  Greenwich  (New  Haven  County) 
Jaffe,  S.  A.,  N.  Y.  U.  ’38,  New  Haven 
Jaiven,  S.  J.,  N.  Y.  U.  ’40,  Stamford 
James,  G.  R.,  Yale  ’10,  Hamden 
James,  J.  M.,  Jefferson  ’37,  Waterbury 
James,  L.  P.,  Yale  ’27,  Hartford 
James,  W.  R.,  Yale  ’44,  Essex 
January,  D.  A.,  Yale  ’34,  Hartford 
January,  M.  FI.,  Yale  ’35,  Hartford 
Janzen,  A.  H.,  Kansas  ’38,  New  Haven 
Jarrett,  W.  A.,  Harvard  ’34,  New  Brunswick,  New  Jersey 
(Fairfield  County) 

Jarvik,  N.  E.,  N.  Y.  U.  ’51,  Glenbrook 
Jarvis,  H.  G.,  Johns  Hopkins  ’10,  West  Hartford 
Jenkins,  R.  PL,  Med.  Coll.  Va.  ’16,  New  Haven 
Jennes,  M.  L.,  Tufts  ’38,  Waterbury 
Jennes,  S.  W.,  Tufts  ’34,  Waterbury 
Jennings,  W.  F.,  Rush  ’37,  Hartford 
Johnson,  A.  A.,  Columbia  ’17,  Waterbury 
Johnson,  C.  E.,  Harvard  ’26,  New  Haven 


Johnson,  C.  W.,  Boston  ’45,  Thompsonville 

Johnson,  J.  C.,  Jr.,  Vanderbilt  ’44,  Hartford 

Johnson,  K.  G.,  State  Univ.  of  N.  Y.  Coll,  of  Aled.  at  N.  Y. 

C.  ’30,  New  Haven 

Johnson,  N.  E.,  Boston  ’46,  New  Britain 

Johnson,  P.,  Tufts  ’32,  Hartford 

Johnson,  R.  D.,  Iowa  ’38,  New  Britain 

Johnson,  W.  H.  N.,  Jr.,  Howard  ’39,  Norwalk 

Johnston,  J.  H.,  Long  Island  College  ’43,  Hartford 

Jones,  E.  K.,  Columbia  ’34,  Bridgeport 

Jones,  F.  S.,  Yale  ’28,  Hartford 

Jones,  J.  F.,  Columbia  ’43,  Danielson 

Jones,  M.  B.,  N.  Y.  U.  ’41,  South  Norwalk 

Jordan,  R.  H.,  Virginia  ’33,  New  Haven 

Joseph,  C.,  Long  Island  ’46,  Torrington 

Joseph,  L.  G.,  Jefferson  ’39,  New  Haven 

Josephs,  W.  W.,  Georgetown  ’30,  New  Haven 

Josephson,  N.  D.,  Yale  ’45,  New  Britain 

Joslin,  S.  L.,  Yale  ’43,  Fairfield 

Jovell,  J.  W.,  Tufts  ’39,  Danbury 

Joy,  R.  C.,  McGill  ’51,  Danbury 

Joyce,  W.  M.,  Jefferson  ’17,  Middletown 

Kaess,  K.  R.,  Harvard  ’44,  Waterbury 
Kaetz,  H.  W.,  Tufts  ’40,  New  Haven 
Kaitz,  H.  B.,  Tufts  ’15,  Hartford 
Kalaman,  F.  J.,  Georgetown  ’41,  Norwalk 
Kalett,  J.,  Jefferson  ’28,  New  Britain 
Kalin,  J.  I.,  Harvard  ’24,  Hartford 

Kalman,  E.,  Royal  Elizabeth  U.,  Hungary  ’23,  Bridgeport 

Kanter,  D.  M.,  Long  Island  Coll,  of  Aled.  ’49,  Stamford 

Kantor,  T.  G.,  Columbia  ’46,  Westport 

Kaplan,  B.  J.,  Vermont  ’49,  Hartford 

Kaplan,  H.,  N.  Y.  Med.  Coll.  ’44,  New  Britain 

Kaplan,  L.,  Baylor  ’36,  Bridgeport 

Kaplowe,  J.  L.,  N.  Y.  Med.  Coll.  ’30,  New  Haven 

Kardos,  J.  A.,  Jefferson  ’51,  Stamford 

Kardys,  F.  J.,  George  Washington  ’42,  Hartford 

Kardys,  J.  A.,  George  Washington  ’30,  Hartford 

Karlin,  F.  L.,  St.  Andrews  ’34,  Waterbury 

Karlovsky,  E.  D.,  Albany  ’46,  New  Haven 

Karotkin,  R.  H„  N.  Y.  U.  ’32,  Hartford 

Karpe,  R.,  Prague  ’24,  West  Hartford 

Karpel,  S.,  Maryland  ’36,  New  London 

Kartin,  B.  L.,  Columbia  ’39,  New  Haven 

Kaschmann,  J.,  Munich  ’22,  Hartford 

Katz,  D.,  Vermont  ’25,  Hartford 

Katz,  H.,  Harvard  ’21,  Hartford 

Katz,  I.,  N.  Y.  Med.  Coll.  ’37,  Meriden 

Katz,  J.,  Harvard  ’49,  New  Haven 

Katz,  M.  E.,  Oklahoma  ’41,  Norwich 

Katzenstein,  R.  E.,  Berne  ’38,  Meriden  (Aliddlesex  County) 

Katzin,  B.,  Johns  Hopkins  ’43,  Torrington 

Katzman,  S.  S.,  Jefferson  ’21,  Hartford 

Kaufman,  C.,  Jefferson  ’19,  New  London 

Kaufman,  M.,  Johns  Hopkins  ’43,  Bridgeport 

Kaufman,  W.,  Alichigan  ’38,  Bridgeport 

Kauritz,  P.  E.,  N.  Y.  U.  ’38,  Westport 

Kavookjian,  H.,  Jr.,  Beirut  ’50,  Noroton  Heights 

Kay,  R.,  Temple  ’45,  Hartford 

Kazanjian,  N.  A.,  Plahnemann  ’45,  New  Haven 

Kearney,  M.  W.,  Jr.,  Harvard  ’40,  Hartford 

Keddy,  R.  A.,  McGill  ’24,  Stamford 

Keefe,  A.  D.,  N.  Y.  Med.  Coll.  ’52,  West  Hartford 

Keefe,  R.  S.,  Boston  ’25,  Hartford 

Keefe,  W.  J.,  Alaryland  ’31,  Hartford 

Keegan,  D.  F.,  Alaryland  ’21,  Bridgeport 

Keeler,  W.  H.,  N.  Y.  Aled.  Coll.  ’48,  Hartford  (New 

Haven  County) 
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Keeney,  R.  R.,  Jr.,  Tufts  ’34,  Manchester 
Keet,  J.  E.,  Long  Island  ’47,  Aurora,  Colorado  (Hartford 
County) 

Keith,  A.  R.,  Harvard  ’03,  Hartford 
Kelemen,  E.,  Budapest  ’25,  Camanillo,  Calif.  (Fairfield 
County) 

Kelleher,  J.  H.,  Vermont  ’42,  Norwich 
Keller,  F.,  Long  Island  ’43,  New  Haven 
Keller,  L.,  Tufts  ’26,  Stamford 
Kelley,  W.  O.,  Johns  Hopkins  ’37,  Norwich 
Kellogg,  H.  K.  W.,  Columbia  ’03,  Norwalk 
Kelly,  C.  C.,  Johns  Hopkins  ’14,  Hartford 
Kelly,  J.  C.,  Queen’s  ’28,  Old  Greenwich 
Kelly,  J.  F.,  Tufts  ’50,  Middletown 
Kelly,  L.  C.,  Cornell  ’29,  Waterbury 
Kelly,  M.  D.,  Tufts  ’50,  Middletown 
Kemler,  R.  L.,  Yale  ’43,  Hartford 
Kemp,  E.  P.,  Tufts  ’25,  Fairfield 
Kemp,  W.  W.,  Harvard  ’39,  Stamford 
Kendall,  R.  E.,  Johns  Hopkins  ’21,  Hartford 
Kenigsberg,  N.,  Yale  ’39,  Bridgeport 
Kennedy,  C.  S.,  Georgetown  ’30,  Naugatuck 
Kennedy,  G.  L.,  Tufts  ’50,  Jewett  City 
Kennedy,  J.  J.,  Jr.,  Boston  ’46,  Windsor  Locks 
Kennedy,  S.  R.,  Jr.,  Buffalo  ’44,  Torrington 
Kennedy,  W.  C.,  Georgetown  ’10,  Middletown  (Litchfield 
County) 

Kent,  E.  H.,  N.  Y.  U.  ’43,  Stamford 
Kertesz,  J.,  Vienna  ’24,  New  Haven 
Kessler,  F.,  Vienna  ’37,  New  Haven 
Kettle,  R.  H.,  Queen’s  ’28,  Norwich 
Keys,  R.  C.,  Kansas  ’27,  South  Norwalk 
Kezel,  A.  P.  C.,  Georgetown  ’35,  Stamford 
Kiefer,  C.  R.,  Jr.,  Penn.  ’44,  Hartford 
Kilboum,  A.,  Yale  ’23,  Hartford 
Kilbourn,  J.  B.,  P.  & S.,  Balt.  ’11,  Hartford 
Kilgus,  J.  F.,  Maryland  ’31,  Hartford  (Litchfield  County) 
Kinder,  F.  S.,  Cornell  ’38,  Bridgeport 
Kingsbury,  I.  W.,  Columbia  ’03,  West  Hartford 
Kingston,  P.  J.,  N.  Y.  Med.  Coll.  ’50,  Hartford 
Kinney,  K.  K.,  Iowa  ’21,  Willimantic 
Kirby,  S.  B.,  Yale  ’28,  New  Haven 
Kirchner,  J.  A.,  Virginia  ’40,  New  Haven 
Kirsch,  N.,  Long  Island  ’40,  Hartford 
Kirschbaum,  E.  H.,  Yale  ’12,  Waterbury 
Kirschbaum,  J.  O.,  State  Univ.  of  N.  Y.  ’52,  Portland 
Klare,  R.  E.,  Columbia  ’53,  East  Woodstock 
Klatskin,  G.,  Cornell  ’33,  New  Haven 
Kleeman,  J.  A.,  Yale  ’46,  New  Haven 
Klein,  A.  A.,  Louisville  ’29,  Hartford 
Klein,  B.,  N.  Y.  Med.  Coll.  ’52,  South  Meriden 
Klein,  H.,  Michigan  ’40,  New  Haven 
Klein,  H.  T.,  Illinois  ’40,  Stamford 
Klein,  J.,  Long  Island  ’34,  Hartford 
Kleiner,  S.  B.,  Yale  ’15,  New  Haven 
Kleinman,  H.  L.,  Buffalo  ’41,  Bridgeport 
Klumpp,  T.  G.,  Harvard  ’28,  New  York  City  (New  Haven 
County) 

Knapp,  C.  S.,  Columbia  ’19,  Greenwich 

Knauth,  M.  S.,  Columbia  ’23,  Wilton 

Kneale,  H.  B.,  Johns  Hopkins  ’20,  Bridgeport 

Knight,  H.  C.,  Tulane  ’33,  Middletown 

Koffler,  A.,  Jefferson  ’34,  Stamford 

Kogut,  H.  V.,  N.  Y.  Med.  Coll.  ’43,  Bridgeport 

Koleshko,  L.  J.,  Maryland  ’42,  Waterbury 

Komninos,  A.,  State  Univ.  of  N.  Y.  ’52,  Stamford 

Konopka,  F.  J.,  Georgetown  ’31,  Wallingford 

Korab,  J.  J.,  Tufts  ’43,  Middletown 

Korn,  F.  E.,  N.  Y.  Med.  Coll.  ’50,  Durham 


Komblut,  A.,  N.  Y.  U.  ’20,  Bridgeport 

Kosar,  W.  P.,  Columbia  ’46,  Hartford  , 

Koster,  L.  W„  N.  Y.  U.  ’37,  West  Haven 
Kott,  J.  H.,  N.  Y.  U.  ’33,  Torrington 
Koufman,  W.  B.,  Tufts  ’35,  New  Haven 
Krall,  I.  H.,  Long  Island  ’37,  Hartford 
Kramm,  W.  A.,  Albany  ’51,  Niantic 
Kraszewski,  H.  W.,  Tufts  ’38,  New  Britain 
Kreis,  D.  J.,  Tufts  ’47,  New  Haven 
Krinsky,  C.  M.,  Tufts  ’33,  New  London 
Kristan,  J.  J.,  Johns  Hopkins  ’45,  Rockville 
Krochmal,  H.,  Vienna  ’37,  Meriden 
Kroeger,  H.  H.,  Rush  ’32,  Pittsburgh,  Pa.  (New  Haven 
County) 

Krosnick,  G.,  Jefferson  ’38,  New  Haven 
Krosnick,  M.  Y.,  Yale  ’30,  New  Haven 
Kueffner,  W.  R.,  Minnesota  ’43,  Fairfield 
Kummer,  A.  J.,  Harvard  ’39,  New  Haven 
Kummer,  S.  I.,  Hahnemann  ’49,  Rockville 
Kunkel,  F.  E.,  Yale  ’26,  Hartford 

Kunkel,  P.,  Washington  ’34,  Brookfield  Center  (New  Haven 
County) 

Kurtz,  I.  M.,  N.  Y.  Med.  Coll.  ’33,  Monroe 
Kushlan,  S.  D.,  Yale  ’35,  New  Haven 
Kyle,  G.  B.,  Long  Island  ’38,  Sandy  Hook 

Laakso,  A.  O.,  Cornell  ’37,  Danielson 
La  Bella,  L.  O.,  Columbia  ’25,  Middletown 
Labensky,  A.,  Yale  ’21,  New  London 
LaBrecque,  F.  C.,  Tufts  ’35,  Waterbury 
Lacava,  J.  J.,  Georgetown  ’34,  New  Britain 
Lach,  F.  E.,  Maryland  ’41,  New  Haven 
LaCorte,  S.,  N.  Y.  Med.  Coll.  ’30,  Stamford 
LaFemina,  N.  F.,  Long  Island  ’25,  Hamden 
Lahey,  W.  J.,  Harvard  ’42,  Hartford 
Lambert,  H.  B.,  Jefferson  ’09,  Southport 
Lammert,  T.  K.,  St.  Louis  ’48,  Hartford 
Lampson,  R.  S.,  Harvard  ’34,  Hartford 
Landecker,  N.,  Friedrich  Wilhelm  ’26,  Bridgeport 
Landry,  A.  B.,  Jefferson  ’09,  Hartford 
Landry,  B.  B.,  Harvard  ’20,  Hartford 
Lane,  W.  Z.,  Columbia  ’42,  Darien 
Langan,  M.  J.,  Columbia  ’46,  Cos  Cob 
Langner,  H.  P.,  Yale  ’22,  Milford 
Lankin,  J.  J.,  Harvard  ’37,  Hartford 
Lapenta,  R.  G.,  George  Washington  ’37,  Hartford 
LaPierre,  A.  R.,  Columbia  ’38,  Norwich 
LaPierre,  W.  W.,  Columbia  ’39,  Norwich 
LaPlume,  A.  A.,  Alontreal  ’24,  Bristol 
LaPorte,  T.  F.  V.,  Boston  ’33,  Bristol 
Laramore,  H.  F.,  Texas  ’27,  Hartford 
Larkin,  C.  L.,  Yale  ’15,  Waterbury 
Larkin,  C.  L.,  Jr.,  Columbia  ’46,  Waterbury 
Larkin,  J.  C.,  Johns  Hopkins  ’35,  New  Britain 
Larrabee,  J.  W.,  Harvard  ’26,  Hartford 
Larson,  A.  L.,  Albany  ’35,  Hartford 
Lasser,  L.  M.,  Indiana  ’45,  Hartford 
Laszlo,  A.,  Kiel  ’23,  Bridgeport 

LaTaif,  C.  G.,  Hahnemann  ’36,  Danbury  (Litchfield 
County) 

Laudano,  A.  J.,  Tufts  ’47,  New  Haven 
Laviano,  T.,  Virginia  ’49,  Danbury 
Lavietes,  P.  IT,  Yale  ’30,  New  Haven 
Lavorgna,  M.  H.,  St.  Louis  ’40,  New  Haven 
Lawton,  R.  J.,  Md.  Coll.  Med.  ’08,  Terryville 
Layton,  W.  M.,  Jr.,  Western  Reserve  ’46,  Pearl  River,  New 
York  (Fairfield  County) 

Leak,  R.  L.,  Albany  ’98,  West  Hanford 
Lear,  H.  A.,  St.  Louis  ’43,  Hartford 
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Lear,  M.,  Yale  ’11,  New  Haven 
Leavy,  S.  A.,  Rochester  ’40,  New  Haven 
Lebhar,  N.  F.,  Columbia  ’39,  Westport 
Leddy,  P.  A.,  Harvard  ’24,  Orono,  Maine  (New  Haven 
County) 

Lee,  J.  F.,  Cornell  ’46,  Greenwich 
Lee,  J.  R.,  Queen’s  ’24,  Devon 
Lee,  W.,  Yale  ’41,  New  Britaii. 

Leeds,  W.  G.,  Long  Island  College  ’48,  West  Hartford 
Lehmus,  H.  J.,  N.  Y.  U.  ’43,  Manchester 
Lena,  H.  F.,  Jr.,  Dartmouth  ’43,  New  London 
Lenci,  T.  D„  Columbia  ’49,  Fairfield 
Lencz,  E.,  Vienna  ’36,  Ansonia 
Lenehan,  J.  R.,  Jefferson  ’37,  Hartford 
Lengvel,  P„  Budapest  ’31,  Bridgeport 
Lenkowski,  W.  J.,  N.  Y.  U.  ’37,  Waterbury 
Lenoci,  R.  J.,  Hahnemann  ’40,  Bridgeport 
Leo,  F.  J.,  Marquette  ’46,  East  Hartford 
Leonard,  G.  A.,  Md.  Coll.  Med.  ’05,  Fort  Pierce,  Florida 
(New  Haven  County) 

Leonard,  J.  C.,  Yale  ’32,  Hartford 
Leonard,  M.,  Yale  ’31,  New  Haven 
Leone,  F.,  Long  Island  ’32,  Danbury 
LeRoy,  J.  B.,  Yale  ’50,  Storrs  (Windham  County) 
LeRoyer,  C.  P.,  Jr.,  Tufts  ’42,  Hartford 
Lesko,  J.  M.,  Duke  ’38,  Bridgeport 
Levenson,  A.,  Tufts  ’22,  Bridgeport 
Levin,  A.  E.,  Tufts  ’30,  Hartford 
Levin,  H.  A.,  Univ.  & Bellevue  ’18,  New  Haven 
Levin,  R.  R.,  Harvard  ’36,  Hartford 
Levine,  A.  I.,  N.  Y.  U.  ’35,  Rowayton 
Levine,  H.,  Harvard  ’41,  New  Britain 
Levine,  H.,  N.  Y.  U.  ’46,  Middletown 
Levine,  H.  P.,  Vermont  ’50,  Stamford 
Levine,  J.,  Vermont  ’50,  Stamford 
Levinsky,  M.,  Maryland  ’28,  Bridgeport 
Levreault,  G.  V.,  Tufts  ’42,  Hartford 
Levy,  A.,  Tufts  ’31,  Winsted 
Levy,  D.  F.,  Yale  ’19,  New  Haven 
Levy,  M.  N.,  Tufts  ’23,  Bridgeport 
Levy,  N.,  Yale  ’27,  Branford 
Levy,  S.  H.,  Tufts  ’35,  Stratford 
Levy,  T.  S.,  Med.  Coll,  of  S.  C.  ’48,  Bridgeport 
Lewandrowski,  A.  W.,  Boston  ’47,  Groton 
Lewicld,  E.  S.,  Georgetown  ’35,  Waterbury 
Lewis,  H.  D.,  Harvard  ’42,  New  Haven 
Lewis,  R.  M.,  Pennsylvania  ’10,  New  Haven 
Lewis,  S.  D.,  George  Washington  ’31,  Hartford 
L’Heureux,  J.  A.,  Boston  ’34,  Meriden 
Liberman,  L.  E.,  Harvard  ’45,  Torrington 
Liberson,  M.,  Paris  ’34,  Rocky  Hill 
Liberson,  W.  T.,  Paris  ’36,  Hartford 
Licciardello,  A.  T.,  Harvard  ’47,  Stratford 
Licht,  S.,  N.  Y.  U.  ’31,  West  Haven 
Lidz,  R.  W.,  Basel  ’35,  Hamden 
Lidz,  T.,  Columbia  ’36,  New  Haven 
Lieberman,  D.  L.,  N.  Y.  U.  ’26,  Chester 
Lieberthal,  M.  M.,  N.  Y.  U.  ’35,  Bridgeport 
Liebow,  A.  A.,  Yale  ’35,  New  Haven 
Lillian,  M.,  Georgetown  ’44,  New  Haven 
Lincoln,  G.  C.,  Harvard  ’11,  Woodstock 
Linder,  J.  H.,  Columbia  ’27,  Sharon 
Lindsay,  M.  S.,  Tufts  *11,  West  Hartford  (Middlesex 
County) 

Lindskog,  G.  E.,  Harvard  ’28,  New  Haven 

Lipkoff,  C.  J.,  N.  Y.  U.  ’36,  Milford 

Lippard,  V.  W.,  Yale  ’29,  New  Haven 

Lipsky,  S.  R.,  State  Univ.  of  N.  Y.  ’49,  New  Haven 

Lipton,  H.,  St.  Louis  ’32,  Hartford 


Lirot,  S.  L.  R.,  McGill  ’32,  Meriden 
Lischner,  M.  D.,  Yale  ’30,  Hartford 
Litter,  L.,  Basel  ’36,  Hartford 
Little,  D.  M.,  Jr.,  Harvard  ’44,  Hartford 
Little,  H.  C.,  Yale  ’10,  New  Haven 
Little,  M.  F.,  Yale  ’28,  Hanford 
Little,  M.  H.,  Harvard  ’35,  Willimantic 
Little,  O.  A.  G.,  Boston  ’35,  Willimantic 
Littwin,  R.  J.,  Long  Island  ’36,  Bristol 
Livingston,  W.  T.,  Pennsylvania  ’43,  New  Britain 
Lobb,  R.  A.,  Hahnemann  ’37,  Deep  River 
Locke,  H.  L.  F.,  Tufts  ’12,  Hartford 
Lockhart,  R.  H.,  Yale  ’28,  Bridgeport 
Locks,  AT  O.,  Cornell  ’43,  Westport 
Lockward,  H.  J.,  Western  Reserve  ’43,  Manchester 
Lockwood,  H.  DeF.,  Yale  ’01,  Meriden 
Lockwood,  J.,  Johns  Hopkins  ’30,  Greenwich 
Loewald,  H.  W.,  Rome  ’34,  New  Haven 
Loewenberg,  P.  C.,  Berlin  ’39,  East  Hartford 
Loffredo,  L.,  Pennsylvania  ’22,  Aliddletown 
Loftus,  J.  F.,  Georgetown  ’48,  Hartford 
Logan,  W.  J.,  Yale  ’25,  New  Haven 
Lohman,  W.  H.,  Cornell  ’45,  East  Hartford 
Lohrmann,  W.,  Rochester  ’43,  Meriden 
Loiacono,  A.  J.,  Harvard  ’27,  New  London 
Loiacono,  R.  A.,  N.  Y.  Med.  Coll.  ’43,  New  London 
Lolli,  G.,  Rome  ’28,  New  York  (New  Haven  County) 
Lombardi,  P.  F.,  Tufts  ’21,  Waterbury 
Longo,  A.  D.,  Georgetown  ’38,  Portland 
Longo,  V.  F.,  Long  Island  ’43,  New  Llaven  (Hartford 
County) 

Longo,  V.  J.,  Yale  ’46,  New  London 
Longworth,  E.  F.,  N.  Y.  Med.  Coll.  ’37,  Norwalk 
Lonsdale,  H.  G.,  Berlin  ’22,  North  Little  Rock,  Arkansas 
(Hartford  County) 

Lopatin,  C.,  Louisville  ’41,  Bridgeport 
LoPresti,  D.  A.,  Long  Island  ’47,  Hartford 
Lord,  B.  J.,  Jr.,  Cornell  ’43,  Norwich 
LoRusso,  D.  L.,  Marquette  ’34,  Torrington 
Losito,  A.  J.,  St.  Louis  ’38,  Cos  Cob 
Louderbough,  H.,  Vermont  ’38,  Watertown 
Lovallo,  F.,  Tufts  ’44,  Torrington 
Lovekin,  L.  G.,  Wayne  ’43,  Fairfield 
Lovelace,  T.  R.,  Howard  ’30,  Waterbury 
LoVetere,  A.  A.,  George  Washington  ’35,  West  Hartford 
Lowell,  YV.  H.,  Jr.,  Harvard  ’37,  Hartford 
Lowenberg,  R.  I.,  N.  Y.  U.  ’42,  New  Haven 
Lowman,  R.  M.,  Maryland  ’36,  New  Haven 
Lubchansky,  J.  H.,  N.  Y.  U.  ’33,  New  London 
Lublin,  R.  D.,  Johns  Hopkins  ’29,  East  Hartford 
Luby,  T.  J.,  McGill  ’14,  Hartford 
Luciano,  M.  C.,  Pennsylvania  ’44,  Bridgeport 
Luckner,  W.  G.,  Jefferson  ’38,  Stafford  Springs 
Ludlow,  G.  C.,  Harvard  ’19,  New  Canaan 
Lundberg,  G.  A.  F.,  Jefferson,  ’19,  South  Manchester 
Lundborg,  F.  L.,  Yale  ’30,  West  Hartford 
Luria,  S.,  Western  Ontario  ’38,  Bridgeport 
Luria,  S.  B.,  Harvard  ’43,  Waterbury 
Lydon,  L.  G.  M.,  Yale  ’40,  New  Haven 
Lyddy,  J.  R.,  N.  Y.  U.  ’44,  Natick,  Mass.  (Fairfield  County) 
Lyman,  D.  R.,  Virginia  ’99,  Wallingford 
Lynch,  E.  J.,  Pennsylvania  ’09,  Shelton 
Lynch,  F.,  Columbia  ’43,  Westport 
Lynch,  H.,  N.  Y.  U.  ’24,  Bridgeport 
Lynch,  V.  A.,  Jefferson  ’38,  Bridgeport 
Lyon,  G.  A.,  Cornell  ’41,  Bridgeport 
Lyon,  H.  P.,  McGill  ’36,  Harkel,  Liberia,  West  Africa 
(Hartford  County) 

Lyons,  B.  E.,  Yale  ’38,  Norwalk 
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MacCready,  P.  B.,  Johns  Hopkins  ’21,  New  Haven 

MacCready,  W.  H.,  Harvard  ’27,  Windsor 

MacDougall,  A.  D.,  Cornell  ’43,  Groton 

Macgregor,  J.  V.,  London  ’28,  Darien 

Machcinski,  V.  A.,  Yale  ’47,  Danbury 

Mack,  A.  G.,  Albany  ’43,  Bridgeport 

Mack,  D.  E.,  Syracuse  ’43)  Windsor 

Mackay,  W.  D.,  Indiana  ’28,  Sharon 

MacLean,  E.  M.,  McGill  ’30,  Farmington 

MacLeod,  E.  A.,  Worn.  Med.  Coll.  Pa.  ’25,  Niantic 

Madden,  L.  I.,  Harvard  ’10,  Avon 

Madden,  T.  J.,  Univ.  of  Chicago  ’44,  New  Britain 

Madwed,  A.  E.,  N.  Y.  Med.  Coll.  ’51,  Bridgeport 

Alagida,  M.  G.,  Long  Island  ’46,  Stamford 

Magnano,  J.,  Yale  ’27,  Middletown 

Magyar,  S.  P.,  Laval  ’43,  New  Haven 

Mahan,  T.  P.,  Iowa  Coll.  ’52,  Willimantic 

Maher,  J.  R.,  Boston  ’27,  Stratford 

Mahoney,  D.  F.  C.,  Georgetown  ’24,  Redlands,  Calif. 

(Hartford  County) 

Mahoney,  J.  J.,  McGill  ’33,  Norwich 

Maidman,  L.,  N.  Y.  U.  ’40,  Wilton 

Mainer,  R.  G.,  Vermont  ’39,  New  Britain 

Maiorano,  J.  F.,  Jr.,  N.  Y.  Med.  Coll.  ’43,  New  Haven 

Maislen,  S.,  Vermont  ’14,  Hartford 

Major,  J.  W.,  Vanderbilt  ’39,  Willimantic 

Malloy,  E.  F.,  Cornell  ’28,  Stamford 

Malone,  H.  J.,  Vermont  ’49,  Alanchester 

Malone,  R.  F.,  Tufts  ’43,  Devon 

Maloney,  R.  H.,  Emory  ’48,  Hartford 

Mancall,  I.  T.,  Pennsylvania  ’44,  Hartford 

Alancinelli,  M.  J.,  Hahnemann  ’43,  Stamford 

Mancoll,  M.  M.,  Jefferson  ’28,  Hartford 

Alandell,  H.  N.,  Columbia  ’50,  Norwich 

Mandell,  M.,  Long  Island  ’46,  South  Norwalk 

Mandl,  G.,  Vienna  ’32,  Bethel 

Manheim,  G.,  Vermont  ’46,  New  Haven 

Maniatis,  W.  R.,  Yale  ’47,  Bridgeport 

Mann,  B.  F.,  Jr.,  Boston  ’40,  New  Haven 

Mann,  N.  M.,  Long  Island  ’43,  Hartford 

Alanning,  I.  H.,  Woman’s  Aled.  Pa.  ’50,  Norwich 

Alanuell,  J.  L.,  St.  Louis  Univ.  ’45,  Greenwich 

Alanwaring,  I.  J.,  Pennsylvania  ’95,  Norwich 

March,  H.  W.,  Chicago  ’49,  Stamford 

Marciano,  C.  A.,  Jr.,  "Naples  ’34,  New  York  (New  Haven 

County) 

Alarglis,  B.,  Bowdoin  ’20,  Bridgeport 

Alargold,  A.  AL,  Vermont  ’25,  Norwalk 

Alargolick,  AL,  McGill  ’35,  Putnam 

Alargolius,  N.,  Cornell  ’33,  Waterbury 

Alarianaro,  N.  A.,  St.  Louis  ’30,  Newington 

Marino,  F.  S.,  Maryland  ’42,  Hartford 

Alarino,  R.  S.,  Boston  ’42,  Waterbury  (New  Haven  County) 

Alarinoff,  P.  A.,  Rome  ’41,  Milford 

Marinucci,  E.  D.,  N.  Y.  Med.  Coll.  ’44,  South  Norwalk 

Markley,  D.  N.,  Edinburgh  ’36  ,West  Hartford 

Alarkley,  H.  E.,  Yale  ’43,  Greenwich 

Alarkley,  L.  L.,  Prague  ’25,  Bridgeport 

Alarkoff,  A.,  Long  Island  ’32,  New  Havren 

Markwald,  H.  W.,  Berlin  ’37,  New  Hartford 

Alarranzini,  S.,  N.  Y.  U.  ’28,  Hartford 

Alarsh,  A.,  St.  Andrews  ’37,  Hartford 

Alarsh,  E.  J.,  Yale  ’44,  New  Haven 

Marsh,  R.  R.,  Harvard  ’45,  Hartford 

Alarshak,  I.  J.,  Tufts  ’26,  New  Haven 

Alarshall,  C.  L.,  Howard  ’24,  New  Haven 

Alarshall,  D.,  Northwestern  ’47,  Hartford 

Alarshall,  J.  S.,  Columbia  ’48,  Farmington 

Marshall,  R.  J.,  Jr.,  Louisiana  ’42,  Bridgeport 


Alartelon,  G.  F.,  Boston  ’48,  Bridgeport 
Martin,  E.,  Yale  ’40,  New  Britain 
Martin,  J.  E.,  Dalhousie  ’42,  Norwich 
Martin,  J.  G.,  Yale  ’33,  West  Hartford 
Martin,  Katharine  Hawley,  Yale  ’44,  Watertown 
Martin,  R.  A.,  V ermont  ’37,  Bridgeport 
Alartin,  S.  J.,  Wisconsin  ’35,  Hartford 
Alartin,  W.  E.,  N.  Y.  Aled.  Coll.  ’52,  Milford 
Marvin,  H.  Al.,  Harvard  ’18,  New  Haven 
Alarzialo,  N.  A.,  Tufts  ’48,  Manchester 
Alaslak,  R.,  Louisville  ’34,  Warehouse  Point 
Alassa,  A.  F.,  Yale  ’18,  New  Haven 
Alassaro,  J.,  Yale  ’45,  Alanchester 
Alassey,  D.  AL,  Hahnemann  ’36,  Bridgeport 
Mast,  G.  W.,  Tennessee  ’31,  Ridgefield 
Alasterson,  T.  J.,  Tufts  ’45,  Norwich 
Mastrangelo,  A.,  Jr.,  Boston  ’39,  Stamford 
Alastroianni,  L.,  Padua  ’17,  New  Haven 
Alastronarde,  N.  A.,  Yale  ’32,  Hartford 
Alatossian,  N.  Y.,  Beirut  ’43,  New  Haven 
Alatteis,  J.  T.,  Yale  ’26,  New  Britain 
Alaurer,  L.  L.,  Yale  ’16,  New  Haven 
Maurer,  W.  S.,  Yale  ’38,  Willimantic 
Alayo,  E.  R.,  Tufts  ’38,  Waterbury 
McAdams,  G.  B.,  Johns  Hopkins  ’43,  Hartford 
AlcAlenney,  P.  F.,  Yale  ’29,  New  Haven 
Ale  Andrews,  J.  F.,  Columbia  ’46,  Hartford 
McCarthy,  F.  W.,  Jr.,  Columbia  ’42,  Hartford 
AlcCleary,  E.  S.,  Univ.  Rochester  ’33,  Wallingford 
AlcClellan,  W.  E.,  Toronto  ’04,  Hartford 
AlcCloskey,  E.  AL,  Jefferson  ’51,  Hartford 
AlcCormick,  J.  AL,  Dublin  ’47,  San  Antonio,  Texas 
(Hartford  County) 

AlcCrann,  D.  J.,  Tufts  ’34,  Hartford 
AlcCreery,  E.  P.,  Jr.,  Virginia  ’42,  Bridgeport 
AlcCue,  AL  P.,  Harvard  ’34,  Hartford 
McDermott,  J.  F.,  Cornell  ’23,  Hartford 
McDonald,  H.  T.,  Jr.,  N.  Y.  Aled.  Coll.  ’30,  Glenbrook 
AlcDonald,  W.  L„  Jr.,  Queens  ’33,  Hartford 
AlcDonell,  R.  R.,  Jefferson  ’43,  New  Haven 
McDowell,  A.  V.,  Albany  ’52,  Cromwell 
McFarland,  F.  W.,  Vermont  ’28,  Stamford 
McFarland,  W.  J.,  Yale  ’39,  New  London 
AlcGarry,  J.  F.,  Vermont  ’46,  Stratford 
AlcGarry,  J.  J.,  Yale  ’51,  Darien 
AlcGaughey,  J.  D.,  Ill,  Jefferson  ’44,  Wallingford 
AlcGourty,  A.  F.,  N.  Y.  Homeo.  ’18,  Stamford 
AlcGourty,  D.  P.,  Jefferson  ’27,  Stamford 
AlcGovem,  E.  F.,  Univ.  & Bellevue  ’01,  Bridgeport 
AlcGrath,  J.  F.,  AIcGill  ’23,  Hartford 
AlcGuire,  F.  J.,  Boston  ’37,  Guilford 
Alcllroy,  P.  T.,  Queens  ’16,  Georgetown 
Alclntyre,  F.  P.,  Vennont  ’42,  Stamford 
AlcKendree,  C.  G.,  Virginia  ’43,  Greenwich 
AlcKenna,  J.  F.,  California  ’48,  Torrington 
McKeon,  J.  J.,  Hahnemann  ’39,  Hamden 
AlcKnight,  R.  S.,  Pittsburgh  ’45,  West  Hartford 
AlcLarney,  T.  J.,  P.  & S.,  Balt.  ’97,  Waterbury 
McLaughlin,  J.  C.,  Tufts  ’45,  New  Haven 
AlcLean,  C.  E.,  Yale  ’45,  Hartford 
AlcLean,  T.  S.,  Jr.,  Vermont  ’34,  Bridgeport 
AlcLellan,  P.  G.,  Harvard  ’25,  Hartford 
AlcLeod,  C.  E.,  Vermont  ’34,  Aliddletown 
McMahon,  G.  W.,  Tufts  ’37,  New  Britain 
AlcAlahon,  W.  H.,  Jr.,  Fordham  ’20,  South  Norwalk 
AlcNerney,  J.  C.,  Jefferson  ’27,  Stamford 
AlcNulty,  T.  F.,  Georgetown  ’32,  Hartford 
AlcPherson,  S.  R.,  Jefferson  ’44,  Hartford 
McQueeney,  A.  AL,  Yale  ’03,  Bridgeport 
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Meacham,  C.  T.,  Pennsylvania  ’30,  Stamford 
Medbury,  S.  E.,  Yale  ’43,  YVillimantic 
Meeker,  D.  O.,  Rochester  ’29,  Riverside 
Meigs,  J.  W.,  Harvard  ’40,  New  Haven 
Meister,  L.  F.,  Long  Island  ’30,  Falls  Village 
Mekrut,  J.  A.,  St.  Louis  ’31,  Meriden 
Mellion,  J.,  Yale  ’23,  New  Britain 
Meltzer,  S.  B.,  Long  Island  ’44,  Bridgeport 
Mendelsohn,  W.,  Johns  Hopkins  ’33,  New  Haven 
Mendillo,  A.  J.,  Yale  ’07,  New  Haven 
Mendillo,  J.  C.  F.,  Yale  ’30,  New  Haven 
Mendillo,  J.  J.,  Columbia  ’45,  New  Haven 
Menousek,  J.  A.,  Vermont  ’32,  Plainville 
Menzer,  A.,  Basel  ’39,  Hartford 
Meo,  R.  C.,  George  Washington  ’34,  Waterbury 
Meredith,  C.  E.,  McGill  ’51,  Middletown,  Rhode  Island 
(Middlesex  County) 

Mermann,  A.  C.,  Johns  Hopkins  ’47,  Guilford 

Merriman,  H.,  Columbia  ’36,  Waterbury 

Merriman,  M.  H.,  Columbia  ’06,  Waterbury 

Meshken,  J.,  Rush  ’37,  Bridgeport 

Messina,  M.  C.,  Tennessee  ’27,  East  Hartford 

Messinger,  H.  J.,  Basel  ’39,  Fairfield 

Metcalf,  E.  H.,  Jefferson  ’14,  Rockville 

Meunier,  J.  L.,  Vermont  ’38,  New  Milford 

Meyer,  F.  M.,  Indiana  ’28,  Bridgeport 

Meyers,  R.  A.,  Michigan  ’31,  Watertown 

Michalowski,  V.  S.,  Boston  ’29,  Kensington 

Micheels,  L.  J.,  Utrecht  ’47,  Westport 

Michel,  L.  I.,  Long  Island  ’43,  New  Haven 

Middlebrook,  L.  F.,  Johns  Hopkins  ’30,  Hartford 

Mignone,  J.,  Yale  ’33,  New  Haven 

Milano,  N.  A.,  Georgetown  ’27,  West  Haven 

Miles,  H.  S.,  Columbia  ’91,  Fairfield 

Milici,  J.  J.,  Hahnemann  ’40,  West  Haven 

Millard,  D.  H.,  Georgetown  ’46,  Stamford 

Millen,  S.  R.,  George  Washington  ’38,  New  Haven 

Miller,  G.  R.,  Tufts  ’39,  Manchester 

Miller,  H.  B.,  Rush  *33,  Hartford 

Miller,  H.  K.,  Columbia  ’32,  Stamford 

Miller,  J.  R.,  Johns  Hopkins  ’ 1 1 , West  Hartford 

Miller,  R.  M.,  Columbia  ’26,  New  Milford 

Miller,  S.  M.,  Tulane  ’41,  Hartford 

Mills,  B.  L.,  Vermont  ’25,  Rocky  Hill  (New  Haven  County) 
Mills,  C.  W.,  Cornell  ’38,  Norwalk 
Milone,  H.  S.,  Georgetown  ’50,  New  Haven 
Milone,  J.  E.,  Naples  ’39,  Norwich 
Milstone,  J.  H.,  Johns  Hopkins  ’37,  New  Haven 
Minor,  J.  V.,  Jr.,  Georgetown  ’46,  Norwalk 
Minor,  L.  W.,  Yale  ’32,  Middletown 
Mirabile,  C.  S.,  McGill  ’30,  Hartford 
Mirabile,  T.  J.,  Georgetown  ’37,  East  Hartford 
Miselis,  F.  J.,  Boston  ’45,  Uncasville 
Missett,  J.  S.,  Columbia  ’40,  Hartford 
Misuk,  J.  F.,  Georgetown  ’32,  Meriden 
Mitchell,  G.  V.,  McGill  ’38,  Torrington 
Mlynarski,  J.  A.,  Georgetown  ’39,  New  Britain 
Moench,  J.  C.,  Rochester  ’45,  New  Haven 
Mogil,  M.,  Buffalo  ’39,  New  Haven 
Moher,  J.  J.,  Yale  ’37,  Hartford 
Molloy,  R.  J.,  Cornell  ’48,  Hartford 
Molnar,  G.  J.,  Georgetown  ’43,  Bridgeport 
Molumphy,  P.  E.,  Yale  ’44,  Baltimore,  Maryland  (New 
Haven  County) 

Monacella,  J.  M.,  Columbia  ’35,  Windsor 
Monagan,  T.  M.,  Harvard  ’40,  Waterbury 
Monahan,  D.  T.,  Yale  ’33,  Bridgeport 
Mongillo,  F.,  Med.  Coll.  Va.  ’28,  New  Haven 


Monti,  L.  J.,  Vermont  ’41,  New  Britain 
Mooney,  S.,  Tufts  ’27,  Bridgeport 
Moorad,  P.  J.,  Rochester  ’31,  New  Britain 
Moore,  C.  D.,  Queen’s  ’28,  Stamford 
Moore,  D.  B.,  Tufts  ’35,  New  Haven 
Moore,  E.  J.  T.,  Tufts  ’48,  Waterbury 
Moore,  H.  F.,  Missouri  ’98,  Bethel 
Moore,  M.  R.,  Queen’s  ’29,  Norwich 
Moore,  R.  W.,  N.  Y.  U.  ’43,  Sharon 
Moore,  W.  J.,  Columbia  ’21,  Cheshire 
Morgan,  K.  R.,  Yale  ’42,  Bridgeport 
Morgan,  L.  G.,  N.  Y.  Med.  Coll.  ’49,  Stamford 
Morgan,  W.  O.,  Georgetown  ’30,  Westport 
Morgan,  W.  S.,  Yale  ’51,  Hamden 
Monarty,  J.  P.,  Vermont  ’47,  Stamford 
Moriarty,  M.  E.,  Yale  ’26,  South  Manchester 
Morrill,  H.  F.,  Harvard  ’25,  Waterbury 
Morris,  F.  R.,  Maryland  ’41,  Bridgeport 
Morris,  J.  M.,  Harvard  ’40,  New  Haven 
Morris,  J.  S.,  Texas  ’27,  Greenwich 
Morrison,  D.  R.,  Cornell  ’39,  Hartford 
Morrison,  D.  W.,  Columbia  ’40,  Manchester 
Morrison,  J.  B.,  Yale  ’48,  Orange 
Morrison,  J.  E.,  Maryland  ’46,  Norwich 
Morriss,  W.  H.,  Johns  Hopkins  ’12,  Wallingford 
Morrissett,  L.  E.,  Med.  Coll.  Va..  ’36,  Greenwich 
iMorrow,  H.  S.,  Columbia  ’40,  Danbury 
Morse,  W.  J.,  Vermont  ’31,  New  London 
Moser,  D.  W.,  Tufts  ’43,  Rocky  Hill 
Moss,  A.  M.,  Toronto  ’47,  Newtown 
Moss,  H.  G.,  N.  Y.  U.  ’28,  New  Haven 
Mott,  F.  E.,  Buffalo  ’41,  New  Haven 
Motyka,  S.  J.,  Arkansas  ’38,  New  Britain 
Moulyn,  A.  C.,  Utrecht  ’30,  Darien 

Mouradian,  M.  G.,  Worn.  Med.  Coll.  Pa.  ’13,  New  Britain 
Moxness,  B.  A.,  Georgetown  ’25,  Montgomery,  Alabama 
(Hartford  County) 

Moxon,  G.  F.,  Marquette  ’30,  Mansfield  Depot  (Windham 
County) 

Moyer,  W.  T.,  Jr.,  Pennsylvania  ’47,  Manchester 
Moyle,  H.  B.,  Toronto  ’10,  New  Hartford  (Hartford 
County) 

Mulaire,  V.  J.,  Boston  ’39,  Stamford 
Mulford,  E.  H.,  II,  Duke  ’41,  Stamford 
Mullaney,  T.  P.,  Jr.,  Vermont  ’46,  Windsor  Locks 
Muller,  J.  N.,  Columbia  ’43,  New  Haven 
Mulligan,  AT,  Boston  ’38,  Waterbury 

Mulville,  AI.  F.,  Tufts  ’37,  Los  Angeles,  California  (Hartford 
County) 

Murcko,  W.  J.,  Marquette  ’37,  Torrington 
Murdock,  C.  L.,  N.  Y.  Med.  Coll.  ’48,  Bridgeport 
Murdock,  T.  P.,  Maryland  ’10,  A'leriden 
Murphy,  C.  A.,  Long  Island  ’33,  Stamford 
Murphy,  J.,  Pennsylvania  ’95,  Middletown 
Murphy,  J.  C.,  Columbia  ’32,  Danbury 
Murphy,  J.  J.,  Georgetown  ’35,  Danbury 
Murphy,  J.  J.,  Tufts  ’43,  East  Hartford 
/Murphy,  J.  P.,  N.  Y.  Med.  Coll.  ’50,  Cos  Cob 
Murphy,  O.  L.,  Vermont  ’21,  Simsbury 
Murphy,  P.  D.,  Tufts  ’47,  Shadyside,  Ohio  (Fairfield 
County) 

Murphy,  R.  D.,  Tufts  ’47,  Wethersfield 
Alurphy,  T.  B.,  Harvard  ’23,  Wallingford 
Alurphy,  T.  D.,  Columbia  ’30,  Milford,  New  Hampshire 
(Hartford  County) 

Murphy,  T.  F.,  Jefferson  ’33,  West  Hartford 
Murray,  H.  J.,  Jefferson  ’16,  Stamford 
Murray,  J.  G.,  N.  Y.  U.  ’43,  Greenwich 
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Murray,  J.  T.,  N.  Y.  U.  ’47,  New  London 
Murray,  T.  O.,  Tufts  ’32,  Gulfport,  Miss.  (Fairfield 
County) 

Murray,  W.  J.,  Jefferson  ’32,  Bridgeport 
Murray,  W.  J.,  Jr.,  Cornell  ’47,  New  London 
Musselman,  L.  K.,  Johns  Hopkins  ’19,  New  Haven 
Mylon,  E.,  Berlin  ’20,  New  Haven 

Nagle,  W.  T.,  Med.  Chi.  Phila.  ’14,  Southington 
Nagoumey,  D.,  Long  Island  ’36,  Bridgeport 
Nahum,  L.  H.,  Yale  ’16,  New  Haven 
Nardone,  G.  F.,  Boston  ’44,  Derby 
Narowski,  J.  J.,  Tufts  ’43,  Derby 
Neff,  W.  E.,  Jr.,  Columbia  ’33,  Cheshire 
Neidlinger,  W.  J.,  Cornell  ’33,  Hartford 
Neill,  M.  H.,  Columbia  ’43,  Hartford 
Nelson,  W.  N.,  George  Washington  ’26,  Cromwell 
Nemoitin,  B.  O.,  Long  Island  ’34,  Stamford 
Nemoitin,  J.,  Columbia  ’05,  Stamford 
Nesbit,  R.  R.,  Albany  ’29,  New  Haven 
Nespor,  R.  W.,  Boston  ’33,  Westport 
Neuswanger,  C.  H.,  Harvard  ’23,  Waterbury 
Neuwirth,  A.  A.,  Bellevue  Medical  ’30,  New  Haven 
Nevins,  R.  A.,  Georgetown  ’51,  Fairfield 
Nevulis,  A.  V.,  Vermont  ’38,  New  Britain 
Newcombe,  R.  V.,  Vermont  ’40,  North  Windham 
Newman,  A.  A.,  Long  Island  ’42,  Bridgeport 
Newman,  H.  R.,  Toronto  ’33,  New  Haven 
Newman,  R.,  Johns  Hopkins  ’30,  New  Haven 
Newman,  R.  J.,  Long  Island  ’45,  Waterbury 
Newton,  R.  F.,  Yale  ’47,  Hamden 
Nichols,  C.  W.,  Vermont  ’20,  Bridgeport 
Nichols,  E.,  Yale  ’39,  Hartford 
Nichols,  F.  L.,  Columbia  ’42,  Hartford 
Nichols,  R.  W.,  Johns  Hopkins  ’12,  New  Haven 
Nicholson,  R.  E.,  Tulane  ’42,  Hartford 
Nickou,  N.,  Univ.  Cincinnati  ’49,  Branford 
Nielsen,  T.  M.,  Copenhagen  ’38,  New  London 
Nims,  R.  G.,  Columbia  ’43,  West  Haven 
Nixon,  J.  T.,  N.  Y.  U.  ’51,  New  Haven 
Noble,  R.  P.,  Columbia  ’40,  Sharon 
Nodelman,  J.,  Yale  ’29,  New  Haven 
Nolan,  J.  F.,  iYlcGill  ’32,  Bridgeport 
Nolan,  J.  J.,  Pittsburgh  ’42,  Stamford 
Nolan,  J.  O’L.,  Tufts  ’40,  Hartford 
Nolan,  K.  Q.,  Temple  ’35,  Stratford 
Nolan,  T.  F.,  Yale  ’49,  Waterbury 
Noonan,  R.  H.,  Long  Island  ’47,  Bridgeport 
Norrington,  E.  G.,  N.  Y.  Med.  Coll.  ’39,  Norwalk 
Northman,  F.  F.,  Breslau  ’34,  Bridgeport 
Northrop,  R.  A.,  Jefferson  ’32,  Norwalk 
Nowrey,  J.  E.,  Johns  Hopkins  ’22,  Mansfield  Depot 
(Windham  County) 

Nurnberger,  J.  I.,  Northwestern  ’43,  Hartford 

Oberg,  F.  T.,  Harvard  ’16,  Hartford  (Fairfield  County) 

O’Brasky,  G.  H.,  Jefferson  ’20,  New  Haven 

O’Brasky,  L.,  Jefferson  ’22,  New  Haven 

O’Brien,  F.  H.,  Columbia  ’38,  Waterbury 

O’Brien,  J.  F.,  Yale  ’08,  Waterford 

O’Brien,  J.  M.,  Pennsylvania  ’37,  Bridgeport 

O’Brien,  W.  H.  J.,  Yale  ’12,  New  Haven 

O’Connell,  E.  B.,  Yale  ’41,  New  Haven 

O’Connell,  E.  J.,  Tufts  ’34,  Unionville 

O’Connell,  J.  D.,  Harvard  ’39,  Hartford 

O’Connell,  J.  F.,  Vermont  ’21,  Hartford 

O’Connell,  M.  F.,  Yale  ’22,  Hartford 

O’Connell,  P.  H.,  Loyola  ’29,  Norwich 


O’Connell,  T.  J.,  N.  Y.  Med.  ’48,  Hartford 
O’Connell,  W.  M.,  Yale  ’17,  West  Haven 
O’Connor,  D.  S.,  Bowdoin  ’19,  New  Haven 
O'Conor,  G.  T.,  Cornell  ’48,  Hartford 
O’Donnell,  T.  J.,  Syracuse  ’08,  Greenwich 
Oelschlegel,  H.  C.,  Jefferson,  *1 1,  Torrington 
Oesau,  H.  T.,  Jefferson  ’26,  Stratford 
Ogden,  R.  T.,  Harvard  ’24,  Hartford 
Ogilvie,  J.  B.,  Yale  ’34,  Stamford 
Ohanesian,  J.  H.,  Hahnemann  ’49,  New  Britain 
O’Herlihy,  D.  B.,  Dublin  ’48,  Wethersfield 
O’Keefe,  D.  F.,  Columbia  ’29,  West  Hartford 
Olmsted,  J.  G.  M.,  McGill  ’25,  Hartford 
Olmsted,  R.  W.,  Harvard  ’44,  Bethesda,  Maryland  (Fairfield 
County) 

O’Looney,  J.  J.,  Jr.,  Jefferson  ’45,  Bridgeport 
Olore,  L.,  Tufts  ’43,  Waterbury 
Olsavsky,  J.  C.,  Georgetown  ’43,  Bridgeport 
Olsen,  R.  C.,  Long  Island  ’45,  New  London 
Oltman,  J.  E.,  Minnesota  ’34,  Newtown 
O’Meara,  F.  P.,  N.  Y.  Med.  Coll.  ’36,  Stamford 
Onderdonk,  H.  J.,  Univ.  & Bellevue  ’97,  Old  Saybrook 
(Hartford  County) 

O’Neil,  V.  D.,  McGill  ’41,  Newington 
O’Neill,  C.  W.,  Yale  ’26,  Hartford 
O’Neill,  J.  J.,  Tufts  ’32,  Bridgeport 
O’Neill,  J.  J.,  Tufts  ’48,  New  Haven 
Opinsky,  M.,  Georgetown  ’46,  Hartford 
Oppenheimer,  K.,  Heidelberg  ’20,  Norwich 
Opper,  L.,  Munich  ’33,  Torrington 

Orbach,  E.  J.,  Friedrich  Wilhelm,  Berlin  ’24,  New  Britain 

Orfitelli,  O.  P.,  State  of  N.  Y.  Med.  Center  ’51,  Hartford 

Orlowski,  A.  W.,  Tufts  ’36,  Torrington 

Ormand,  J.,  Georgetown  ’40,  Westport 

Ormond,  J.  K.  T.,  McGill  ’43,  Hartford 

Orr,  H.  D.,  Boston  ’48,  Coventry  (Windham  County) 

Osborn,  S.  H.,  Tufts  ’14,  Hartford 

O’Shea,  W.  A.,  Jr.,  Boston  ’49,  New  Haven 

Osmond,  R.  H.,  Yale  ’23,  Hartford 

Oster,  K.  A.,  Cologne  ’34,  Bridgeport 

Ostriker,  P.  J.,  State  Univ.  of  N.  Y.  ’50,  Stamford 

Otis,  F.  N.,  Tufts  ’18,  Meriden 

Otis,  I.  S.,  George  Washington  ’17,  Meriden 

Otis,  R.  D.,  Yale  ’49,  Wallingford 

Ottenheimer,  E.  J.,  Virginia  ’22,  Willimantic 

Oughterson,  A.  W.,  Harvard  ’24,  New  Haven 

Owens,  A.  P.,  McGill  ’37,  Bridgeport 

Owens,  E.  R.,  Temple  ’46,  Hartford 

Owre,  A.,  Jr.,  Yale  ’51,  Madison  (Middlesex  County) 

Oxnard,  E.  YV.,  Harvard  ’36,  Cheshire 

Padula,  R.  D.,  Cincinnati  ’30,  Norwalk 

Padula,  V.  D.,  Rome  ’35,  Hartford 

Paget,  J.  F.,  Tufts  ’40,  Bridgeport 

Pagliaro,  J.  J.,  Georgetown  ’37,  Shelton 

Paladino,  J.  S.,  Boston  ’26,  Hartford 

Palluotto,  W.  V.,  N.  Y.  Aled.  Coll.  ’50,  New  Haven 

Palmieri,  M.  L.,  Yale  ’32,  Middletown 

Palmieri,  M.  YV.,  Naples  ’33,  New  Haven 

Panettieri,  A.  J.,  Y7ermont  ’37,  Bridgeport 

Pantaleo,  C.  V.,  Creighton  ’43,  New  Haven 

Paolillo,  C.  G.,  Yale  ’35,  New  Britain 

Papa,  J.  S.,  Tufts  ’28,  Bristol 

Paras,  J.  L.,  Univ.  of  Philippines  ’46,  Middletown 

Parente,  L.,  Emory  ’31,  Hamden 

Paris,  M.,  N.  Y.  U.  ’30,  South  Norwalk 

Parisi,  A.  J.,  Tufts  ’44,  New  Haven 

Parker,  R.  L.,  Western  Ontario  ’41,  Bridgeport 
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Parkinson,  J.  E.,  Yale  ’48,  Wethersfield 
Parlato,  H.  A.,  N.  Y.  U.  ’36,  New  Britain 
Parlato,  M.  A.,  Yale  ’08,  Derby 
Parrella,  G.  S.,  Yale  ’41,  Milford 
Parrella,  L.  A.,  Tufts  ’34,  North  Haven 
Parshley,  P.  F.,  Pennsylvania  ’27,  West  Hartford 
Partington,  P.  R.,  Columbia  ’34,  Hartford 
! Parton,  G.  F.,  Jr.,  Cornell  ’45,  East  Hartford 
Partridge,  W.  P.,  Harvard  ’20,  West  Hartford 
Pascal,  T.  J.,  Rush  ’31,  Bridgeport 
Pasetto,  E.,  Vermont  ’36,  Waterbury 
Pasquariello,  D.  W.,  Naples  ’36,  Bridgeport 
Pasternak,  M.,  Toronto  ’36,  New  Haven 
Patterson,  F.  A.,  Harvard  ’27,  Norwalk 
Patterson,  H.  C.,  Bowman  Gray  ’45,  Danbury 
Paul,  F.,  Munich  ’24,  Norwalk 
Paul,  J.  R.,  Johns  Hopkins  ’19,  New  Haven 
Paul,  V.  A.,  Hahnemann  ’13,  Stamford 
Peacock,  A.  U.,  Rush,  ’33,  Hartford 
Pearce,  M.  G.,  Texas  ’22,  New  Canaan 
Pease,  M.  C.,  Columbia  ’06,  Ridgefield 
Peck,  B.  C.,  Long  Island  ’31,  New  Britain 
Peckham  C.  H.,  Johns  Hopkins  ’23,  Manchester 
Pellens,  M.,  Cornell  ’30,  Bridgeport 
Pelliccia,  O.,  Jr.,  Johns  Hopkins  ’39,  New  Haven 
Pelz,  K.,  Vienna  ’32,  Wallingford 
Pendleton,  E.  R.,  P.  & S.,  Boston  ’04,  Westfield,  Mass, 
(Hartford  County) 

Penner,  S.  L.,  Columbia  ’34,  Stratford 
Pennington,  H.  F.,  Harvard  ’27,  Meriden 
Pepe,  A.  J.,  Maryland  ’35,  Ansonia 
Pepe,  V.,  Yale  ’46,  Meriden 
Pepper,  D.  S.,  Pennsylvania  ’32,  Hartford 
Perakos,  G.  P.,  Georgetown  ’32,  New  Britain 
Perham,  W.  S.,  Michigan  ’32,  New  Haven 
Perkins,  J.  A.,  McGill  ’41,  Hartford 
Perreault,  J.  N.,  Tufts  ’07,  Danielson 
Perry,  D.  D.,  N.  Y.  Med.  Coll.  ’45,  Bristol 
Persons,  R.  E.,  Syracuse  ’43,  Meriden 
Peterson,  A.,  Univ.  Budapest  ’25,  Newington 
Peterson,  E.  B.,  Vermont  ’28,  Norwich 
Peterson,  R.  C.,  Yale  ’48,  Stratford 
Petrelli,  J.,  Yale  ’25,  New  Haven 
Petrie,  S.  J.,  Temple  ’50,  Ansonia 
Petrillo,  C.,  Yale  ’38,  New  Haven 
Pfaff,  F.  O.,  Cornell  ’36,  New  Haven 
Phelps,  M.  O.,  McGill  ’29,  Hartford 
Phelps,  P.  S.,  McGill  ’30,  Hartford 
Phiffer,  J.  L.,  Ohio  ’54,  Rockville 
Philipson,  S.,  N.  Y.  Homeo.  ’18,  New  Haven 
Phillips,  C.  C.,  Louisville  ’49,  New  Haven 
Phillips,  F.  L.,  Yale  ’06,  New  Haven 
Phillips,  H.  S.,  Toronto  ’22,  Westport 
Phillips,  K.  T.,  Tufts  ’19,  Putnam 
Phillips,  N.  T.,  Boston  ’44,  Norwich 
Piacente,  S.  S.,  Rochester  ’40,  Hartford 
Piasecki,  J.  L.,  Maryland  ’12,  Norwalk 
Piasta,  P.  F.,  Boston  ’24,  Middletown 
Piazza,  G.  J.,  Boston  ’32,  New  Haven 
Piccolo,  P.  A.,  Maryland  ’37,  New  Haven 
Pickren,  T.  R.,  Arkansas  ’44,  Bridgeport 
Pierce,  H.  F.,  Johns  Hopkins  ’35,  Hartford 
Pierce,  J.  A.,  Georgetown  ’50,  New  Haven 
Pierson,  E.  M.,  Yale  ’24,  Cromwell 
Pierson,  L.  A.,  Tufts  ’27,  Meriden 
Pike,  M.  M.,  Harvard  ’25,  Hartford 
Pileggi,  P.,  Maryland  ’28,  Bridgeport 
Pilot,  M.  L.,  Illinois  ’48,  New  Haven 
Pinn,  A.  S.,  Laval  ’29,  New  Haven 


Pious,  W.  L.,  Jefferson  ’32,  New  Haven 
Pitegoff,  C.  PL,  St.  Louis  ’40,  New  Haven 
Pitegoff,  G.  I.,  St.  Louis  ’37,  Hartford 
Pitock,  Al.  P.,  Tufts  ’30,  Bridgeport 
Pizzo,  P.  S.,  N.  Y.  U.  ’45,  Hartford 
Plakins,  H.  G.,  Univ.  of  Zurich  ’52,  Wallingford 
Platt,  I.  S.,  Southern  California  ’12,  Waterbury 
Platz,  E.  J.,  Pennsylvania  ’43,  Manchester 
Platz,  J.,  Cologne  ’31,  East  Hartford 
Plessen,  M.  A.,  Kiel  ’29,  Hartford 
Plukas,  J.  M.,  Georgetown  ’32,  Bridgeport 
Plunkett,  J.  P.,  Chicago  ’43,  New  Haven 
Poczabut,  J.  S.,  Vermont  ’41,  Stamford 
Poirier,  T.  M.,  Georgetown  ’34,  Windsor 
Pola,  W.  E.,  Louisville  ’32,  New  Britain 
Polito,  F.  L.,  Yale  ’21,  Torrington 
Polito,  J.  C.,  N.  Y.  Med.  Coll.  ’52,  Winsted 
Polivy,  C.,  N.  Y.  U.  ’42,  Hartford 
Pollard,  R.  L.,  Tufts  ’36,  Waterbury 
Pollock,  H.  M.,  Jr.,  Boston  ’36,  Bristol 
Pomeroy,  N.  A.,  Columbia  ’96,  Waterbury 
Pomeroy,  W.  H.,  Maryland  ’43,  Poquonock 
Pond,  M.  J.,  Rush  ’15,  Bronx,  New  York  (Hartford  County) 
Poole,  A.  K.,  Johns  Hopkins  ’23,  New  Haven 
Pope,  R.  H.,  Johns  Hopkins  ’45,  Bridgeport 
Popkin,  M.  S.,  George  Washington  ’35,  Bridgeport 
Porter,  J.  I.,  McGill  ’52,  Greenwich 
Post,  E.  A.,  Georgetown  ’33,  Waterbury 
Poverman,  D.,  Vermont  ’32,  New  Haven 
Powell,  C.  P.,  Howard  ’48,  Rocky  Hill 
Powell,  W.,  Queen’s  ’24,  New  Haven 
Powers,  G.  F.,  Johns  Hopkins  ’13,  New  Haven 
Pratt,  A.  P.,  Plarvard  ’22,  Windsor 
Pratt,  G.  K.,  Detroit  ’15,  Bridgeport 
Prestley,  W.  F.,  Harvard  ’40,  Hartford 
Preston,  N.,  Albany  ’47,  Waterbury 
Preston,  T.  R.,  Yale  ’25,  West  Hartford 
Priddy,  F.  E.,  Northwestern  ’28,  Wethersfield 
Prignano,  J.  V.,  Georgetown  ’40,  Manchester 
Prokesch,  C.  E.,  N.  Y.  Med.  Coll.  ’49,  New  London 
Prosser,  F.  D.,  Cornell  ’28,  Putnam 
Prout,  E.  B.,  Syracuse  ’14,  Hartford  (Middlesex  County) 
Pulaski,  J.  E.,  Georgetown  ’44,  Hartford 
Pullen,  E.  M.,  Cornell  ’24,  New  Canaan 
Pullen,  R.  W.,  Yale  ’21,  New  York  (Hartford  County) 
Purinton,  C.  O.,  Yale  ’00,  New  Hartford  (Hartford 
County) 

Purnell,  M.  A.,  Boston  ’49,  Rockville 
Purnell,  O.  J.,  Cornell  ’42,  Rockville 
Purnell,  W.  E.,  Boston  ’48,  Hartford 
Purney,  J.,  Jr.,  McGill  ’39,  Bristol 
Pyrtek,  L.  J.,  Rush  ’42,  Hartford 

Quatrano,  J.  C.,  Vermont  ’31,  Bridgeport 
Quinlan,  R.  V.,  P.  & S.,  Balt,  ’io,  Meriden 
Quinn,  J.  F.,  Maryland  ’06,  Bridgeport 
Quinn,  R.  J.,  P.  & S.,  Balt.  ’13,  Waterbury 
Quintiliani,  A.,  Harvard  ’29,  Norwich 

Rademacher,  E.  S.,  Iowa  ’23,  New  Haven 

Radin,  M.  J.,  Columbia  ’i 6,  Hartford 

Radom,  M.  M.,  Jefferson  ’25,  Hartford 

Radowiecki,  M.  W.,  N.  Y.  Med.  ’43,  New  Haven 

Raffa,  J.,  Columbia  ’34,  Glastonbury 

Raffaele,  F.  J.,  W.  Ontario  ’30,  Stamford 

Rafferty,  B.,  Jefferson  ’28,  Willimantic 

Rafkind,  A.  B.,  Paris  ’37,  Middletown 

Ralph,  F.  T.,  Temple  ’43,  Darien 

Ralston,  R.  M.,  Johns  Hopkins  ’44,  Brookfield  Center 
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Rand,  R.  F.,  Johns  Hopkins  ’oo,  Center  Harbor,  New 
Hampshire  (New  Haven  County) 

Randolph,  Rl.  F.,  Rochester  ’43,  Danbury 
Rankin,  B.  F.,  McGill  ’19,  Hartford 
Rankin,  C.,  Nebraska  ’43,  Hartford 
Rapoport,  L.  M.,  N.  Y.  Med.  Coll.  ’50,  Milford 
Rasmussen,  H.  N.,  Tufts  ’25,  Uncasville 
Ravitz,  L.  J.,  Wayne  ’46,  Philadelphia,  Pennsylvania  (New 
Haven  County) 

Rawls,  E.  C.,  Med.  Coll.  Va.  ’31,  Stamford 

Raymer,  J.  G.,  Harvard  ’25,  Norwich 

Read,  F.  A.,  Yale  ’34,  Old  Greenwich 

Reade,  E.  G.,  Jefferson  ’16,  Watertown 

Reardon,  W.  F.,  P.  & S.,  Balt.  ’04,  Hartford 

Redlich,  E.  A.,  Vienna  ’35,  New  Haven 

Redlich,  F.  C.,  Vienna  ’35,  New  Haven 

Reed,  J.  F.,  Cornell  ’41,  Hartford 

Reich,  U.  S.,  Virginia  ’09,  Bridgeport 

Reichcnbach,  A.  E.,  Tufts  ’38,  Waterbury 

Reidy,  D.  D.,  Columbia  ’27,  Plartford 

Reidy,  M.  J.,  Jr.,  St.  Louis  ’42,  Winsted 

Reilly,  W.  J.,  Tufts  ’35,  Naugatuck 

Reinfrank,  R.  F.,  Long  Island  ’49,  East  Hartford 

Reinhard,  W.  J.,  Jefferson  ’51,  Southport 

Reiss,  J.,  N.  Y.  U.  ’14,  Newtown 

Reiter,  B.  R.,  Harvard  ’34,  Bridgeport 

Rem,  E.  A.,  Long  Island  ’47,  Norwalk 

Renaud,  R.  H.,  Georgetown  ’51,  Bridgeport 

Renehan,  J.  M.,  Tufts  ’28,  Ansonia 

Rentsch,  S.  B.,  Michigan  ’23,  Derby 

Resnik,  E.,  McGill  ’30,  New  Britain 

Resnik,  H.,  Johns  Hopkins  ’31,  Bridgeport 

Resnik,  W.  H.,  Johns  Hopkins  ’21,  Stamford 

Reynolds,  H.  St.  C.,  Yale  bo,  Norwich  (Hartford  County) 

Reynolds,  H.  S.,  Albany  ’14,  Hartford 

Reynolds,  J.  A.,  Tufts  ’36,  Waterbury 

Reynolds,  R.  G.,  Harvard  ’26,  Hartford 

Reynolds,  W.  M.,  Columbia  ’31,  Greenwich 

Rhoades,  E.  J.,  Yale  ’43,  New  Haven 

Ribner,  H.,  Tufts  ’34,  Bridgeport 

Ricca,  R.  A.,  Pennsylvania  ’40,  Glastonbury 

Riccio,  F.  D.,  Univ.  of  Rome  ’37,  Stratford 

Riccio,  F.  J.,  Rome  ’42,  Bridgeport 

Riccio,  J.  S.,  St.  Louis  ’37,  Waterbury 

Riccitelli,  M.  L.,  Yale  ’22,  New  Haven 

Richar,  W.  J.,  Cornell  ’46,  Stamford 

Richards,  W.  R.,  Cornell  ’35,  New  Haven 

Richardson,  R.  A.,  Vermont  ’14,  Bristol 

Richman,  D.  P.,  N.  Y.  U.  ’42,  South  Norwalk 

Riege,  D.  IT,  Yale  ’46,  Hartford 

Riendeau,  F.  M.,  Paris  ’27,  Torrington 

Riendeau,  P.  L.,  Paris  ’27,  Torrington 

Riesmann,  J.  P.,  Pennsylvania  ’38,  New  Haven 

Righthand,  N.,  Albany  ’47,  Stamford 

Rilance,  A.  B.,  McGill  ’31,  New  Haven 

Rindge,  M.  E.,  Duke  ’41,  Hartford  (New  Haven  County) 

Rindge,  N.  P.,  Yale  ’35,  Clinton 

Riordan,  W.  D.,  N.  Y.  Med.  Coll.  ’43,  New  Haven 

Robb,  S.  A.,  Cornell  ’40,  Meriden 

Robbins,  J.,  Paris  ’37,  Thompsonville 

Roberge,  G.  F,.,  Yale  ’38,  Stratford 

Roberts,  D.  J.,  Vermont  ’16,  Hartford 

Roberts,  E.  R.,  Maine  ’13,  Bridgeport 

Roberts,  F.  W.,  Johns  Hopkins  ’24,  New  Haven 

Robertson,  A.  R.,  Temple  ’42,  Torrington 

Robertson,  F.  G.,  Jr.,  Yale  ’48,  Greenwich 

Robertson,  G.  F.,  Columbia  ’41,  Greenwich 

Robey,  N.  C.,  Yale  ’17,  Newtown 


Robinson,  A.  J.,  Toronto  ’23,  Hartford 
Robinson,  D.,  Johns  Hopkins  ’42,  Hartford 
Robinson,  F.,  Cornell  ’42,  New  Haven 
Robinson,  J.  C.,  Vermont  ’45,  Hartford 
Robinson,  W.  J.  T.,  Long  Island  ’21,  Broad  Brook 
Robison,  R.  C.,  Yale  ’36,  Stamford 
Roccapriore,  B.  A.,  Jefferson  ’31,  Middletown 
Rocco,  M.  P.,  Georgetown  ’41,  Hartford 
Roch,  G.  E.,  Tufts  ’34,  Willimantic 
Rockwell,  A.  E.,  Johns  Hopkins  ’21,  Bridgeport 
Rogers,  E.,  Cornell  ’30,  Ridgefield 
Rogers,  F.  P.,  Syracuse  ’33,  West  Hartford 
Rogers,  J.  F.,  Duke  ’42,  Stamford 
Rogers,  O.  F.,  Jr.,  Harvard  ’12,  New  Flaven 
Rogers,  P.  H.,  Yale  ’12,  West  Haven 
Rogers,  II.  P.,  Harvard  ’25,  Greenwich 
Rogers,  Win.  J.,  N.  Y.  U.  ’48,  Norwalk 
Rogol,  L.,  Long  Island  ’33,  Danbury 
Rogol,  O.,  Dalhousic  ’32,  Seymour 
Rogowski,  B.  A.,  Yale  ’24,  New  Haven 
Roh,  C.  E.,  Columbia  ’41,  Hartford 
Rollins,  H.  B.,  Yale  ’22,  Plartford 
Romaine,  F.  C.,  Hahnemann  ’48,  Bridgeport 
Romaniello,  R.  J.,  Columbia  ’27,  Elmwood 
Root,  J.  H.,  Harvard  ’18,  Waterbury 
Root,  J.  H.,  Jr.,  Syracuse  ’43,  Waterbury 
Root,  M.  T.,  Cornell  ’18,  West  Hartford 
Root,  S.  A.,  Cornell  ’19,  West  Hartford 
Rosahn,  P.  D.,  N.  Y.  U.  ’28,  New  Britain 
Rose,  G.  J.,  Boston  Univ.  ’47,  Norwalk 
Rose,  L.  R.,  Tennessee  ’48,  Stamford 
Rose,  S.  A.,  N.  Y.  U.  ’20,  Stamford 
Rosen,  T.,  Tufts  ’33,  Manchester 
Rosenbaum,  G.  J.,  Tufts  ’34,  Hartford 
Rosenberg,  B.  L.,  McGill  ’43,  Stamford 
Rosenberg,  C.  H.,  Buffalo  ’44,  Stamford 
Rosenberg,  E.,  Vienna  ’38,  Bridgeport 
Rosenberg,  H.  A.,  Vienna  ’37,  Bridgeport 
Rosenberg,  H.  A.,  Yale  ’30,  Waterbury 
Rosenberg,  S.,  American  Univ.  Beirut  ’39,  Bridgeport 
Rosenfeld,  J.  E.,  Vienna  ’38,  Hartford 
Rosenthal,  B.  B.,  N.  Y.  U.  ’30,  Milford 
Rosenthal,  E.,  Munich  ’25,  Plartford 
Rosenthal,  R.  L.,  Long  Island  ’38,  Branford 
Rosner,  F.,  Vienna  ’37,  Bridgeport 
Ross,  A.  M.,  Basel  ’35,  Darien 
Roth,  F.  E.,  N.  Y.  U.  ’25,  Hartford 
Roth,  O.,  Vienna  ’37,  New  Haven 
Roth,  S.  Z.,  Vienna  ’36,  New  Haven 
Rothblatt,  R.,  Harvard  ’37,  Willimantic 
Rourke,  T.  A.,  Columbia  ’37,  Greenwich 
Rousseau,  D.  G.,  Vermont  ’43,  Taftville 
Rowley,  D.  E.,  Rochester  ’49,  Athol,  Massachusetts 
(Litchfield  County) 

Rowley,  J.  C.,  Harvard  ’06,  West  Hartford 
Rowley,  R.  L.,  Yale  ’03,  Hartford 
Rowley,  S.  D.,  Jefferson  ’46,  Hartford 
Rowson,  W.,  Jr.,  Yale  ’43,  Hartford  (Windham  County) 
Rozen,  A.  A.,  Yale  ’37,  New  Haven 
Rubin,  A.,  Geneva  ’29,  Hartford 
Rubin,  D.,  Cambridge  ’38,  South  Norwalk 
Rubin,  G.  A.,  Edinburgh  ’32,  Los  Angeles,  California 
(New  Haven  County) 

Rubinow,  M.  B.,  Long  Island  ’42,  Manchester 
Ruby,  M.  H.,  Columbia  ’21,  Waterbury 
Ruby,  R.  J.,  Baylor  ’36,  Waterbury 
Rudnick,  C.  J.,  Long  Island  ’17,  Bridgeport 
Ruiz,  R.  R.,  Havana  ’43,  Danbury 
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Rup,  E.  C.,  Georgetown  ’43,  Havertown,  Pa.  (Hartford 
County) 

Russell,  G.  G.,  Harvard  ’19,  Hartford 
Russell,  T.  H.,  Yale  ’10,  New  Haven 
Russell,  W.  I.,  Yale  ’09,  New  Haven 
Russman,  C.,  Tufts  ’23,  Middletown 
Russo,  F.  R.,  Columbia  ’47,  Bridgeport 
Russo,  J.  D.,  Yale  ’16,  New  Haven 
Russo,  J.  N.,  Vermont  ’45,  Hartford 
Russo,  J.  R.,  Columbia  ’43,  Bridgeport 
Russo,  N.,  Georgetown  ’51,  Thomaston 
Russo,  R.  D.,  Georgetown  ’43,  Bridgeport 
Ryan,  A.  J.,  Columbia  ’40,  Meriden 
Ryan,  F.  J.,  Tufts  ’35,  Hartford 
Ryan,  J.  E.,  Albany  ’48,  Bridgeport 
Ryan,  J.  J.,  Columbia  ’41,  Stamford 
Ryan,  S.  J.,  Columbia  ’47,  Waterbury 
Ryan,  V.  G.,  Yale  ’34,  Portland 
Ryan,  W.  A.,  McGill  ’45,  Stamford 
Ryan,  W.  F.,  Jr.,  Tufts  ’47,  Hartford 
Ryder,  R.  H.,  P.  & S.,  Balt.  ’13,  Waterbury 
Ryder,  W.  H.,  Jefferson  ’20,  New  Haven 

Sabia,  D.  J.,  Marquette  ’36,  Stamford 
Sachs,  B„  N.  Y.  U.  ’37,  Hartford 
Sachs,  E.,  Johns  Hopkins  ’04,  New  Haven 
Sachs,  J.  A.,  Yale  ’46,  New  Britain 
Sachs,  J.  J.,  N.  Y.  U.  ’40,  Hartford 

Sachs,  K.,  Vienna  ’35,  Wilmington,  Delaware  (New  Haven 
County) 

Safford,  T.,  Jr.,  Long  Island  ’47,  Ridgefield 

Saidel,  J.  W.,  Chile  ’38,  Bridgeport 

St.  James,  A.  T.,  Long  Island  ’44,  Wallingford 

St.  John,  L.  A.,  Fordham  ’20,  Hartford 

St.  John,  N.  E.,  George  Washington  ’48,  Hartford 

Salinger,  R.,  Johns  Flopkins  ’25,  New  Haven 

Saltzman,  J.  A.,  N.  Y.  Homeo.  ’33,  Waterbury 

Salvin,  B.  L.,  George  Washington  ’21,  Hartford 

Samponaro,  N.,  Johns  Hopkins  ’29,  Torrington 

Samson,  D.  P.,  Columbia  ’43,  Thomaston 

Samuelson,  A.  W.,  Tufts  ’48,  Bridgeport 

Sanderson,  R.  V.,  Vermont  ’20,  Winsted 

Sandulli,  G.  R.,  Tufts  ’29,  Waterbury 

Santiccioli,  A.  B.,  Bologna  ’40,  Norwich 

Santopietro,  O.  O.,  N.  Y.  Med.  Coll.  ’48,  Waterbury 

Santoro,  G.  M.,  Cornell  ’24,  Waterbury 

Saposnik,  J.  J.,  Howard  ’33,  West  Haven 

Satti,  C.  J.,  Yale  ’23,  New  London 

Saunders,  G.  R.,  Cornell  ’41,  Old  Saybrook 

Saunders,  W.  L.,  Rochester  ’49,  Elmwood 

Savin,  S.,  Vermont  ’45,  Bridgeport 

Sawicki,  L.  A.,  Boston  ’48,  Wallingford 

Sawyer,  J.  D.,  Vermont  ’44,  Norwich 

Saxe,  L.  P.,  Kansas  ’46,  New  London 

Sayers,  D.  O’C.,  Tufts  ’33,  Waterbury 

Sayers,  J.  J.,  Tufts  ’33,  Hartford 

Sayre,  J.  W.,  Cornell  ’48,  New  London 

Scafarello,  P.  J.,  Tufts  ’26,  Hartford 

Scalzi,  L.  C.,  Bologna  ’37,  Bridgeport 

Scanlon,  J.  J.,  Georgetown  ’33,  South  Norwalk 

Scanlon,  T.  F.,  Yale  ’07,  Norwalk 

Scanlon,  W.  G.,  Long  Island  ’41,  New  Canaan 

Scarbrough,  M.  McR.,  Yale  ’07,  New  Haven 

Schaefer,  A.  M.,  Yale  ’23,  Hartford 

Schaefer,  J.,  Tufts  ’17,  East  Hartford 

Schardt,  W.  M.,  N.  Y.  U.  ’43,  Manchester 

Schatten,  S.  S.,  N.  Y.  U.  ’31,  West  Hartford 

Schechtman,  C.  T.,  Vermont  '2 6,  New  Britain 


Scheer,  E.  H.,  Tufts  ’45,  New  Britain 
Schell,  H.  W.,  Jr.,  Cornell  ’47,  Groton 
Schenck,  K.,  Columbia  ’34,  Portland,  Oregon  (Windham 
County) 

Scherr,  E.  H.,  Med.  Coll,  of  Va.  ’46,  New  Haven 

Schiavetti,  A.,  Tufts  ’30,  Stafford  Springs 

Schipke,  R.  E.,  N.  Y.  Med.  ’46,  Hartford 

Schloss,  W.  A.,  N.  Y.  U.  ’40,  Hartford 

Schmidt,  N.  L.,  Vanderbilt  ’27,  Stamford 

Schnap,  I.,  Long  Island  ’29,  Hartford 

Schneider,  W.,  George  Washington  ’30,  Rockville 

Scholhamer,  C.  F.,  Yale  ’42,  New  Haven 

Scholl,  R.  F.,  Yale  ’12,  New  Haven 

Schopick,  L.  E.,  Zurich  ’33,  Bridgeport 

Schupack,  S.  D.,  Tufts  ’24,  New  Britain 

Schultz,  M.,  N.  Y.  U.  ’43,  Westport 

Schurgast,  A.  W.,  Cincinnati  ’45,  Middletown 

Schuyler,  S.  A.,  London  ’39,  West  Hartford 

Schwartz,  E.  E.,  State  Univ.  of  N.  Y.  Coll,  of  Med.  at  N.  Y. 

C.  ’50,  New  York,  N.  Y.  (New  Haven  County) 
Schwartz,  H.,  Colorado  ’43,  Hartford 
Schwartz,  H.  N.,  Med.  Coll,  of  Va.  ’37,  Hartford 
Schwartz,  P.  E.,  Tufts  ’31,  Middletown 
Schwarz,  H.  P.,  Vienna  ’38,  Norwich 
Schwimmer,  R.,  Temple  ’49,  Greenwich 
Sciarrillo,  J.  J.,  Stritch  School  of  Medicine  ’50,  Bridgeport 
Sciortino,  M.  V.,  Naples  ’37,  Bridgeport 
Scott,  C.  R.,  Yale  ’19,  New  Haven 
Scoville,  W.  B.,  Pennsylvania  ’32,  Hartford 
Scull,  E.,  Jefferson  ’48,  Hartford 
Scully,  M.  R.,  Columbia  ’41,  Bridgeport 
Scully,  R.  T.,  Georgetown  ’35,  New  Britain 
Seabury,  R.  B.,  Harvard  ’18,  New  Haven 
Sears,  L.,  Harvard  ’29,  Norwich 
Segal,  J.  A.,  Tufts  ’28,  Manchester 
Segel,  S.,  Vermont  ’35,  Norwich 
Segnalla,  E.,  Yale  ’12,  New  Haven 
Seibert,  A.  F.,  Yale  ’27,  Hartford 
Seigle,  S.  P.,  Harvard  ’40,  Hartford 
Sekerak,  A.  J.,  Maryland  ’22,  Bridgeport 
Sekerak,  R.  A.,  Maryland  ’29,  Bridgeport 
Sekerak,  R.  J.,  Maryland  ’34,  Bridgeport 
Selesnick,  S.,  Boston  ’34,  West  Haven 
Selleck,  N.  B.,  Long  Island  ’24,  Danbury 
Sellew,  R.  C.,  Jr.,  Long  Island  ’36,  Canaan 
Selvin,  B.,  N.  Y.  Med.  Coll.  ’43,  Stamford 
Selzer,  I.,  Vienna  ’36,  Detroit,  Michigan  (New  London 
County) 

Senfield,  M.  M.,  Vienna  ’20,  Ansonia 

Senn,  M.  J.  E.,  Wisconsin  ’27,  New  Haven 

Sennett,  E.  J.,  Vermont  ’43,  Hartford 

Serafin,  E.  L.,  N.  Y.  U.  ’43,  New  Haven 

Serafin,  P.  J.,  N.  Y.  U.  ’21,  New  Haven 

Serbin,  A.  F.,  Rush  ’33,  Hartford 

Serena,  F.  A.,  Hahnemann  ’40,  Norwalk 

Serena,  J.  M.,  Hahnemann  ’41,  Norwalk 

Serrell,  H.  P.,  Cornell  ’32,  Greenwich 

Sewall,  S.,  Maryland  ’37,  Hartford 

Shanbrom,  E.,  Buffalo  ’31,  West  Haven 

Shapiro,  H.,  Ohio  ’47,  New  Haven 

Shapiro,  R.,  Pennsylvania  ’39,  New  Haven 

Shaw,  L.  E.,  Worn.  Med.  Coll.  Pa.  ’22,  Greenwich 

Shea,  D.  E.,  Loyola  ’17,  Hartford 

Shea,  J.  P.,  N.  Y.  U.  ’46,  Bridgeport 

Shea,  M.  S.,  Vermont  ’21,  New  Haven 

Shea,  V.  T.,  Tufts  ’31,  Waterbury 

Sheard,  C.,  Toronto  ’39,  Stamford 

Shearer,  J.  K.,  Albany  ’43,  Waterbury 
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Shcdd,  D.  P.,  Yale  ’46,  New  Haven 

Sheehan,  J.  E.,  Long  Island  Coll,  of  Med.  ’47,  Ridgefield 

Sheehan,  M.  T.,  Yale  ’io,  Wallingford 

Sheiman,  M.,  Michigan  ’39,  Bridgeport 

Sheiman,  S.  C.,  Michigan  ’40,  Bridgeport 

Shenker,  B.  M.,  N.  Y.  Med.  Coll.  ’38,  Middletown 

Shepard,  M.  D.,  N.  Y.  U.  ’37,  Newington 

Shepard,  W.  M.,  Columbia  ’29,  Putnam 

Shepherd,  W.  G.,  Toronto  ’08,  Hazardville 

Shermak,  J.  V.,  Vienna  ’19,  Old  Greenwich 

Sherman,  B.,  George  Washington  ’29,  Bridgeport 

Sherman,  H.,  Johns  Hopkins  ’25,  Pleasant  Valley 

Sherman,  I.  J.,  Johns  Hopkins  ’4°*  Bridgeport 

Sherman,  S.  H.,  Columbia  ’34,  Stamford 

Sherwood,  H.,  N.  Y.  Med.  Coll.  ’37,  Middletown 

Sherwood,  P.  M.,  Boston  ’42,  Hartford 

Shindell,  S.,  Long  Island  '46,  Rocky  Hill 

Sholler,  N.  A.,  Hahnemann  ’43,  Bridgeport 

Shortliffe,  E.  C.,  Alberta  ’49-  Hartford 

Shoukimas,  J.,  Harvard  '42,  Hartford 

Shoup,  H.  B.,  Jr.,  Indiana  ’35,  Westport 

Shreve,  R.  W.,  Cornell  ’40'  West  Hartford 

Shull,  J.  C.,  Harvard  ’36,  Hartford 

Shulman,  D.  N.,  Johns  Llopkins  ’17,  Hartford 

Shure,  A.  L.,  Tufts  ’27,  New  Haven 

Shutkin,  N.  M.,  Northwestern  ’37,  New  Haven 

Sigal,  J.  B.,  Yale  ’23,  Meriden  (Hanford  County) 

Sigel,  H.,  Tufts  ’34,  New  Haven 
Siker,  E.,  Woman’s  Med.  Pa.  ’43,  New  London 
Silbermann,  J.  S.,  Vienna  ’36,  Hanford 
Siliciano,  R.  A.  V.,  Hahnemann  ’24,  Bristol 
Silliman,  W.  B.,  Jefferson  ’46,  Windsor 
Sillman,  E.,  Columbia  ’48,  Meriden 
Silverberg,  S.  J.,  Columbia  ’21,  New  Haven 
Simmel,  E.  R.,  Heidelberg  ’18,  Norwich 
Simmons,  E.  M.,  Yale  ’23,  Southington 
Simon,  L.  G.,  N.  Y.  U.  ’27,  South  Norwalk 
Simonds,  J.  R.,  Vermont  ’38,  Washington 
Simonton,  F.  F.,  Maine  ’03,  Philadelphia,  Pa.  (Hartford 
County) 

Simses,  J.  P.,  Tufts  ’37,  Bridgeport 

Sinton,  W.  A.,  Boston  ’46,  Danbury 

Sirota,  H.  H.,  Cambridge  ’37,  East  Hartford 

Sklaver,  J.,  Michigan  ’37,  Waterbury 

Skluth,  L.  H.,  N.  Y.  U.  ’36,  Norwalk 

Skorneck,  A.  B.,  Minnesota  ’43,  Hamden 

Skreczko,  C.  K.,  Jefferson  ’37,  New  Haven 

Slater,  D.,  N.  Y.  Med.  Coll.  ’40,  Hamden 

Slater,  G.,  Vienna  ’38,  Stamford 

Slater,  G.  S.,  N.  Y.  Med.  Coll.  ’44,  New  Britain 

Slater,  M.,  Yale  ’24,  Hamden 

Slossberg,  D.  S.,  Tufts  ’34,  Hartford 

Slysz,  L.  B.,  Boston  ’27,  New  Britain 

Small,  A.  R.,  N.  Y.  Med.  Coll.  ’48,  Bridgeport 

Smilgin,  V.  E„  George  Washington  ’38,  New  London 

Smimow,  M.  R.,  Yale  ’06,  New  Haven 

Smith,  A.  C.,  P.  & S.,  Balt.  ’10,  Danbury 

Smith,  B.  A.,  Yale  ’40,  Meriden  (Hartford  County) 

Smith,  C.  L.,  N.  Y.  U.  ’41,  Hartford 
Smith,  C.  S.,  Hahnemann  ’16,  New  Haven 
Smith,  D.  P.,  Yale  ’12,  Meriden 
Smith,  E.  R.,  Yale  ’40,  Meriden 
Smith,  F.  E.,  Jr.,  Columbia  ’34,  Lakeville 
Smith,  F.  F.,  Howard  ’30,  New  Haven 
Smith,  F.  M.,  Vermont  *11,  Willimantic 
Smith,  H.  E.,  Columbia  ’15,  Middlefield 
Smith,  J.  A.,  Western  Reserve  ’35,  Waterbury 
Smith,  J.  J.,  Maryland  ’30,  Bridgeport 
Smith,  J.  T.,  Long  Island  ’41,  Winsted 


Smith,  L.  A.,  Albany  *43,  Hartford 
Smith,  L.  K.,  Univ.  of  Rochester  ’44,  Hartford 
Smith,  L.  M.,  Tufts  ’37,  Stamford 
Smith,  N.  N.,  Yale  ’24,  New  Haven 
Smith,  S.  R.,  Med.  Chi.  Phila.  ’16,  Bridgeport 
Smith,  V.  J.,  Pennsylvania  ’20,  New  Britain 
Smith,  V.  L.,  Medical  Evangelist  ’37,  Willard,  N.  Y. 
(Middlesex  County) 

Smith,  W.  B.,  Pennsylvania  ’22,  Wethersfield 
Smith,  W.  F.,  Cornell  ’34,  Hartford 
Smith,  W.  L.,  Columbia  ’37,  Hartford 
Smolen,  E.  M.,  N.  Y.  U.  ’44,  Fairfield 
Sneidman,  G.  I.,  Virginia  ’36,  Hartford 
Snelling,  P.  W.,  Harvard  ’21,  Hartford 
Snoke,  A.  W.,  Stanford  ’33,  New  Haven 
Snurkowski,  C.  V.,  Georgetown  ’25,  New  Haven 
Sohler,  T.  P.,  Freiburg  ’35,  Meriden 
Sokolski,  E.  J.,  Maryland  ’43,  Danbury 
Sollosy,  A.,  Tufts  ’27,  Bridgeport 
Solnit,  A.  J.,  California  ’43,  New  Haven 
Solomkin,  M.,  St.  Louis  ’42,  Hartford 
Solomon,  C.  I.,  Yale  ’25,  Hartford 
Solomon,  R.  Z.,  Yale  ’39,  West  Hartford 
Soltz,  T.,  Jefferson  ’11,  New  London 
Solway,  R.  I.,  Toronto  ’40,  Westport 
Solway,  S.  A.,  Toronto  ’43,  Darien 
Sommers,  M.,  Yale  ’36,  Stamford 

Sonncn,  V.  G.,  Basel  ’46,  Hazardville  (Tolland  County) 
Soreff,  L.,  Tufts  ’32,  East  Hampton 

Sorokowski,  G.  W.,  Vienna  ’47,  Los  Angeles,  California 
(Hartford  County) 

Spannaus,  F.  C.,  Jr.,  N.  Y.  U.  ’45,  Danbury 
Spector,  N.,  Tufts  ’24,  Willimantic 
Speight,  H.  E.,  Georgetown  ’27,  Middletown 
Spekter,  L.,  Rochester  ’33,  Hartford 
Spencer,  L.  O.,  Tulane  ’26,  Milford 
Spencer,  S.,  Georgetown  ’39,  Bridgeport 
Sperandeo,  A.,  Yale  ’25,  New  Haven 
Spiegel,  C.  M,  Hahnemann  ’36,  New  Haven 
Spignesi,  J.  T.,  Georgetown  ’30,  Wallingford 
Spillane,  B.,  Tufts  ’16,  Hartford 
Spillane,  R.  J.,  Washington  ’43,  Hartford 
Spinelli,  N.  P.  R.,  Yale  ’44,  Stratford 
Spinelli,  N.  V.,  Marquette  ’39,  Bridgeport 
Spinner,  S.,  Tufts  ’35,  New  Haven 
Spiro,  H.  M.,  Harvard  ’47,  New  Haven 
Spitz,  H.,  Yale  ’43,  New  London 
Sponzo,  J.  J.,  Tufts  ’38,  Hartford 
Sprague,  C.  H.,  Columbia  ’04,  Bridgeport 
Squillacote,  V.  J.,  Rome  ’34,  New  Britain 
Stack,  W.  J„  N.  Y.  Med.  Coll.  ’48,  Hartford 
Stahl,  W.  M.,  Maryland  ’14,  Danbury 
Stahl,  W.  M.,  Jr.,  Harvard  ’46,  Danbury 
Standish,  E.  M.,  Harvard  ’22,  Hartford 
Standish,  H.  C.,  Cornell  ’28,  West  Hartford 
Standish,  J.  H.,  N.  Y.  U.  ’95,  Hartford 
Standish,  W.  A.,  Yale  ’25,  Hartford 
Staneslow,  J.  S.,  Cornell  ’26,  Waterbury 
Standard  J.  E.,  Syracuse  ’43,  Naugatuck 
Stanford,  J.,  Harvard  ’51,  Essex 
Stankard,  W.  F„  Jefferson  ’38,  Stamford 
Stanley-Brown,  M.,  Columbia  ’23,  New  Milford 
Stanton,  C.  Q.,  Stanford  ’47,  Hartford 
Stapor,  J.  J.,  Long  Island  ’47,  Hartford 
Starr,  R.  M.,  Yale  ’26,  New  London 
Starrett,  J.  E.,  Tufts  ’30,  Stamford 
Staub,  J.  H.,  Long  Island  ’99,  New  Preston  (Fairfield 
County) 

Staub,  P.  L.,  Long  Island  ’39,  Bridgeport 
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Stearns,  C.  S.,  Yale  ’46,  Hartford 
Steege,  T.  W.,  Vale  ’38,  Hartford 
Steel,  R.  M.,  Boston  ’46,  Stratford 
Steele,  K.  C.,  Yale  ’45,  Utica,  New  York  (New  Haven 
County) 

Stein,  J.  D.,  Columbia  ’44,  Bridgeport 
Steinberger,  L.,  Royal  Hungarian  Eliz.  ’37,  South  Norwalk 
Scemcrolin,  P.  J.,  Maryland  ’23,  Hartford 
Steinecke,  O.,  Virginia  ’25,  New  London 
Steinmayer,  O.  C.,  Jr.,  Tulane  ’50,  Bristol 
Stephens,  D.  C.,  Wayne  ’32,  Greenwich 
Stephens,  R.,  Columbia  ’13,  Stamford 
Sterrett,  R.  A.,  Cornell  ’39,  Southport 
Stern,  G.  M.,  Univ.  of  Illinois  ’47,  Middletown  (Hartford 
County) 

Stetson,  H.  P.,  Boston  ’41,  Southington 
Stetson,  H.  W.,  Vermont  ’06,  Milford 
Stettbacher,  H.  J.,  Harvard  ’22,  Cambridge,  Maryland 
(New  Haven  County) 

Steven,  R.  J.  M.,  London  ’43,  Hartford 
Stevens,  H.  G.,  Maryland  ’04,  New  Milford 
Stevens,  J.  G.,  Maryland  ’41,  Bridgeport 
Stevens,  M.  A.,  Yale  ’29,  New  York,  N.  Y.  (New  Haven 
County) 

Stevenson,  E.  V.,  Jr.,  Albany  ’42,  Pomfret  Center 

Stevenson,  W.  R.,  Boston  ’31,  Bristol 

Stewart,  L.  Q.,  Yale  ’33,  West  Hartford 

Stietzel,  E.  E.,  Columbia  ’34,  South  Norwalk 

Stilson,  C.,  Yale  ’42,  New  Haven 

Stocking,  A.  G.,  Long  Island  ’46,  Waterbury 

Storms,  VV.  F.,  Harvard  ’30,  Wethersfield 

Storrs,  R.  W.,  Harvard  ’20,  Hartford 

Stotts,  H.  L.,  Washington  ’52,  Stepney  Depot 

Strauss,  M.  J.,  Columbia  ’17,  New  Haven 

Strayer,  E.  M.,  Columbia  ’33,  Stratford 

Strayer,  L.  M.,  Jr.,  Harvard  ’30,  Bridgeport 

Street,  J.  M.,  Duke  ’42,  New  Milford 

Streitfeld,  F.  H.,  Cornell  ’46,  Westport 

Stretch,  J.  E.,  George  Washington  ’28,  Simsbury 

Strickland,  H.,  McGill  ’30,  Meriden 

Stringfield,  O.  L.,  Univ.  & Bellevue  ’16,  Stamford 

Strong,  S.  G.,  Manitoba  ’45,  Norwalk 

Stroud,  W.  D.,  Tufts  ’48,  Manchester 

Stubenhaus,  J.  H.,  N.  Y.  Med.  Coll.  ’47,  Bridgeport 

Stuermer,  V.  M.,  Nebraska  ’48,  New  Haven 

Sturman,  R.  H.,  Yale  ’50,  Woodbury  (New  Haven  County) 

Sturtevant,  J.  M.,  Bowdoin  ’14,  New  London 

Stygar,  J.  S.,  St.  Louis  ’33,  Derby 

Sullivan,  A.  B.,  Yale  ’38,  West  Hartford 

Sullivan,  A.  F.,  Jefferson  ’42,  Waterbury 

Sullivan,  C.  N.,  McGill  ’30,  New  Britain 

Sullivan,  D.,  Univ.  & Bellevue  ’97,  Quaker  Hill 

Sullivan,  H.  T.,  Vermont  ’49,  New  Llaven 

Sullivan,  J.  L.,  Yale  ’51,  Bridgeport 

Sullivan,  T.  J.,  Yale  ’17,  New  Haven 

Sulman,  M.,  Columbia  ’36,  New  London 

Sulzycki,  M.  M.,  Georgetown  ’43,  Bridgeport 

Sumner,  M.  L.,  N.  Y.  Med.  Coll.  ’47,  New  Haven 

Sunderland,  P.  U.,  N.  Y.  Homeo.  ’94,  Danbury 

Sunderland,  W.  A.,  Yale  ’26,  Danbury 

Sundquist,  A.  B.,  Tufts  ’33,  Manchester 

Sunkin,  D.  F.,  N.  Y.  U.  ’42,  Hartford 

Suplicki,  J.  W.,  Tufts  ’26,  Norwich 

Sussler,  D.,  Fordham  ’16,  Norwich 

Sutherland,  F.  A.,  Harvard  ’26,  Torrington 

Sutton,  J.,  Bern  ’49,  Groton 

Sutton,  P.,  Vienna  ’36,  Groton 

Svedlow,  B.  D.,  George  Washington  ’41,  Stamford 

Swan,  B.  R.,  Cornell  ’43,  New  Haven 


Swan,  H.  C.,  Tufts  ’03,  Hartford 
Swarts,  W.  B.,  Pennsylvania  ’34,  Greenwich 
Sweeney,  W.  J.,  Ill,  Cornell  ’49,  New  York  City  (Middlesex 
County) 

Sweet,  A.  N.,  Maryland  ’18,  Middletown 

Swenson,  A C.,  Yale  ’02,  Middlebury 

Swett,  N.  P„  N.  Y.  U.  ’46,  Hartford 

Swift,  YV.  E.,  Jr.,  Columbia  ’40,  New  Haven 

Swirsky,  M.  Y.,  N.  Y.  Med.  Coll.  ’39,  New  Haven 

Syz,  H.,  Geneva  ’21,  Westport 

Szanton,  V.  L.,  Duke  ’36,  Ansonia 

Szlemko,  E.  A.,  Geneva  ’38,  Groton 

Szur,  R.  J.,  Budapest  ’43,  Bridgeport 

Taffel,  M.,  Yale  ’31,  New  Haven 
Talbot,  H.  P.,  Maryland  ’27,  Hartford 
Tanner,  W.  A.,  Vermont  ’12,  Danielson 
Tarabishy,  S.  H.,  Beirut  ’45,  Waterbury 
Tarasovic,  T.  J.,  Tufts  ’36,  Bridgeport 
Tarbell,  L.  A.,  Vermont  ’25,  Enterprise  Rd.,  DeBary, 
Florida  (New  Haven  County) 

Tate,  W.  J.,  Yale  ’29,  Deep  River 
Taylor,  C.  C.,  Harvard  ’16,  Bridgeport 
Taylor,  H.  C.,  Cornell  ’38,  Meriden 
Taylor,  R.  M.,  George  Washington  ’22,  East  Haven 
Taylor,  R.  N.,  Yale  ’30,  New  London 
Taylor,  S.  P.,  George  Washington  ’16,  North  Haven 
Teahan,  J.  YV.,  McGill  ’39,  Hartford 
Teiger,  P.,  Columbia  ’39,  Waterbury 
Telia,  R.  T.,  Tufts  ’45,  Stamford 
Tennant,  R.,  Yale  ’29,  West  Hartford 
Terhune,  W.  B.,  Tulane  ’15,  New  Canaan 
terKuile,  R.  C.,  Rochester  ’32,  Bridgeport 
Terry,  J.  S.,  N.  Y.  Med.  Coll.  ’45,  Bridgeport 
Terry,  W.  M.,  Oxford  ’43,  Keene,  New  Hampshire  (New 
Haven  County) 

Teuscher,  W.  P.,  Tufts  ’32,  Westport 
Thalberg,  R.  E.,  Yale  ’26,  Southington 
Thau,  M.,  Paris  ’34,  Hartford 
Thayer,  J.  E.,  Vermont  ’43,  Hartford 
Thayer,  R.  B.,  Bowdoin  ’20,  Somers 

Thayer,  R.  B.,  Jr.,  Yale  ’46,  Hazardville  (Tolland  County) 
Thenebe,  C.  L.,  Pennsylvania  ’18,  West  Hartford 
Thomas,  A.  H.,  Duke  ’42,  Manchester 
Thomas,  G.  C.  G.,  Y^irginia  ’44,  Stamford 
Thomas,  V.  E.,  N.  Y.  Med.  Coll.  ’52,  Rockville 
Thomases,  S.,  N.  Y.  U.  ’39,  Stratford 
Thompson,  H.  G.,  Harvard  ’17,  Hartford 
Thompson,  L.  E.,  Boston  ’25,  Meriden 
Thompson,  M.  B.,  Columbia  ’31,  Milford 
Thompson,  S.  A.,  Cornell  ’23,  Greenwich 
Thoms,  H.,  Yale  ’10,  New  Haven 
Thomson,  A.  W.,  Jr.,  Cornell  ’43,  Middletown 
Thomson,  T.  L.,  Hahnemann  ’01,  Torrington 
Thumin,  M.,  Maryland  ’33,  Middletown 
Thurmond,  J.  E.,  Tennessee  ’47,  Bridgeport 
Tiebout,  H.  M.,  Johns  Hopkins  ’21,  Greenwich 
Tierney,  F.  E.,  Fordham  ’18,  Hartford  (Litchfield  County) 
Tierney,  L.  M.,  Maryland  ’36,  YVest  Haven 
Tileston,  YV.,  Harvard  ’99,  Carmel  Valley,  California  (New 
Haven  County) 

Timm,  A.  B.,  Jr.,  Harvard  ’40.  Milford 
Tinkess,  D.  E.,  McGill  ’25,  Greenwich 
Tirella,  F.  F.,  Tufts  ’37,  Bristol 
Tisher,  P.  YV.,  Iowa  ’35,  New  Britain 
Tobi,  L.  G.,  Utrecht  ’31,  South  Coventry  (Windham 
County) 

Tokarczyk,  J.  J.,  Vermont  ’20,  New  Britain 
Tolk,  N:  R.,  N.  Y.  U.  ’20,  Bridgeport 
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Toll,  N.,  Charles  Univ.,  Prague  ’27,  Middletown 
Tomaino,  F.  F.,  Yale  ’29,  Danbury 
Tombari,  S.  P.,  Boston  ’34,  Waterford 
Tonken,  L.  C.,  Tufts  ’34,  Hartford 
Tooker,  H.  C.,  Tufts  ’18,  Hanford 
Tortolani,  A.  P.,  McGill  ’34,  Plainville 
Tortora,  F.,  Rome  ’40,  New  Haven 
Tovell,  R.  M.,  Queen’s  ’26,  Hartford 
Tower,  A.  A.,  Columbia  ’19,  Meriden 
Towne,  L.,  Buffalo  ’46,  Newtown 
Tracey,  W.  W.,  Columbia  ’16,  Bridgepon 
Tracy,  F.  E.,  Yale  ’29,  Middletown 

Traggis,  D.  C.,  Johns  Hopkins  ’42,  Florida  (New  London 
County) 

Tramben,  H.  L.,  N.  Y.  Med.  Coll.  ’42,  Norwalk 

Trantolo,  A.,  Tufts  ’39,  East  Hartford 

Trapp,  F.  W.,  Georgetown  ’36,  New  Britain 

Trautman,  E.  F.,  Temple  ’40,  Trumbull 

Treat,  W.  H.,  Yale  ’06,  Derby 

Treder,  F.  H.,  Vermont  ’46,  New  Haven 

Trench,  J.  M.,  Maryland  ’47,  Hartford 

Trent,  S.  C.,  Yale  ’43,  Meriden 

Trifari,  L.  M.,  Tufts  ’42,  Hamden 

Trimpert,  A.  J.,  Georgetown  ’33,  Bethel 

Troubalos,  S.,  Marquette  ’43,  Milford 

Troy,  W.  D.,  Jefferson  ’36,  Stamford 

Truex,  E.  H.,  Jr.,  Harvard  ’36,  Hartford 

Tuch,  M.,  Univ.  & Bellevue  ’06,  Hartford 

Tucker,  C.  A.,  Tufts  ’38,  Hartford 

Tuerk,  B.,  Jr.,  Long  Island  ’48,  North  Woodbury 

Tulin,  G.  A.,  Vermont  ’43,  Hartford 

Tunick,  G.  L.,  Jefferson  ’35,  Greenwich 

Turano,  A.  F.,  N.  Y.  U.  ’51,  Middletown 

Turchik,  F.,  Jefferson  ’27,  Bridgeport 

Turco,  V.  J.,  Tufts  ’41,  Hartford 

Turcotte,  M.  R.,  Jefferson  ’50,  Chester,  Pa.  (New  Haven 
County) 

Turetsky,  S.,  Baylor  ’36,  Bridgeport 

Turkington,  C.  H.,  Johns  Hopkins  ’07,  Litchfield 

Tury,  L.  A.,  Budapest  ’37,  Bridgeport 

Tutles,  A.  J.,  Tufts  ’30,  Hartford  (Fairfield  County) 

Twachtman,  E.,  Virginia  ’36,  New  Canaan 

Twaddle,  P.  H.,  Yale  ’35,  Hartford 

Tylec,  L.  L.,  Virginia  ’35,  Naugatuck 

Tynan,  J.  G.,  Tufts  ’42,  Waterbury 

Tytla,  E.  M.,  Woman’s  Med.  Coll.  ’51,  New  London 

Unger,  M.,  Hahnemann  ’37,  Bridgeport 
Unsworth,  A.  C.,  Vermont  ’31,  Hartford 
Upson,  W.  H.,  Tufts  ’27,  Suffield 
Uricchio,  J.  G.,  Georgetown  ’31,  Hartford 
Ursone,  F.  D.,  Tufts  ’29,  Norfolk 
Uvitsky,  I.  H.,  Boston  ’27,  Bridgeport 

Vadasz,  E.,  Budapest  ’29,  Meriden 
Vail,  G.  F.,  Pennsylvania  ’02,  Hartford 
Valenski,  T.  J.,  Tufts  ’37,  Thompsonville 
VanDerwerker,  E.  E.,  Jr.,  Temple  ’49,  Hartford 
van  Dyk,  A.  R.,  Amsterdam  ’38,  New  London 
Van  Eck,  W.  F.,  Amsterdam  ’35,  New  Haven 
Van  Heuven,  J.  A.,  Utrecht  ’24,  New  Haven 
Van  Kleeck,  E.,  Columbia  ’12,  West  Hartford 
Van  Leuvan,  J.  S.,  Yale  ’27,  Meriden 
Van  Tassel,  W.,  N.  Y.  U.  ’27,  Darien 
Van  Wart,  W.  H.,  Harvard  ’22,  Hartford 
Vastola,  A.  P.,  Fordham  ’12,  Waterbury 
Veal,  W.  T.,  Jefferson  ’12,  Stonington 
Vegliante,  M.  E.,  Tufts  ’27,  New  Haven 


Verdi,  W.  F.,  Yale  ’94,  New  Haven 
Veremakis,  C.,  Boston  ’41,  Stamford 
Verie,  K.  E.,  Tufts  ’44,  New  London 
Vermande,  G.  J.,  Amsterdam  ’39,  New  Haven 
Vernlund,  C.  F.,  Harvard  ’14,  Hanford 
Vernlund,  R.  J.,  Vermont  ’45,  Hartford 
Vernon,  S.,  Long  Island  ’30,  Willimantic 
Vershbow,  N.,  Tufts  ’19,  West  Hartford 
Verstandig,  C.  C.,  Tennessee  ’39,  New  Haven 
Vestal,  P.  W.,  Harvard  ’22,  New  Haven 
Vetter,  I.  J.,  Long  Island  ’47,  South  Norwalk 
Vigue,  C.  E.,  George  Washington  ’36,  Hartford 
Vileisis,  V.,  Vermont  ’50,  Waterbury 
Vinci,  V.  J.,  N.  Y.  U.  ’39,  Middletown 
Viola,  C.  P.,  Tufts  ’36,  Milford 
Vioni,  R.  E.,  Naples  ’35,  Bridgeport 
Vogel,  F.  S.,  Vienna  ’27,  Bristol 
Vollero,  A.,  Tufts  ’30,  New  Haven 
von  Glahn,  H.  D.,  Duke  ’42,  Old  Lyme 
Von  Salzen,  C.  F.,  Columbia  ’36,  Hartford 
von  Wedel,  J.,  Columbia  ’45,  Cos  Cob 
Voris,  J.  V.  B.,  Columbia  ’41,  Darien 

Wadhams,  S.  H.,  Yale  ’96,  Torrington 
Wadsworth,  R.  F.,  Cornell  ’19,  New  Canaan 
Wagner,  E.  J.,  Jefferson  ’30,  Ridgefield 
Wagner,  H.  T.,  Jr.,  Indiana  ’37,  New  York,  N.  Y.  (New 
Haven  County) 

Wagner,  R.  R.,  Yale  ’46,  Baltimore,  Maryland  (New  Haven 
County) 

Wakeman,  E.  T.,  Yale  ’22,  New  Haven 
Waldemar-Kertesz,  J.,  Vienna  ’26,  New  Haven 
Walden,  R.  C.,  Jr.,  Pennsylvania  ’42,  Manchester 
Waldron,  S.  L.,  Tufts  ’50,  North  Grosvenordale 
Walker,  D.  A.,  Tufts  ’38,  Rocky  Hill 

Walker,  G.  R.,  N.  Y.  Med.  Coll.  ’53,  East  Newport,  Maine 
(New  Haven  County) 

Walker,  J.  M.,  Columbia  ’36,  New  York  (Fairfield  County) 
Walker,  R.,  Rochester  ’37,  Hartford 
Walker,  T.  H.,  N.  Y.  Med.  ’50,  East  Hartford  (Litchfield 
County) 

Walker,  W.  B.,  Yale  ’20,  Cornwall 

Walker,  W.  H.,  Harvard  ’03,  Newtown  (Hartford  County) 

Wallace,  E.  P.,  Harvard  ’44,  Wallingford 

Wallace,  V.  G.  H.,  Edinburgh  ’26,  Hartford 

Wallach,  G.  M.  K.,  Bern  ’39,  Torrington 

Walsh,  J.  F.,  Ill,  N.  Y.  U.  ’48,  Bridgeport 

Waltman,  I.,  Yale  ’41,  Hartford 

Walton,  L.  L.,  Johns  Hopkins  ’33,  Hartford 

Walzer,  E.  H.,  N.  Y.  U.  ’40,  Bridgeport 

Ward,  J.  P.,  Georgetown  ’36,  Bridgeport 

Ward,  F.  P.,  N.  Y.  Med.  Coll.  ’52,  Norwich 

Ward,  K.  E.,  Harvard  ’44,  Hartford 

Ward,  M.,  Columbia  ’39,  Sharon 

Wardner,  L.  H.,  Cornell  ’34,  Hartford 

Warner,  C.  N.,  Jr.,  Tufts  ’36,  Litchfield 

Warner,  G.  H.,  Yale  ’97,  Bridgeport 

Warnshuis,  L.  C.,  Edinburgh  ’11,  New  London 

Warren,  H.  S.,  Harvard  ’36,  Wethersfield 

Warring,  H.  L.,  Howard  ’28,  Llartford 

Washburn,  W.  J.,  Indiana  ’21,  Stamford 

Waskovitz,  D.,  Yale  ’20,  New  Britain 

Wasserman,  E.,  Yale  ’45,  Bridgeport 

Waterman,  C.,  McGill  ’05,  Middletown 

Waters,  L.  L.,  Yale  ’37,  New  Haven 

Watson,  W.  J.,  N.  Y.  U.  ’31,  New  Britain 

Watters,  F.  B.,  Temple  ’44,  West  Hartford 

Watts,  J.  F.,  Georgetown  ’12,  Bridgeport 
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Waugh,  D.  D.,  Columbia  ’33,  Sharon 
Wawro,  N.  W.,  Yale  ’38,  Hartford 
Weadon,  W.  L.,  Med.  Coll,  of  Va.  ’05,  Bridgeport 
Webber,  E.  R.,  Jefferson  ’14,  Waterbury 
Weber,  F.  C.,  Jr.,  Johns  Hopkins  ’36,  Greenwich 
Weden,  E.  A.,  Jr.,  N.  Y.  U.  ’47,  Hartford 
Weed,  C.  A.,  Harvard  ’42,  West  Hartford 
Weed,  C.  B.,  N.  Y.  Med.  Coll.  ’47,  Stamford 
Wehger,  R.  T.,  Yale  ’32,  Bridgeport 
Weigel,  S.  J.,  Yale  ’43,  Danielson 
Weil,  A.,  Univ.  & Bellevue  ’14,  New  Haven 
Weile,  F.  W.,  Breslau  ’22,  Naugatuck 
Weiner,  J.,  Johns  Hopkins  ’20,  New  Haven 
Weiner,  J.  G.,  Yale  ’29,  Hartford 
Weiner,  S.,  Columbia  ’35,  Hartford 
Weiner,  W.,  Tufts  '38,  Danbury 
Weinstein,  N.,  Trinity  (Dublin)  ’34,  South  Norwalk 
Weisberg,  H.  E.,  Penn.  ’48,  Waterbury 
Weise,  L.  C.,  Jefferson  ’20,  Bridgeport 
Weise,  E.  C.,  Jr.,  Jefferson  ’47,  Bridgeport 
Weisenfeld,  N.,  Maryland  ’28,  Hartford 
Weissenborn,  W.,  Johns  Hopkins  ’32,  Hartford 
Welch,  H.  J.,  N.  Y.  U.  ’51,  Hartford 
Welch,  W.  S.,  Cornell  ’41,  Torrington 
Weld,  S.  B.,  Harvard  ’16,  Hartford 
Welhaven,  A.,  Oslo  ’47,  Hartford 
Wellington,  H.  W.,  Columbia  ’13,  New  London 
Wells,  G.  R.,  Harvard  ’38,  Hartford 
Wells,  J.,  Yale  ’37,  West  Hartford 
Wells,  J.  B.,  Yale  ’40,  Hartford 
Wener,  W.  V.,  McGill  ’27,  Norwich 
Werthamer,  S.,  Chicago  ’49,  San  Francisco,  California 
(Hartford  County) 

Wesoly,  A.  S.,  Vermont  ’37,  New  Britain 
Wessel,  M.  A.,  Yale  ’43,  New  Haven 
Westneat,  F.  W.,  N.  Y.  U.  ’48,  Hamden 
Weston,  R.  A.,  Jr.,  Harvard  ’41,  Milford 
Wetstone,  H.  J.,  Tufts  ’51,  Hartford 
Wexler,  H.,  Syracuse  ’31,  New  Haven 
Whalen,  E.  J.,  Yale  ’08,  Hartford 
Whalley,  E.  J.,  Tufts  ’43,  Waterbury 
Wheatley,  L.  F.,  Tufts  ’03,  Brookfield,  Vermont  (New 
Haven  County) 

Wheeler,  G.  B.,  Boston  ’43,  East  Hartford 

Wheeler,  R.  C.,  Columbia  ’45,  Greenwich 

Whitcomb,  B.  B.,  McGill  ’35,  Hartford 

Whitcomb,  W.  P.,  Vermont  ’45,  New  Haven 

White,  B.  V.,  Harvard  ’34,  Hartford 

White,  E.  P.,  Vermont  ’37,  Hartford 

White,  H.  T.,  Western  Reserve  ’34,  Meriden 

White,  J.  C.,  Harvard  ’29,  New  Britain 

White,  R.  L.,  Eclectic,  Missouri  ’12,  New  Canaan 

White,  R.  M.,  Harvard  ’39,  New  Haven 

White,  W.  M.,  Michigan  ’43,  New  Canaan 

Whiting,  H.  St.  J.,  McGill  ’21,  Middletown 

Whiting,  R.  C.,  McGill  ’24,  Hartford 

Whittles,  L.  J.,  Columbia  ’21,  Glastonbury 

Whittlesey,  W.  N.,  Long  Island  Coll,  of  Med.  ’43,  Danbury 

Whitty,  C.  A.,  Queens  ’29,  Norwichtown  (Hartford  County) 

Wiedman,  O.  G.,  Pennsylvania  ’05,  Hartford 

Wieler,  H.  J.,  Columbia  ’28,  Lakeville 

Wienski,  J.  C.,  Hahnemann  ’21,  West  Hartford 

Wiepert,  W.  M.,  Yale  ’37,  Avon 

Wies,  C.  H.,  Yale  ’32,  New  London 

Wies,  F.  A.,  Yale  ’33,  New  Haven 

Wiese,  C.  A.,  Jr.,  Harvard  ’43,  Hartford 

Wiesel,  B.,  N.  Y.  U.  ’36,  Hartford 

Wiggans,  R.  G.,  Jr.,  Cornell  ’46,  Norwalk 


Wight,  W.  E.,  Bowdoin  ’20,  Thomaston 
Wilcox,  F.  C.,  Jr.,  Coll,  of  Med.  Evangelists  ’34,  Bridgeport 
Wilcox,  L.  M.,  Tufts  ’33,  Bristol  (Litchfield  County) 
Wilkinson,  A.  G.,  Maryland  ’36,  New  Haven 
Williams,  C.  R.,  Cornell  ’50,  Fairfield 
Williams,  E.  E.,  Columbia  ’23,  Naugatuck 
Williams,  F.  D.,  State  Univ.  of  N.  Y.  ’45,  Stamford 
Williams,  F.  P.  A.,  N.  Y.  Med.  Coll.  ’44,  Stepney  Depot 
Williams,  R.  H.,  McGill  ’51,  Danbury 
Williams,  W.  E.,  Columbia  ’47,  Avon 
Willner,  O.,  Vienna  ’05,  New  Haven 
Wilsey,  J.  C.,  Columbia  ’47,  Greenwich 
Wilson,  A.  C.,  Toronto  ’34,  Hartford 
Wilson,  C.  C.,  Yale  ’28,  New  Haven 
Wilson,  C.  E.,  Maryland  ’50,  Norwich 
Wilson,  D.  E.,  Jefferson  ’30,  New  Britain 
Wilson,  F.  E.,  Vermont  ’n,  New  London 
Wilson,  G.  C.,  Yale  ’28,  Norwich 
Wilson,  J.  A.,  Jefferson  ’19,  Meriden 
Wilson,  J.  M.,  Jr.,  Cornell  ’48,  Darien 
Wilson,  W.  A.,  Louisville  ’28,  Hartford 
Wilson,  W.  R.,  Johns  Hopkins  ’25,  New  Haven 
Wineck,  M.  S.,  Vermont  ’15,  Hartford 
Winer,  P.,  St.  Louis  ’44,  New  Haven 
Winick,  N.  M.,  N.  Y.  U.  ’43,  Hanford 
Winship,  G.  M.,  Boston  ’48,  New  Britain 
Winternitz,  M.  C.,  Johns  Hopkins  ’07,  Washington,  D.  C. 
(New  Haven  County) 

Winternitz,  W.  W.,  Johns  Hopkins  ’45,  New  Haven 
Winters,  H.  W.,  Johns  Hopkins  ’29,  Bristol 
Winters,  J.  T.,  Pennsylvania  ’31,  West  Hartford 
Wise,  R.  T.,  N.  Y.  Med.  Coll.  ’44,  New  Britain 
Witter,  O.  R.,  Columbia  ’01,  West  Hartford 
Wolfe,  L.  S.,  Yale  ’45,  Frankfort,  New  York  (Litchfield 
County) 

YVolfson,  D.,  Boston  ’33,  Bethel 
Wolfson,  S.,  Sheffield,  England  ’37,  New  Britain 
Wood,  D.  R.,  Tufts  ’43,  Hartford 
Wong,  A.  S.,  Yale  ’51,  Meriden 
Wood,  E.  C.,  George  Washington  ’50,  New  Haven 
Wood,  F.  O.,  Rush  ’31,  Hartford 
Woodford,  C.  N.,  Louisville  ’08,  Hartford 
Woodford,  F.  B.,  Yale  ’24,  Ridgefield 
Woodruff,  J.  H.,  Columbia  ’43,  Hartford 
Woodward,  H.  B.,  Johns  Hopkins  ’12,  Terry ville 
(Hartford  County) 

Woodward,  J.  C.,  Columbia  ’35,  New  London 
Woodworth,  J.  A.,  Syracuse  ’39,  Moosup 
Wool,  J.  M.,  N.  Y.  Med.  Coll.  ’41,  New  London 
Worthen,  T.  W.,  Dartmouth  ’n,  Hartford 
Wrang,  W.  E.,  Jefferson  ’19,  Middletown 
Wray,  E.  H.,  Jr.,  Yale  ’32,  Litchfield 
Wright,  IT.  S.,  Cornell  ’39,  Greenwich 
Wright,  R.  C.,  Columbia  ’43,  New  Britain 
Wright,  W.  W.,  Harvard  ’19,  West  Hartford 
Wrona,  E.  A.,  Hahnemann  ’43,  Stamford 
Wurtenberg,  W.  C.,  Yale  ’93,  New  Haven 
Wyatt,  H.,  Berlin  ’36,  Hamden 
Wyatt,  R.  H.,  Yale  ’43,  Greenwich 

Yannello,  M.  H.,  Columbia  ’43,  New  Britain 
Yannet,  H.,  Yale  ’29,  Southbury 
Yasser,  I.,  Colorado  ’40,  Bridgeport 
Yavetz,  L.  M.,  N.  Y.  Med.  ’45,  Waterbury 
Yeager,  C.  F.,  Hahnemann  ’33,  Bridgeport 
Ycrbury,  C.  C.,  N.  Y.  Med.  Coll.  ’16,  Florida  (Hartford 
County) 

Yerbury,  E.  C.,  Boston  ’21,  Middletown 
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Yesner,  R.,  Tufts  ’41,  West  Haven 
Yobum,  M.  AT,  Boston  ’39,  Danburv 
Yorburg,  L.  J.,  Chicago  ’49,  Durham 
Young,  H.  M.,  Columbia  ’43,  New  Britain 
Young,  M.  A.,  George  Washington  ’51,  Hartford 
Young,  V.  H.,  La.  State  Univ.  ’43,  Hartford 
Yu,  P.  E.,  Michigan  ’39,  Middletown 
Yudkin,  A.  M.,  Yale  ’17,  New  Haven 

Zaff,  F.,  Michigan  ’37,  New  Haven 

Zaglio,  E.  R.,  Columbia  ’33,  Manchester 

Zebrowski,  E.  J.,  Rochester  ’53,  Plainville 

Zagraniski,  R.  J.,  Yale  ’42,  New  Haven 

Zalichin,  H.,  State  Univ.  of  N.  Y.  Coll,  of  Med.  at  N.  Y.  C. 

’53,  Stamford 

Zanes,  R.  P.,  Jr.,  Tufts  ’44,  New  Haven 

Zariphes,  C.  A.  P.,  Boston  ’24,  Hartford 

Zarkin,  O.  H.,  Tufts  ’37,  Hartford 

Zaur,  I.  S.,  Yale  ’32,  Bridgeport 

Zavadier,  N.,  Zurich  ’18,  Bridgeport 

Zehl,  W.  F.,  Temple  ’51,  Glenbrook 

Zehrung,  W.  J.,  N.  Y.  Med.  Coll.  ’50,  New  Milford 

(Fairfield  County) 

Zeldis,  N,  N.  Y.  U.  ’46,  Hartford 
Zeman,  B.,  Kentucky  ’08,  Hartford 
Zerkowitz,  F.,  Graz  ’22,  Waterbury 
Ziegler,  E.  F.,  Georgetown  ’50,  New  Britain 
Ziegra,  L.  R.,  Jr.,  N.  Y.  Med.  Coll.  ’51,  Deep  River 


Ziegra,  S.  R..  Yale  ’47,  West  Flavcn 
Zielinski,  J.  B.,  Jefferson  ’34,  Bridgeport 
Zimerman,  J.,  Zurich  ’51,  Meriden 

Zimmerman,  H.  M.,  Yale  ’27,  New  York,  N.  Y.  (New  Haven 
County) 

Zimmerman,  L.  W.,  Kansas  ’35,  Hartford 
Zimmern,  R.  L.,  State  Univ.  of  N.  Y.  Coll,  of  Med.  at  N.  Y. 
C.  ’50,  Stamford 

Zonn,  S.  I.,  Tufts  ’17,  Waterbury 
Zsiga,  E.  D.,  Marquette  ’38,  Bridgeport 
Zucker,  R.,  Yale  ’44,  Waterbury 
Zucker,  R.  A.,  N.  Y.  U.  ’47,  Wilton 
Zwick,  F.,  Vermont  ’13,  New  Britain 
Zyla,  E.  J.,  Wayne  ’43,  Hartford 

ASSOCIATE  MEMBERS 
Burr,  H.  S.,  New  Haven 
Crankshaw,  C.  W.,  West  Hartford 
Darling,  G.  B.,  New  Haven 
Fulton,  J.  F.,  New  Haven 
Haggard,  H.  W.,  New  Haven 
Hamilton,  J.  A.,  Minneapolis,  Minn. 

Hiscock,  I.  V.,  New  Haven 
Long,  C.  N.  H.,  New  Haven 
Mickle,  F.  L.,  Wethersfield 
Richardson,  W.  A.,  Noroton 
Sibley,  H.,  New  Haven 
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WOMAN’S  AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


President,  Mrs.  E.  Roland  Hill,  Mystic 
President-Elect,  Mrs.  Paul  W.  Fisher,  New  Britain 
First  Vice-President,  Mrs.  Edwin  R.  Connors,  Bridgeport 
Second  Vice-President,  Mrs.  Charles  Murray  Gratz,  Cos  Cob 
Corresponding  Secretary,  Mrs.  Saul  Karpel,  New  London 


Recording  Secretary,  Mrs.  Norman  H.  Gardner, 
East  Hampton 

Treasurer,  Mrs.  J.  Alfred  Wilson,  Meriden 
President,  Mrs.  E.  Roland  Hill 
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1956  ROSTER  OF  WOMAN’S  AUXILIARY  TO  THE  CONNECTICUT  STATE 

MEDICAL  SOCIETY 

Fairfield  County 


BRIDGEPORT 

Apuzzo,  Mrs.  Anthony  A.,  17  Villa  Ave. 

Baum,  Mrs.  Seymour  J.,  490  West  Jackson  Ave. 
Bernstein,  Mrs.  Abraham,  542  Maplewood  Ave. 
Birney,  Mrs.  Thomas,  1984  Park  Ave. 

Blaney,  Mrs.  Cyril,  3203  Main 
Braun,  Mrs.  Rudolph,  525  Clinton  Ave. 

Camarda,  Mrs.  Anthony,  690  Clinton  Ave. 
CapoBianco,  Mrs.  Arthur,  29  Bayberry  Rd. 
Carroll,  Mrs.  Phillip,  1131  Noble  Ave. 

Cavaliere,  Mrs.  Vincent  J.,  1350  Brooklawn  Ave. 
Conklin,  Mrs.  Cornelius  S.,  468  Clinton  Ave. 
Connors,  Mrs.  Edwin,  416  Boston  Ave. 

DeLuca,  Mrs.  Joseph,  37  Toilsome  Hill  Lane 
DelVecchio,  Mrs.  Leonard,  60  Crown 
Doering,  Mrs.  Robert,  15  Elmsford  Rd. 

Esposito,  Mrs.  Joseph,  62  Inwood  Rd. 

Foley,  Mrs.  Francis  X.,  168  Algonquin  Rd. 
Gaffney,  Mrs.  Charles  B.,  610  Brooklawn  Ave. 
Geanuracos,  Airs.  George,  108  Marne  Ave. 
Gildea,  Mrs.  Mark,  111  Arcadia  Ave. 

Glass,  Mrs.  William  I.,  386  Taft  Ave. 

Gold,  Mrs.  James  Douglas,  839  Myrtle  Ave. 
Goodrich,  Mrs.  William,  439  Lake  Ave. 
Greenspun,  Mrs.  David  S.,  153  Southwood  Rd. 
Hennessey,  Mrs.  Joseph,  482  Brewster 
Horn,  Mrs.  Benjamin,  754  Clinton 
Howard,  Mrs.  Joseph  S.,  122  Eastwood  Rd. 
Kaplan,  Mrs.  Leon,  1174  Laurel  Ave. 

Kleinman,  Mrs.  Harold,  2051  North  Ave. 

Lengycl,  Mrs.  Paul  T.,  500  Clinton  Ave. 

Lenoci,  Airs.  Ralph  J.,  1659  Noble  Ave. 
Lieberthal,  Airs.  Milton,  96  Cedarwood  Lane 
Lockhart,  Mrs.  Harold  R.,  36  Brooklawn  Pkwy. 
Luciano,  Mrs.  Alichael,  2089  North  Ave. 

Luria,  Mrs.  Sidney,  422  Toilsome  Hill  Rd. 

Lyon,  Mrs.  Grover  A.,  2009  North  Ave. 
Maxwell,  Airs.  John  A.,  773  Huntington  Tpke. 
McGovern,  Airs.  Edward,  904  Lafayette 
Aleyer,  Mrs.  Fritz,  370  Lake  Ave. 

Molnar,  Mrs.  George,  135  Brooklawn  Ave. 
Newman,  Mrs.  Abbott,  1058  Wood  Ave. 
Olsavsky,  Airs.  John,  122  Eastwood  Rd. 
Panettieri,  Airs.  Andrew,  233  Algonquin  Rd. 
Pascal,  Mrs.  Thomas  J.,  1560  Noble  Ave. 
Pasquariello,  Airs.  William,  2969  Main 
Pickren,  Mrs.  Thomas,  835  Clinton  Ave. 


Popkin,  Airs.  Michael,  1671  Noble  Ave. 

Renaud,  Airs.  Raoul,  26  Sturtevant  PI. 

Ribner,  Airs.  Harold,  365  Toilsome  Hill  Rd. 
Rosenberg,  Mrs.  Saul,  1950  Park  Ave. 

Russo,  Airs.  John,  3296  Main 

Russo,  Mrs.  Robert,  208  Brooklawn  Ave. 

Saidel,  Mrs.  Joseph  W.,  2151  Park  Ave. 

Sciortino,  Mrs.  Alichael  V.,  2072  North  Ave. 
Sholler,  Airs.  Nicholas,  2148  North  Ave. 

Simses,  Mrs.  John,  Cedar  Hill  Rd.  R.  F.  D.  No.  1 
Spencer,  Airs.  Samuel,  3419  Main 
Spinelli,  Mrs.  Nicholas,  1285  Noble  Ave. 

Sprague,  Mrs.  Charles  H.,  29  Hanover 
Sulzycki,  Airs.  Michael,  34  Hickory 
Uvitsky,  Mrs.  Irving,  3101  Alain 
Vioni,  Mrs.  Edward  R.,  3450  Main 
Walzer,  Mrs.  Eugene,  35  Lilalyn  Dr. 

Wasserman,  Mrs.  Edward,  954  William 

BROOKFIELD 

Cherry,  Mrs.  Joseph,  Wisconier  Hill 
Leone,  Airs.  Frank,  Candlewood  Shores 

BROOKFIELD  CENTER 
Flamilton,  Airs.  Charles  K.,  R.  F.  D. 

Ralston,  A/Irs.  Richard  M.,  R.  F.  D. 

COS  COB 

Gratz,  Mrs.  Charles  AL,  Cognewaugh  Rd. 

DANBURY 

Blansfield,  Airs.  Henry  N.,  14  Grandview  Ave. 
Booth,  Airs.  John  D.,  46  Deer  Hill  Rd. 

Brochu,  Airs.  Eugene,  Juniper  Ridge 
DeKlyn,  Airs.  AVard  B.,  Juniper  Ridge 
Eckert,  Airs.  George,  394  Main 
Epstein,  Airs.  Benjamin,  8 Locust  Ave. 

Joy,  Airs.  Robert,  345  Alain 

Alurphy,  Airs.  James  J.,  5 Homestead  Ave. 

Rogol,  Airs.  Louis,  48  Fairview 
Ruiz,  Airs.  Rolando,  6 Fairfield  Ave. 

Selleck,  Airs.  Nathaniel,  P.  O.  Box  No.  3 
Sinton,  Airs.  William,  Ridgewood  Dr. 

Sokolski,  Mrs.  Edward,  38  Fairview  Ave. 

Stahl,  Mrs.  William,  Jr.,  Ohehyahtah  PI. 

Stahl,  Airs.  William,  Sr.,  343  Main 
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Sunderland,  Mrs.  William  A.,  158  Deer  Hill  Ave. 
Tomaino,  Mrs.  Felix,  83  Deer  Hill  Ave. 

Yoburn,  Mrs.  Michael,  Candleview  Ridge 

DARIEN 

Barber,  Mrs.  Richard,  125  Holmes  Ave. 

Felder,  Mrs.  Edward  A.,  Highfield  Lane 
Giles,  Mrs.  Newell,  Watch  Tower  Rd. 

Keddy,  Mrs.  Russell  A.,  15  Phillips  Lane 
Keys,  Mrs.  Robert  C.,  10  Birch  Rd. 

Macgregor,  Mrs.  James  V.,  980  Post  Rd. 

Moore,  Mrs.  Clifford  D.,  Parsons  Walk 
Ogilvie,  Mrs.  John  B.,  14  Circle  Rd. 

Ross,  Mrs.  Allan,  187  Nearwater  Lane 
Sheard,  Airs.  Charles,  10  Hope  Dr. 

Voris,  Mrs.  Jacques  VanBrunt,  22  Old  King’s  Hwy. 

EAST  NORWALK 
McMahon,  Mrs.  William,  Jr.,  Sasqua  Hills 
Padula,  Mrs.  Ralph,  Shorehaven  Island 

EASTON 

Cardonne,  Airs.  Michael  J.,  Sport  Hill  Pkwy. 

Curley,  Mrs.  William  H.,  Jr.,  Sport  Hill  Pkwy. 

Gulash,  Airs.  John  R.,  Sport  Hill  Pkwy. 

Alurdock,  Airs.  Louis,  267  Sport  Hill  Rd. 

FAIRFIELD 
Biehn,  Mrs.  Sidney,  133  Reef  Rd. 

Bogin,  Airs.  Maxwell,  333  Cornell  Rd. 

Calvin,  Airs.  C.  Virgil,  71  Old  Field  Rd. 

Curley,  Mrs.  William  IT,  Sr.,  Verna  Field  Rd. 
DeWitt,  Airs.  Edward  N.,  331  Unquowa  Rd. 

Gade,  Airs.  Carl,  Old  Oaks  Rd. 

Groark,  Airs.  Owen,  99  Barlow  Rd. 

Harwood,  Airs.  Paul  A.,  Jr.,  360  Aline  Hill  Rd. 
Kemp,  Airs.  Edward  P.,  178  Reef  Rd. 

Kinder,  Mrs.  Frederick,  920  Redding  Rd. 

Levy,  Mrs.  Alaurice  N.,  203  White  Oak  Rd. 

Markley,  Mrs.  Ludwig  L.,  402  Davis  Rd. 
Nagourney,  Airs.  David,  385  Lockwood  Rd. 

Nevins,  Mrs.  Robert,  141  Somerset  Ave. 

Samuelson,  Mrs.  Arthur  W.,  464  Round  Hill  Rd. 
Stein,  Mrs.  Julius,  53  Warwick  Rd. 

GLENBROOK 

Jarvik,  Airs.  Norman  E.,  17  Douglas  Ave. 

AlcDonald,  Airs.  Harold,  397  Courtland  Ave. 

GREENS  FARA1S 
Paget,  Mrs.  John,  Prospect  Dr. 

GREENWICH 

Amoss,  Airs.  Harold  L.,  68  Deerfield  Dr. 

Alorrissett,  Mrs.  Leslie,  261  Lake  Ave. 

Stephens,  Airs.  Duncan,  40  West  Elm,  Apt.  iE 
Swarts,  Mrs  William  B.,  Warwick  Towers 

NEW  CANAAN 

Bucciarelli,  Airs.  John  A.,  93  East  Ave. 

Coombs,  Mrs.  Harrison  S.,  276  South  Ave. 

Gens,  Airs.  John  Paul,  West  Rd. 

Tcrhune,  Mrs.  William,  Silver  Hill  Box  D 
White,  Airs.  Ralph,  178  South  Alain 

NEWTOWN 

Clow,  Airs.  Henry  L.,  Box  W 


NORWALK 

Flynn,  Airs.  Edward,  54  Newtown  Ave. 

Giuliano,  Airs.  Louis  A.,  Appletrce  Lane 
Ippolito,  Airs.  Thomas,  31  Buckingham  PI. 

Alarinucci,  Airs.  Edmund,  Appletree  Lane 
Norrington,  Mrs.  Eric,  Wolfpit  Rd. 

Patterson,  Airs.  Frederick,  Chestnut  Hill  Rd. 

Rem,  Airs.  Edward,  Jackson  Dr. 

Rubin,  Airs.  David,  116  George  Ave. 

Trambert,  Airs.  Harry,  150  East  Ave. 

Vetter,  Airs.  Joseph,  Jackson  Drive 

OLD  GREENWICH 
Kelly,  Mrs.  J.  Colman,  Box  31 
Wright,  Airs.  Harold,  393  Sound  Beach  Ave. 

RIDGEFIELD 

Wagner,  Airs.  Edward,  126  Alain 

SAUGATUCK 

Genvert,  Mrs.  Harold,  Old  Saugatuck  Rd. 

SHELTON 

Booe,  Mrs.  J.  Grady,  Long  Llill  Ave. 

Edson,  Airs.  Ralph,  77  Oak  Ave. 

SOUTH  NORWALK 
Beck,  Mrs.  Eugene,  44  Elmwood  Ave. 

Steinberger,  Airs.  Laszlo,  in  West  Ave. 

Stietzel,  Mrs.  Eric,  5 Washington 

SOUTHPORT 

Harris,  Airs.  IT  Patterson,  Jr.,  382  Mill  Hill  Rd. 
Lambert,  Airs.  H.  Bertram,  254  Main 
Reinhard,  Airs.  Warren,  252  Main 

SPRINGDALE 

Savak,  Airs.  Joseph,  1280  Hope 

STAA1FORD 

Abrahamson,  Airs.  Robert,  Hunting  Ridge  Rd. 

Boshnack,  Mrs.  Alalcolm,  32  Kensington  Rd. 

Bowman,  Airs.  Stuart  H.,  39  Revonah  Ave. 

Bullen,  Airs.  Halsey,  Hillcrest  Park 
Cloonan,  Mrs.  John,  Blackwood  Lane 
Cognetta,  Mrs.  Armand,  228  West  Broad 
Cognetta,  Airs.  James,  765  Newfield  Ave. 

Connolly,  Mrs.  Joseph  P.,  104  South 
D’Andrea,  Airs.  Frank,  191  Hubbard  Ave. 

Dichter,  Mrs.  Irving,  171  Hubbard  Ave. 

Dorion,  Mrs.  Robinson,  415  Westover  Rd. 

Doyle,  Mrs.  Kevin,  142  Grove 
Farrell,  Airs.  John,  43  Brightside  Dr. 

Farrell,  Airs.  Richard,  188  North 
Golbey,  Mrs.  Robert,  142  High  Ridge  Rd. 

Hamburg,  Airs.  Joseph,  no  Glenbrook  Rd. 

Hymovich,  Airs.  Leo,  80  Third 
Kemp,  Airs.  Walter,  Wildwood  Rd. 

Layton,  Airs.  William,  33  Waterford  Lane 
Levine,  Airs.  Harry,  103  Lafayette 
Levine,  Mrs.  Julian,  88  Ridge  Park  Rd. 

AlacKee,  Mrs.  George  Miller,  Haviland  Rd. 

Magida,  Mrs.  Alelville,  30  Chester 
Malloy,  Airs.  Edward  F.,  90  Hubbard  Ave. 

Alancinelli,  Airs.  M.  Joseph,  West  Lane,  Revonah  Woods 
Alastrangelo,  Jr.,  Airs.  Angelo,  19  Grandview  Ave. 
AIcGourty,  Mrs.  David  P.,  95  Hope 
Aleacham,  Airs.  Charles,  46  Ocean  Dr.  North 
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Miller,  Mrs.  Hugh  K.,  Sunset  Rd.  R.  F.  D.  No.  2 
Moriarty,  Mrs.  James  P.,  39  Hubbard  Ave. 

Mulaire,  Mrs.  Victor  J.,  585  Elm 
Murray,  Mrs.  Henry  J.,  West  Hill  Rd. 

Nemoitin,  Mrs.  Bernard,  Long  Ridge  Rd. 

Nemoitin,  Mrs.  Jacob,  96  Main 
Nolan,  Mrs.  John  S.,  11  Locust  Lane 
Paul,  Mrs.  Voyle,  East  Lane,  Revonah  Woods 
Poczabut,  Mrs.  John  S.,  18  Case  Rd. 

Righthand,  Mrs.  Norman,  191  Strawberry  Hill  Ave. 
Rosenberg,  Mrs.  Charles,  Vineyard  Lane 
Ryan,  Mrs.  John  Joseph,  595  Shippan  Ave. 

Stankard,  Mrs.  William,  Hartcroft  Rd. 

Starrett,  Mrs.  Jay  Ellis,  970  Summer 
Stringfield,  Mrs.  Oliver  L.,  1416  Bedford 
Svedlow,  Mrs.  Bernard,  1767  Summer 
Telia,  Mrs.  Ralph,  55  Glenbook  Rd. 

Troy,  Mrs.  William  D.,  46  St.  George 
Veremakis,  Mrs.  Constantine,  161  Hubbard  Ave. 
Wrona,  Mrs.  Eugene,  235  South 

STEPNEY  DEPOT 
Stotts,  Mrs.  H.  Lyle 

STRATFORD 

Buda,  Mrs.  G.  Edward,  275  Bayview  Blvd. 

Friedman,  Mrs.  Nathan,  2336  Main 
Geer,  Mrs.  William  A.,  255  Bayview  Blvd. 

Haberlin,  Mrs.  Chester  E.,  125  Pumpkin  Ground  Rd. 
Lynch,  Mrs.  Vincent,  325  Second  Ave. 

Maher,  Mrs.  John,  2184  Main 
Morris,  Mrs.  Felix,  500  Tanager  PI. 

Owens,  Mrs.  Andrew  P.,  389  Ocean  Ave. 

Parmelee,  Mrs.  Berkley,  6080  Main 
Roberge,  Mrs.  George,  2 Pauline 
Sherman,  Mrs.  Irving,  Beaver  Dam  Rd. 


Sullivan,  Mrs.  John,  190  Bridgeport  Ave. 

Zielinski,  Mrs.  John,  413  Ocean  Ave. 

TRUMBULL 

Adzima,  Mrs.  Joseph,  100  West  Mischa  Rd. 

Brier,  Airs.  Hyman,  16  Merwin 
Creaturo,  Mrs.  Nicholas,  10  Rockland  Rd. 

Dean,  Mrs.  Michael,  18  Bassick  Rd. 

Diecidue,  Mrs.  Alfonso,  19  Westwood  Rd. 

Gorman,  Mrs.  Vincent,  5490  Main 
Lyddy,  Mrs.  John,  27  Candlewood  Rd. 

McCreery,  Mrs.  Edward  P.,  14  Moreland  Rd. 

AicLean,  Mrs.  T.  Smith,  80  Oriole  Lane 
Scalzi,  Mrs.  Leonard,  2071  Huntington  Tpke. 

Tarasovic,  Mrs.  Thomas,  123  Churchill  Rd. 

Terry,  Mrs.  Jules,  4 Woodbridge  Circle 
Trautman,  Airs.  Edwin  F.,  5367  Alain 
Turchik,  Airs.  Frank,  48  Plymouth 
Weise,  Mrs.  Elhvood  C.,  42  Hilltop  Dr. 

Zsiga,  Airs.  Elmo,  78  Fern  Circle 

WESTPORT 

Beinfield,  Mrs.  Alalcolm,  Gault  Park 
Dickenson,  Airs.  James,  Parsed  Lane 
Ellrich.  Airs.  David,  Old  Hills  Farm  Rd. 

Houze,  Airs.  Harry,  North  Compo  Rd. 

Mills,  Mrs.  C.  W.,  Storkhaven 
Alorgan,  Airs.  William  O.,  193  Alain 
Nespor,  Mrs.  Robert,  Compo  Rd. 

Ormand,  Mrs.  Joseph,  Highland  Rd. 

Shoup,  Mrs.  Homer,  Tar  Rock  Rd. 

Sperry,  Mrs.  Marie,  Box  764 

Wiggins,  Airs.  R.  Glen,  Jr.,  Hyatt  Court,  R.  D.  No.  4 

WEST  REDDING 
Jovell,  Airs.  John,  R.  F.  D.  No.  1 
Patterson,  Airs.  Harold,  Route  No.  1 


Hartford  County 


AVON 

Wiesel,  Mrs.  Benjamin,  Deercliff  Rd. 

Woodford,  Airs.  Chester  N.,  Deercliff  Rd. 

BERLIN 

Foster,  Mrs.  Hollis  J.,  Jr.,  189  Worthington  Ridge 
BLOOA1FIELD 

Bagnall,  Airs.  Richard,  616  Bloomfield  Ave. 

AlcCrann,  Mrs.  Donald  J.,  775  Bloomfield  Ave. 
Opinsky,  Airs.  Alorton,  14  Kelsey  PI. 

Russo,  Airs.  Joseph  N.,  587  Bloomfield  Ave. 

Serbin,  Airs.  A.  Frederick,  17  Simsbury  Rd. 

Smith,  Airs.  William  Leslie,  Kenmore  Rd. 

Spillane,  Airs.  Bernard,  251  Simsbury  Rd. 

Wetstone,  Airs.  Howard  J.,  61  Ellsworth  Dr. 

BRISTOL 

Furniss,  Airs.  William,  72  Prospect  PI. 

Hershey,  Airs.  David  D.,  58  Walnut 
Papa,  Airs.  John,  Brightwood  Rd. 

Purney,  Airs.  John,  Jr.,  51  Puritan  Rd. 

CANTON  (COLLINSVILLE) 

Barker,  Mrs.  Norman  J.,  Brook  Hill,  R.  F.  D.  No.  1 
Diters,  Airs.  Edward  N.,  Gildersleeve  Ave. 


Heublein,  Mrs.  Gilbert  W.,  Alorgan  Rd. 
Partington,  Mrs.  Paul  S.,  R.  F.  D.  No.  1 
Phelps,  Mrs.  Paul  S.,  R.  F.  D.  No.  1 
Unsworth,  Mrs.  Arthur  C.,  R.  F.  D. 

EAST  HARTFORD 
Acqua,  Airs.  Louis  C.,  71  Holland  Lane 
Danyliw,  Airs.  Joseph  M.,  85  Brookfield  Dr. 
Gallivan,  Airs.  John  N.,  22  Westview  Dr. 
Golino,  Mrs.  Emanuel  F.,  111  Holland  Lane 
Hervey,  Airs.  Zolton  P.,  52  Elsworth 
Horrigan,  Airs.  Thomas  H.,  162  Hills 
Lohman,  Mrs.  William  H.,  75  Holland  Lane 
AlcCue,  Mrs.  Martin  P.,  1617  Alain 
Murphy,  Mrs.  John,  118  Holland  Lane 
Platz,  Mrs.  Joseph,  235  Main 
Sirota,  Mrs.  Harvey  H.,  564  Forest 
Trantolo,  Mrs.  Arthur,  64  Holland  Lane 

EAST  HARTLAND 
Birge,  Airs.  Henry  L.,  North  Granby  Rd. 

EAST  WINDSOR  HILL 
Goddard,  Airs.  Harvey  B.,  Station  54 14 

FARMINGTON 

Barbour,  Airs.  Paul  Humphrey,  14  High 
Bunnell,  Mrs.  Walls  W.,  High 
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Cornwell,  Mrs.  Philip  M.,  Talcott  Notch  Rd. 

Marshall,  Mrs.  James  S.,  93  Main 

GLASTONBURY 
Griswold,  Mrs.  Edwin  M.,  2858  Main 
Hamlin,  Mrs.  Charles  H.,  2079  Main 
Parton,  Mrs.  George,  Jr.,  58  High 
Raffa,  Mrs.  Joseph,  2638  Alain 
Ricca,  Mrs.  Renato,  28  Ripley  Rd. 

HARTFORD 

Anderson,  Airs.  Gustav  W.,  111  Mountain 
Apter,  Mrs.  Harry  D.,  Hotel  Bond 
Beizer,  Airs.  Edmund,  114  Westerly  Ter. 

Bellizzi,  Airs.  Joseph,  1x4  North  Beacon 
Brandon,  Airs.  Kenneth  F.,  128  North  Oxford 
Cappiello,  Mrs.  Sylvester,  47  Vine 
Carangelo,  Airs.  John,  234  North  Beacon 
Cramer,  Mrs.  Sidney  L.,  75  Westerly  Ter. 

Crispin,  Airs.  Alaximillian,  135  Elizabeth 
Day,  Mrs.  Marvin  B.,  1144  Prospect 
DePasquale,  Mrs.  Francis  L.,  1990  Broad 
DeVito,  Airs.  Alichael  J.,  232  Fairfield  Ave. 

Dion,  Airs.  Julian  A.,  152  Fairfield  Ave. 

Donner,  Airs.  Samuel,  181  Blue  Hills  Ave. 

Duffy,  Mrs.  Leo  T.,  57  Gillctt 

Durkee,  Airs.  Ralph  E.,  Jr.,  31  North  Beacon 

Foohey,  Mrs.  Fleur  C.,  165  Scarborough 

Friery,  Airs.  C.  Al.,  no  Greenfield 

Geetter,  Airs.  Isidore  S.,  92  Fern 

Giardi,  Mrs.  Leo  P.,  561  New  Britain  Ave. 

Gold,  Airs.  Louis  H.,  186  North  Beacon 
Goldenberg,  Airs.  Jacob  J.,  834  Albany  Ave. 
Goodrich,  Airs.  William  A.,  261  Kenyon 
Griggs,  Airs.  John  B.,  Jr.,  5 North  Beacon 
Hanaghan,  Airs.  James  A.,  3 Sterling 
Hirshbcrg,  Airs.  Manuel  S.,  153  Westbourne  Pkwy. 
Holtz,  Airs.  Raymond  S.,  7 Woodland 
Hough,  Airs.  Perry  T.,  179  Beacon 
Jackson,  Airs.  Allen  F.,  210  Tower  Ave. 

Johnson,  Airs.  James  C.,  Jr.,  85  Jefferson 
Katz,  Airs.  Dewey,  140  Fern 
Kearney,  Mrs.  Alaurice,  124  North  Beacon 
Keith,  Airs.  Albert  R.,  201  North  Oxford 
Kemler,  Airs.  R.  Leonard,  386  Farmington  Ave. 

Kosar,  Mrs.  Walter  P.,  77  Canterbury 
Maislen,  Airs.  Samuel,  169  Ridgefield 
Alarino,  Airs.  Frank  S.,  26  Coolidge 
Alarkley,  Airs.  D.  Norman,  382  Farmington  Ave. 
Alarrin,  Airs.  Stevens  J.,  35  Woodside  Circle 
AlcNulty,  Mrs.  Terrence  F.,  22  North  Beacon 
Aliller,  Mrs.  Harry  B.,  20  Colebrook 
O’Connell,  Airs.  Alaurice,  234  Terry  Rd. 

O’Connell,  Airs.  Thomas  J.,  108  Bloomfield  Ave. 
Pizzo,  Mrs.  Paul,  662  Wethersfield  Ave. 

Rocco,  Mrs  Alario,  500  New  Britain  Ave. 

Rowley,  Airs.  Robert  L.,  241  Oxford 

St.  John,  Airs.  Leopold  A.,  25  Charter  Oak  Ave. 

Schaefer,  Airs.  Abraham  AL,  36  Westbourne  Pkwy. 

Schuyler,  Airs.  Samuel  A.,  188  Palm 

Sneidman,  Mrs.  George,  322  Vine 

Snelling,  Airs.  Pinkney  W.,  99  North  Beacon 

Solomkin,  Mrs.  Alark,  107  Westerly  Ter. 

Stack,  Mrs.  William  J.,  566  Prospect  Ave. 

Thau,  Airs.  Marcel,  277  South  Alarshall 
Thomas,  Airs.  John  J.,  37  Jefferson 
Tonken,  Airs.  Louis  C.,  50  Harwich 
Uricchio,  Airs.  Joseph  G.,  380  Linnmoore 
Wineck,  Airs.  Al.  S.,  85  Canterbury 
Worthen,  Mrs.  Thacher  W.,  183  Bloomfield  Ave. 


woman’s  AUXILIARY  ROSTER 

KENSINGTON 

Chernaik,  Mrs.  Samuel  J.,  206  Eiiwood  Rd.,  Bcinn  Breagh 
Alatteis,  Mrs.  Joseph  T.,  27  Lincoln 
Larkin,  Airs.  John  C.,  56  Woodland  Lane 
Parlato,  Airs.  Harry  A.,  71  Lincoln  Rd. 

MANCHESTER 

Alesburg,  Mrs.  Robert  J..  23  Elwood  Rd. 

Baldwin,  Airs.  W.  Howard,  210  Green  Rd. 

Caldwell,  Airs.  David  Al.,  1 1 Richard  Rd. 

Conlon,  Mrs.  William  L.,  102  Lakewood  Circle 
Diskan,  Mrs.  A.  Elmer,  543  Porter 
Friend,  Airs.  Amos  E.,  79  Comstock  Rd. 

Giddings,  Airs.  Lane,  1 1 8 Princeton 

Gramer,  Airs.  Joseph  W.,  P.  O.  Box  88,  Wapping 

Hamilton,  Airs.  Charles  R.  Jr.,  61  Green  Rd. 

Healy,  Airs.  Thomas  AL,  117  Conway  Rd. 

Jacobson,  Airs.  Charles  E.,  Jr.,  45  Wyllys 
Lehmus,  Airs.  Harold  J.,  61  Steep  Hollow  Lane 
Alalone,  Airs.  FI.  John,  38  Quaker  Rd. 

Aliller,  Airs.  Gerard  R.,  71  Boulder  Rd. 

Peckham,  Airs.  Charles  H.,  21  Comstock  Rd. 

Platz,  Mrs.  Edward,  215  Hollister 
Priddy,  Mrs.  F.  E.,  Bolton  Rd. 

Roberts,  Airs.  Douglas  J.,  R.  F.  D.  No.  1,  Rockville 
Rubinow,  Airs.  Alerrill  B.,  99  Green  Alanor  Rd. 
Sundquist,  Airs.  Alfred,  50  Wyllys 
Zaglio,  Airs.  E.  R.,  63  Lakewood  Circle 

A1ILLDALE 

Stetson,  Airs.  Flarold  P.,  Aleriden-Waterbury  Rd. 

P.  O.  178 

NEW  BRITAIN 

Berger,  Airs.  Alfred  J.,  174  Heather  Lane 
Bernstein,  Airs.  Dwight  J.,  1 Ten  Acre  Rd. 

Blogoslawski,  Mrs.  Walter,  199  West  Alain 
Carlson,  Airs.  Carl  E.,  26  Wightman  Rd. 

Clarke,  Airs.  Harold  Al.,  746  Corbin  Ave. 

Daley.  Airs.  Louis  W.,  no  Brookside  Rd. 

Dunn,  Airs.  Alorris  L.,  786  Corbin  Ave. 

Eisenberg,  Airs.  Sidney,  7 6 Harrison 
Greenblatt,  Airs.  Harold  J.,  161  Virginia  Ave. 

Hagedorn,  Mrs.  Maxwell  E.,  35  Brighton 
Johnson,  Airs.  Roswell  D.,  560  Lincoln 
Kalett,  Airs.  Joseph,  30  Eldridge  Rd. 

Kaplan,  Mrs.  Henry  Al.,  282  Wooster 
Kraszewski,  Mrs.  Henry,  49  Lexington 
Lee,  Airs.  William,  225  Vine 
Levine,  Airs.  Howard,  80  Bassett 
Alartin,  Mrs.  Edward,  70  Coolidge 
AlcMahon,  Airs.  George  W.,  19  Bassett 
Mellion,  Mrs.  Jacob,  50  Alason  Dr. 

Mlvnarski,  Airs.  Joseph  A.,  208  South  Mountain  Dr. 
Alonti,  Airs.  Lyle  John,  60  Lenox  PI. 

Aloorad,  Mrs.  Philip  J.,  69  Lexington 
Alotyka,  Airs.  Stanley,  1883  Stanley 
Nevulis,  Airs.  Anthony  V.,  318  Lincoln 
Paolillo,  Airs.  Charles  G.,  108  Harrison 
Peck.  Airs.  Bernard  C.,  32  Park  PI. 

Resnik,  Airs.  Edward,  76  Laurel  Rd. 

Sachs,  Mrs.  Julian,  1493  Stanley 
Schechtman,  Airs.  Charles  T.,  62  Dover  Rd. 

Schupack,  Mrs.  Samuel  D.,  38  Alason  Dr. 

Slater,  Mrs.  Gregory,  36  Windsor  Rd. 

Squillacote,  Mrs.  Vincent  J.,  30  Lyle  Rd. 

Sullivan,  Airs.  Charles  N.,  800  Corbin  Ave. 

Tisher,  Airs.  Paul  Winslow,  389  Shuttle  Meadow  Ave. 
Tokarczyk,  Airs.  John  J.,  32  North 
Waskowitz,  Mrs.  David,  33  Wightman  Rd. 
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Wesoly,  Mrs.  Andrew  S.,  27  Grove  Hill 
White,  Mrs.  John  C.,  115  Vine 
Young,  Mrs.  Henry  J.,  31  Franklin  Sq. 

NEWINGTON 

Aune,  Airs.  Edwin  F.,  Cedarcrest  Sanatorium 
Callahan,  Airs.  James  L.,  856  Main 
Cavalieri,  Airs.  Rinaldo  J.,  704  Main 
Fitzgerald,  Mrs.  Gerald,  141  Cherry  Hill  Dr. 
Levreault,  Airs.  Gerald  V.,  22  Elton  Dr. 

Alaloney,  A'lrs.  Richard  H.,  Jr.,  70  Dover  Rd. 
Alarinaro,  Airs.  Nicholas  A.,  Cedarcrest  Sanatorium 
AlcCloskey,  Airs.  Edwin  M.,  282  Cherry  Hill  Dr. 
Morrison,  Mrs.  Donald,  43  Southwood  Rd. 

O’Neil,  Mrs.  Vincent,  72  Southwood  Rd. 

Pulaski,  Airs.  John,  1803  Main 
Trench,  Mrs.  James  M.,  103  Barnard  Dr. 

Wheeler,  Airs.  Gordon  B.,  124  Brentwood  Rd. 

PLAINVILLE 

Cook,  Airs.  George  F.,  71  Farmington  Ave. 

Iannotti,  Mrs.  John  P.,  124  Trumbull  Ave. 
Zebrowski,  Airs.  Edward  J.,  15  Hardwood  Rd. 

ROCKY  HILL 

Fortier,  Mrs.  Norman  L.,  543  Main 
Shindell,  Airs.  Sidney,  West 
Zariphes,  Airs.  C.  A.,  65  Main 

SIMSBURY 

Bannister,  Airs.  William  K.,  275  Firetown  Rd. 
Donan,  Mrs.  Anderson  W.,  Hopmeadow 
Hockmuth,  Airs.  Lloyd  N.,  19  Quorn  Hunt  Rd. 
McDonald,  Mrs.  Wilfred  L.  J.,  17  Quorn  Hunt  Rd. 
Stretch,  Mrs.  James  E.,  215  Hopmeadow 
Welch,  Airs.  Howard  J.,  23  Quorn  Hunt  Rd. 

SOUTHINGTON 

Gura,  Airs.  George  AL,  188  North  Main 
SUFFIELD 

Coates,  Airs.  Stephen  P.,  328  Main 
Upson,  Mrs.  William  H.,  172  Alain 

THOMPSONVILLE 
Dignam,  Mrs.  Bernard,  133  Pearl 
Gourlie,  Mrs.  Howard  W.,  75  North  Alain 
Johnson,  Airs.  Carl  W.,  1033  Enfield 

UNIONVILLE 
Dawson,  Airs.  Lionel  AL,  94  Perry 
Dunne,  Airs.  Edward  P.,  West  District  Rd. 

WEST  HARTFORD 
Allen,  Mrs.  John  C.,  75  Westmont 
Allen,  Mrs.  Roy,  Old  Alill  Lane 
Andrews,  Mrs.  E.  M.,  20  Sycamore  Rd. 

Austin,  Mrs.  G.  Laurence,  Jr.,  161  Westland  Ave. 
Barald,  Mrs.  Fred  C.,  22  Belcrest  Rd. 

Barbour,  Mrs.  Charles  AL,  7 Stoner  Dr. 

Beckett,  Mrs.  Ronald  S.,  23  Riggs  Ave. 

Beebe,  Mrs.  John  T.,  32  High  Farms  Rd. 

Bernstein,  Mrs.  Louis,  46  Cumberland  Rd. 

Bowen,  Mrs.  Francis  D.,  46  Sedgwick  Rd. 
Braceland,  Mrs.  Francis  J.,  43  Ledyard  Rd. 

Brayton,  Airs.  Howard  W.,  6 Long  View  Rd. 
Brennan,  Mrs.  Edward  L.,  1805  Asylum  Ave. 
Brewer,  Airs.  Timothy  F.,  9 Coolidge  Rd. 


Brewster,  Airs.  William  B.,  Jr.,  20  Northfield  Rd. 
Brown,  Airs.  Richard  B.,  19  Miles  Standish  Dr. 

Bruno,  Airs.  Francis  E.,  2045  Boulvard 
Bruskin,  Airs.  Chaim  E.,  1769  Asylum  Ave. 

Buck,  Airs.  Burdette  J.,  153  LaSalle  Rd. 

Bunce,  Airs.  James  W.,  65  Auburn  Rd. 

Burness,  Mrs.  Sidney,  280  Steele  Rd. 

Burns,  Airs.  John  E.,  10  Paxton  Rd. 

Butler,  Airs.  Nicholas  G.,  21  Robin  Rd. 

Byrne,  Mrs.  David  W.,  93  Sunny  Reach  Dr. 

Calio,  Mrs.  James  V.,  3 Kingswood  Rd. 

Campbell,  Mrs.  Robert  H.,  55  North  Alain 
Carey,  Airs.  Thomas  C.,  49  Sycamore  Rd. 

Carignan,  Airs.  Richard  Z.,  26  Belcrest  Dr. 

Carrabba,  Mrs.  Salvatore  R.,  240  Ridgewood  Rd. 
Cartland,  Airs.  John  E.,  Jr.,  32  Stoner  Dr. 

Chester,  Airs.  Lewis,  Beechtree  Lane 
Cohen,  Airs.  Benjamin,  4 Linwold  Dr. 

Conant,  Mrs.  Roger  G.,  11  Sunrise  Hill  Dr. 

Conway,  Airs.  Edward  J.,  28  Cherryfield  Dr. 

Cooke,  Mrs.  Ronald  W.,  164  Steele  Rd. 

Crosby,  Mrs.  Edward  H.,  26  Wardwell  Rd. 

Cullen,  Airs.  James  R.,  29  Banbury  Lane 
Cushman,  Airs.  Laurence  A.,  19  Brunswick  Ave. 
DeChambert-Ostland,  Airs.  Jean  C.,  1582  Asylum  Ave. 
Delligan,  Mrs.  Francis  W.,  44  Webster  Hill  Blvd. 
Deming,  Mrs.  Archibald  S.,  146  Garfield  Rd. 

Deming,  Mrs.  Clinton  D.,  173  Steele  Rd. 

Deming,  Airs.  Edward  G.,  15  Bainbridge  Rd. 

Denne,  Airs.  Thomas  H.,  39  North  Main 
Denton,  Airs.  Cleveland  R.,  4 Northfield 
Dion,  Airs.  Asa  J.,  60  Webster  Hill  Blvd. 

Doerr,  Mrs.  William  J.,  1600  Asylum  Ave. 

Doherty,  Mrs.  Robert  C.,  9 Pine  Rd. 

Donnelly,  Airs.  John,  14  Ledyard  Rd. 

Donnelly,  Airs.  William  Allen,  22  Aliamis  Rd. 
Donovan,  Airs.  William  F.,  798  Farmington  Ave. 
Drake,  Airs.  Leo  B.,  77  Alontclair  Dr. 

Duksa,  Airs.  Walter,  1 1 3 Bainbridge  Rd. 

Dunsmore,  Mrs.  Rembrandt  H.,  101  Waterside  Lane 
Dushane,  Mrs.  Joseph  E.,  6 Highgate  Lane 
Earle,  Mrs.  Lyon  H.,  Jr.,  55  Jessamine 
Edson,  Mrs.  Reginald  C.,  174  Arundel  Ave. 

Egloff,  Airs.  Frank  R.  L.,  69  Meadow  Lane 
Elliot,  Airs.  K.  Gregory,  27  Brookline  Dr. 

Ellis,  Mrs.  William  A.,  21  Spring  Lane 
Ellison,  Airs.  Frederick  S.,  126  Wood  Pond  Rd. 
Emmel,  Mrs.  Robert  C.,  19  Day  Rd. 

Fairlie,  Mrs.  Chester  W.,  Jr.,  142  Steele  Rd. 

Farland,  Airs.  Victor  L.,  59  West  Hill  Dr. 

Feeney,  Airs.  Thomas  AL,  4 Sunset  Ter. 

Fierberg,  Airs.  A.  Arthur,  2231  Albany  Ave. 
Finesilver,  Mrs.  Edward  Al.,  29  Old  Oak  Rd. 

Fleish,  Mrs.  Milton  C.,  49  Sulgrave  Rd. 

Fox,  Mrs.  George  F.,  8 Hooker  Dr. 

Franco,  Airs.  John,  4 Bainbridge  Rd. 

Frank,  Mrs.  Ludwig  M.,  21  AValbridge  Rd. 

Galinsky,  Mrs.  David,  96  Van  Buren  Ave. 

Gardy,  Mrs.  Lawrence  A.,  166  Ballard  Dr. 

Gibson,  Airs.  Forrest  D.,  38  Concord 
Giffin,  Airs.  Lewis  A.,  28  Chapman  Rd. 

Goff,  Airs.  Charles  W.,  1073  North  Main 
Goldenberg,  Mrs.  Philip  T.,  95  Brewster  Rd. 
Goldenthal,  Mrs.  Carol,  15  Fernridge  Rd. 

Goldkamp,  Mrs.  Otto  G.,  43  Concord 
Goldstein,  Mrs.  Theodore,  356  Fern 
Gordon,  Mrs.  Yale,  65  Griswold  Dr. 

Gould,  Airs.  M.  Alartin,  15  Ridgewood  Rd. 

Greene,  Mrs.  Gerald  S.,  29  Bainbridge  Rd. 
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Grody,  Airs.  Marvin  H.,  174  Brewster  Rd. 

Gross,  Mrs.  Norman  D.,  141  Ardmore  Rd. 
Gurwitz,  Mrs.  Jack,  9 Brookfield  Rd. 

Hall,  Mrs.  Wendell  C.,  84  Brace  Rd. 

Hamilton,  Airs.  George  L.,  32  Foxridge  Rd. 
Hamilton,  Mrs.  T.  Stewart,  67  Harvest  Lane 
Hannan,  Airs.  William  S.,  18  Fernridge  Rd. 
Harris,  Airs.  Louis  D.,  35  Roberts  Lane 
Hastings,  Airs.  Louis  T.,  29  Paxton  Rd. 

Hauss,  Mrs.  Donald  S.,  85  Loomis  Dr. 

Hazen,  Airs.  Donald  R.,  20  Chelsea  Lane 
Heublein,  Mrs.  Arthur  C.,  184  Fern 
Heyman,  Airs.  Joseph,  85  Belknap  Rd. 

Hickox,  Mrs.  Curtis  B.,  30  Rosedale  Rd. 
Hirschfeld,  Airs.  Otto  M.,  15  Arden  Rd. 
Houlihan,  Airs.  John  J.,  121  Montclair  Dr. 
Huleatt,  Mrs.  Thomas  R.,  32  Ledgewood  Rd. 
Hulme,  Mrs.  Stephen  A.,  9 Paxton  Rd. 

Irving,  Airs.  J.  Grant,  180  Wood  Pond  Rd. 
James,  Airs.  Lewis  P.,  39  Cliff  more  Rd. 

Jennings,  Mrs.  Walter  F.,  30  Sulgrave  Rd. 
Jenovese,  Mrs.  Joseph  F.,  75  High  Farms  Rd. 
Johnson,  Airs.  Paul,  63  Wyndwood  Rd. 

Jones,  Mrs.  Frank  S.,  7 Ten  Acre  Lane 
Kaplan,  Mrs.  Bernard  Jr.,  12  Seneca  Rd. 

Kardys,  Mrs.  John  A.,  49  Pilgrim  Rd. 

Karpe,  Mrs.  Richard,  6 Beverly  Rd. 

Kaschmann,  Airs.  Joseph,  1118  Troutbrook  Dr. 
Katzman,  Mrs.  Samuel  S.,  70  Bretton  Rd. 

Kay,  Mrs.  Richard,  20  Pelham  Rd. 

Keefe,  Mrs.  Arthur  D.,  54  Seminole  Cir. 

Keefe,  Airs.  George  G.,  17  Walbridge  Rd. 

Keefe,  Mrs.  Walter  J.,  114  Ridgewood  Rd. 

Kelly,  Mrs.  Claude  C.,  43  Femwood  Rd. 

Kiefer,  Airs.  C.  Reymond.  Jr.,  366  Park  Rd. 
Kingston,  Mrs.  Paul  J.,  28  Bishop  Rd. 

Klein,  Airs.  Joseph,  15  Norwood  Rd. 

Krall,  Airs.  Irving  H.,  50  Pilgrim  Rd. 

Kunkel,  Airs.  F.  Earle,  33  Alountain  Brook  Rd. 
Lahey,  Mrs.  William  J.,  34  Montclair  Dr. 
Lampson,  Airs.  R.  Starr,  Thicket  Lane 
Lankin,  Mrs.  Joseph  J.,  71  Scarborough 
Larrabee,  Airs.  John  W.,  46  Ridgewood  Rd. 
Larson,  Mrs.  Albert  L.,  90  Newport  Ave. 

Lear,  Airs.  Harold  A.,  32  Hamlin  Dr. 

Lenehan,  Airs.  J.  Richard,  49  Rosedale  Rd. 
Leonard,  Mrs.  John  C.,  22  Foxcroft  Rd. 

LeRoyer,  Mrs.  Charles  P.,  Jr.,  60  Beverly  Rd. 
Levin,  Mrs.  Robert  R.,  146  Montclair  Dr. 
Lischner,  Mrs.  Aloses  D.,  3 Lawler  Rd. 

Litter,  Airs.  Leo,  133  Loomis  Dr. 

Little,  Airs.  Alilton  F.,  38  Walbridge  Rd. 

Locke,  Mrs.  Harry  L.,  20  Woodruff  Rd. 

Loftus,  Mrs.  James  F.,  32  Plainfield  Rd. 

LoPresti,  Mrs.  Daniel  A.,  94  Seminole  Circle 
Lublin,  Mrs.  Raymond  D.,  19  Fulton  PI. 

Luby,  Airs.  Thomas  J.,  14  Bainbridge  Rd. 
Lundborg,  Airs.  Francis  L.,  35  North  Alain 
Alancall,  Mrs.  Irwin  T.,  41  Miamus  Rd. 

Alancoll,  Mrs.  Morris  Al.,  285  North  Quaker  Lane 
Mann,  Airs.  Norman  Al.,  16  Middlefield  Dr. 
Marsh,  Mrs.  Alexander,  16  Osage  Rd. 

Marshall,  Airs.  Daniel,  21  AViltshire  Lane 
Martin,  Mrs.  John  G.,  3 Arlington  Rd. 

AlcCarthy,  Mrs.  Frank  W.,  4 Gifford  Rd. 
AlcCormack,  Airs.  Christopher,  70  Pioneer  Dr. 
McGrath,  Airs.  John  F.,  16  Holbrook  Rd. 
McKnight,  Mrs.  Robert  S.,  226  Auburn  Rd. 
McPherson,  Mrs.  Sidney  R.,  95  Van  Buren  Ave. 


Alenzer,  Mrs.  Alexander,  1066  Boulevard 
Aliller,  Airs.  James  R.,  7 Banbury  Lane 
Alissett,  Mrs.  James  S.,  1790  Boulevard 
Molloy,  Airs.  Robert  J.,  12  Cobbs  Rd. 

Alurphy,  Airs.  Thomas  F.,  30  Blue  Ridge  Lane 
Neidlinger,  Mrs.  William  J.,  5 Stonebridgc  Lane 
Nichols,  Mrs.  Edward,  12  Vardon  Rd. 

Nichols,  Airs.  Frederick  A.,  60  High  Farms  Rd. 
Nolan,  Mrs.  John  O’L.,  106  Bainbridge  Rd. 

O’Connell,  Airs.  John  D.,  42  Fulton  PI. 

O'Conor,  Mrs.  Gregory  T.,  167  Steele  Rd. 

Ogden,  Mrs.  Ralph  T.,  15  Ticket  Lane,  Sunset  Farms 
O’Keefe,  Mrs.  David  F.,  93  Newport  Ave. 

Osborn,  Airs.  Stanley  H.,  41  Brace  Rd. 

Osmond,  Airs.  Robert  H.,  29  Cornell  Rd. 

Parshley,  Airs.  Philip  F.,  814  Farmington  Ave. 
Partridge,  Mrs.  Winthrop  P.,  1043  Farmington  Ave. 
Peacock,  Airs.  Albert  U.,  36  Four  Alile  Rd. 

Perkins,  Mrs.  Joseph  A.,  159  Sidney  Ave. 

Piacente,  Mrs.  Salvatore  S.,  10  Frederick  Rd. 

Pitegoff,  Airs.  Gerald  I.,  332  Auburn  Rd. 

Polivy,  Mrs.  Charles,  Ferncliff  Dr. 

Prestley,  Airs.  William  F.,  519  Mountain  Rd. 
Preston,  Mrs.  Thomas  R.,  119  Bainbridge  Rd. 

Pyrtek,  Mrs.  L.  J.,  145  Walbridge  Rd. 

Rankin,  Mrs.  Emmett  C.,  1948  Asylum  Ave. 

Riege,  Airs.  David  H.,  1978  Asylum  Ave. 

Robinson,  Mrs.  David,  79A  Loomis  Dr. 

Robinson,  Airs.  John  C.,  39  Rosedale  Rd. 

Rogers,  Airs.  Frederick  P.,  123  Ridgewood  Rd. 

Roh,  Mrs.  Charles,  27  Van  Buren  Ave. 

Rollins,  Airs.  Henry  B.,  31  Arden  Rd. 

Rosenbaum,  Airs.  George  J.,  16  Vardon  Rd. 
Rosenthal,  Mrs.  Ernest,  17  Pine  Rd. 

Roth,  Airs.  Frank  E.,  37  Sedgwick  Rd. 

Rowley,  Mrs.  Samuel  £).,  32  Banbury  Lane 
Russell,  Airs.  G.  Gardiner,  1 1 8 Steele  Rd. 

Ryan,  Airs.  Francis  J.,  6 Linbrook  Rd. 

Ryan,  Mrs.  William  F.,  96  Sidney  Ave. 

Sachs,  Mrs.  Julius  J.,  72  Maplewood  Ave. 

Salvin,  Mrs.  Benjamin  L.,  353  North  Quaker  Lane 
Sayers,  Mrs.  John,  573  Park  Rd. 

Scafarello,  Mrs.  Peter  J.,  60  Arnoldale  Rd. 
Schatten,  Mrs.  Siegfried  S.,  32  Arnold  Way 
Schipke,  Mrs.  Raymond  E.,  18  Briarwood  Rd. 
Schloss,  Airs.  Walter  A.,  31  Brookside  Blvd. 

Schnap,  Mrs.  Isadore,  229  South  Qauaker  Lane 
Schwartz,  Mrs.  Herbert  N.,  1823  Asylum  Ave. 
Scoville,  Airs.  William  B.,  334  North  Steele  Rd. 
Scull,  Mrs.  Edward,  35  Bainbridge  Rd. 

Seigle,  Mrs.  Stewart  P.,  8 Foxridge  Rd. 

Sennett,  Mrs.  Edward  J.,  29  Scarsdale  Rd. 

Sewall,  Airs.  Sydney,  351  Ridgewood  Rd. 

Shortliffe,  Mrs.  Ernest  C.,  1903  Boulevard 
Shoukimas,  Airs.  John,  15  Cherryfield  Dr. 

Shreve,  Mrs.  Robert,  53  High  Farms  Rd. 

Shull,  Airs.  John,  8 Stoner  Dr. 

Sigal,  Airs.  Jacob  B.,  41  Smallwood  Rd. 

Slossberg,  Mrs.  David,  74  Tumblebrook  Lane 
Smith,  Mrs.  C.  Leonard,  3 Spring  Lane 
Smith,  Mrs.  Leonard  K.,  91  Knollwood  Rd. 

Smith,  Airs.  Wilson  Fitch,  25  Bainbridge  Rd. 
Spekter,  Mrs.  Louis,  36  West  Hill  Dr. 

Spillane,  Mrs.  Richard  J.,  14  Northfield  Rd. 

Sponzo,  Airs.  James  J.,  81  Hunter  Dr. 

Standish,  Airs.  Welles  A.,  168  Wood  Pond  Rd. 
Stearns,  Mrs.  Colby  S.,  44  Rosedale  Rd. 

Steincrohn,  Airs.  Peter  J.,  952  North  Alain 
Steven,  Mrs.  Ranald  J.  Al.,  44  Pioneer  Dr. 
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Stewart,  Airs.  Lester  Q.,  108  Wood  Pond  Rd. 

Storrs,  Mrs.  Ralph  W.,  64  Orchard  Rd. 

Sullivan,  Mrs.  Arthur  B.,  177  Sedgwick  Rd. 

Teahan,  Mrs.  John  W.,  7 Hillsboro  Dr. 

Tennant,  Mrs.  Robert,  156  Walden 
Thenebe,  Mrs.  Carl  L.,  4 Walbridge  Rd. 

Thompson,  Mrs.  Hartwell  G.,  184  Mountain  Rd. 

Tooker,  Mrs.  Harold  C.,  319  Cumberland  Rd. 

Tovell,  Mrs.  Ralph  M.,  1897  Asylum  Ave. 

Tucker,  Mrs.  Charles  A.,  115  Walbridge  Rd. 

Turco,  Mrs.  Vincent,  95  Norwood  Rd. 

Van  Derwerker,  Mrs.  Earl  E.,  Jr.,  59  Harvest  Lane 
Vernlund,  Mrs.  Carl  F.,  Sunset  Farm 
Vernlund,  Mrs.  Robert  J.,  Sunset  Farms  Rd. 

Von  Salzen,  Mrs.  Charles,  118  Foxcroft  Rd. 

Waltman,  Mrs.  Irving,  142  Bainbridge  Rd. 

Wardner,  Mrs.  LeRoy  H.,  64  High  Farms  Rd. 

Watters,  Mrs.  Franklin  B.,  56  Bainbridge  Rd. 

Wawro,  Mrs.  N.  William,  44  Walbridge  Rd. 

Weed,  Mrs.  Chester,  42  Waterside  Lane 
Weiner,  Mrs.  Julius,  1119  Trout  Brook  Rd. 

Weld,  Mrs.  Stanley  B.,  136  Steele  Rd. 

Welhaven,  Mrs.  Arne,  252  Mountain  Rd. 

Whitcomb,  Mrs.  Benjamin  B.,  38  High  Farms  Rd. 

White,  Mrs.  Benjamin  V.,  19  Chelsea  Lane 
White,  Mrs.  Edward  P.,  41  Riggs  Ave. 

Wienski,  Mrs.  John  C.,  1 1 5 Mountain  Rd. 

Wilson,  Mrs.  Archibald  C.,  1909  Boulevard 
Winship,  Mrs.  G.  Montgomery,  9 Clover  Dr. 

Winters,  Mrs.  John  T.,  19  Linbrook  Rd. 

Wood,  Mrs.  Dwight  R.,  29  Braintree  Dr. 

Wood,  Mrs.  Frank  C.,  5 Sunny  Reach  Dr. 

Woodruff,  Mrs.  John  H.,  20  Garfield  Rd. 

Wulp,  Mrs.  George,  52  North  Quaker  Lane 
Yergason,  Mrs.  Robert  M.,  89  Van  Buren  Ave. 

Young,  Mrs.  Michael  A.,  38  Clover  Dr. 

Zarkin,  Mrs.  Oscar  H.,  186  North  Main 

WETHERSFIELD 
Beakey,  Mrs.  John  F.,  36  Golf  Rd. 

Butterfield,  Mrs.  Walter  L.,  26  Saxton  Rd. 

Litchfield 

CANAAN 

Elliott,  Mrs.  John  R.,  Bragg 
Sellew,  Mrs.  Robert,  Sr.,  West  Main 
Sellew,  Mrs.  Robert,  Jr.,  North  Elm 

EAST  CANAAN 
Adams,  Mrs.  Forbes  S.,  Lower  Rd. 

CORNWALL 
Lovallo,  Mrs.  Frank 
Walker,  Mrs.  Bradford  W. 


FALLS  VILLAGE 
Robertson,  Mrs.  A.  Rocke 

GOSHEN 

Buckley,  Mrs.  John  L. 

Conforti,  Mrs.  Victor 
Mitchell,  Mrs.  Gerald 
Sutherland,  Mrs.  Francis 

HARWINTON 

Adams,  Mrs.  Arthur,  R.  F.  D.  No.  2 


Davis,  Mrs.  Roger  W.,  22  Lincoln  Rd. 

DePasquale,  Mrs.  John  A.,  732  Prospect 
Filson,  Mrs.  Ralph  M.,  855  Ridge  Rd. 

Giuliano,  Mrs.  Sebastian,  270  Wolcott  Hill  Rd. 

Golden,  Mrs.  Archie  J.,  91  Hillcrest  Ave. 

Gossling,  Mrs.  Harry  R.,  37  Boulter  Rd. 

Hege,  Mrs.  John  H.,  50  Cedar 
Hellijas,  Mrs.  Carl  S.,  4 River  Rd. 

Johnston,  Mrs.  J.  Howard,  522  Wolcott  Hill  Rd. 
Lowell,  Mrs.  W.  Holbrook,  Jr.,  296  Wolcott  Hill  Rd. 
McLean,  Mrs.  Charles  E.,  80  Farmingdale  Rd. 

Messina,  Mrs.  Michael  C.,  662  Wolcott  Hill  Rd. 
O’Herlihy,  Mrs.  Dermot  B.,  473  Wolcott  Hill  Rd. 
Reed,  Mrs.  John  F.,  381  Wolcott  Hill  Rd. 

Reinfrank,  Airs.  Ralph  F.,  75  Forest  Dr. 

Schaefer,  Airs.  Jacob,  193  Ridge  Rd. 

St.  John,  Mrs.  Nicholas  E.,  375  Ridge  Rd. 

Smith,  Mrs.  William  B.,  91  Center 
Steege,  Mrs.  Theodore  \V.,  29  Eastern  Dr. 

Truex,  Mrs.  Edward  H.,  Jr.,  37  Farmingdale  Rd. 
Twaddle,  Mrs.  Paul  H.,  430  Church 
Walker,  Mrs.  Donald  A.,  30  Dale  Rd. 

Ward,  Mrs.  Kenneth  E.,  90  Goodwin  Park  Rd. 

Warren,  Mrs.  Henry  S.,  184  Alain 
Wells,  Airs.  John  B.,  336  Hartford  Ave. 

AViedman,  Airs.  Otto  G.,  265  AVolcott  Hill  Rd. 

Young,  Airs.  Victor  H.,  109  Center 
Zyla,  Mrs.  Edward  J.,  20  Timber  Trail 

WINDSOR 

Donohue,  Airs.  Stephen  AL,  128  Tobey  Ave. 

Horton,  Mrs.  William  H.,  241  Bloomfield  Ave. 

Houle,  Airs.  Raymond  T.,  Alain,  Sta.  35,  South  Windsor 
Lasser,  Airs.  Leonard  Al.,  7 Orchard  Rd. 

Poirier,  Airs.  T.  Al.,  113  Preston 

Pomeroy,  Mrs.  William  H.,  1852  Poquonock  Ave. 

Silliman,  Airs.  Warren,  26  Prospect 

WINDSOR  LOCKS 
Carniglia,  Airs.  Ettore  F.,  5 North  Main 
Kennedy,  Mrs.  John  J.,  46  Center 

County 

LAKEVILLE 
Atchley,  Airs.  John  A. 

LITCHFIELD 
Dautrich,  Airs.  A.  W.,  West 
Kennedy,  Airs.  Sidney  R.,  Jr.,  Norfolk  Rd. 

Kilgus,  Airs.  John  F.,  West 
Samponaro,  Airs.  Nicholas,  Prospect 
Wray,  Airs.  Edward  H.,  North 

NEW  HARTFORD 
Alarkwald,  Airs.  Heinz 

NEW  A1ILFORD 

Ferris,  Airs.  Jeffrey 
Miller,  Airs.  Robert 

NORFOLK 

Barstow,  Airs.  Richard  I.,  Litchfield  Rd. 

Ursone,  Mrs.  Frank,  Greenwood  Rd. 

TERRYVILLE 
Coral,  Airs.  Alark,  63  Main 
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THOMASTON 

Brown,  Mrs.  Freeman,  R.  F.  D.  No.  i 

Conklin,  Mrs.  Clifford  T.,  16  Grand 

Russo,  Mrs.  Neil,  56  High 

Samson,  Mrs.  Daniel,  147  Elm 

Wight,  Mrs.  Winfield  K.,  24  Goodwin  Court 

TORRINGTON 
Atwood,  Mrs.  Albert,  R.  D.  No.  2 
Blinkoff,  Mrs.  Jack,  Felicity  Lane 
Chait,  Mrs.  Sidney,  New  Harwinton  Rd. 
Danaher,  Mrs.  Thomas  J.,  445  Prospect 
Garston,  Mrs.  Louis  E.,  116  Irving  Ave. 
Giobbe,  Mrs.  Michael  E.,  102  Pearl 
Goldberg,  Mrs.  Isadore  S.,  101  Adelaide  Ter. 
Irwin,  Mrs.  John  B.,  Mt.  Pleasant  Ter. 

Joseph,  Airs.  Clifford,  49  Barton 
Kott,  Mrs.  J.  Henry,  28  Pearl 
Liberman,  Mrs.  Llewelyn  E.,  39  Spruce  Dr. 
McKenna,  Mrs.  James,  East  Alain 
Murcko,  Airs.  William  J.,  28  Wheeler  Lane 
Opper,  Airs.  Lincoln,  298  East  Alain 


Orlowski,  Mrs.  Andrew,  64  Bclleview  Ave. 
Polito,  Mrs.  Frank  L.,  24  Church 
Weed,  Mrs.  Floyd,  54  Forest 

WATERTOWN 
Cleary,  Mrs.  H.  J.,  Main 
Aleyers,  Airs.  Royal  A.,  59  Hillcrest  Ave. 
Rcichcnback,  Airs.  Frank,  228  Cutler 

WINSTED 

Baker,  Airs.  Phillip  G.,  63  Spencer 
Downey,  Mrs.  Robert,  Colebrook  Rd. 

Gallo,  Airs.  Francis  J.,  1 Front 

Herman,  Airs.  Donald  W.,  33  Wetmore  Ave. 

Levy,  Airs.  Aaron,  Wakefield  Blvd. 

Reidy,  Mrs.  Joseph,  43  Walnut 

Welch,  Airs.  Winthrop,  Winchester  Center 

WOODBURY 
Cushman,  Mrs.  George 


Middlesex  County 


COLCHESTER 
Israel,  Airs.  Irwin,  5 Hayward  Ave. 

CROMWELL 

Grant,  Mrs.  Richard,  482  Alain 
LaBella,  Mrs.  Louis,  Nooks  Hill  Rd. 

McDowell,  Mrs.  Arthur  V.,  19  Raymond  PI. 
Nelson,  Airs.  Walter,  360  Main 

DEEP  RIVER 

Lobb,  Mrs.  Russell,  208  Main 
Tate,  Mrs.  William  J.,  Kirtland  Rock 
Ziegra,  Mrs.  Louis,  Jr.,  7 Elm 

DURHAM 

Chace,  Mrs.  Charles  AV.,  Aleeting  House  Hill  Rd. 
Korn,  Mrs.  Francis  E.,  Jr.,  Main 
Rinde,  Mrs.  Hamilton,  Harvey  Convalescent  Home 
Yorburg,  Airs.  Leon 

EAST  HAA1PTON 
Gardner,  Mrs.  Norman,  22  Summit 
Soreff,  Airs.  Louis,  17  Alain 

ESSEX 

Harris,  Mrs.  Augustus,  60  Main 
James,  Airs.  Raymond,  River  Rd. 

HIGGANUM 

Calhoun,  Mrs.  Hazen  A.,  Main 
Craig,  Mrs.  George  Alansfield,  Alain 
Joyce,  Mrs.  William,  Main 
Thomson,  Airs.  Archibald,  Jr.,  Box  394 

MADISON 

Owre,  Mrs.  Alfred,  Jr.,  37  Boston  Post  Rd. 

MIDDLEFIELD 
Smith,  Mrs.  Harold  E.,  Baileyville 

A1IDDLET  OWN 

Bauer,  Mrs.  William,  Jr.,  Chamberlain  Rd. 

Buckley,  Mrs.  Willard,  Ballfall  Rd. 


Chase,  Mrs.  Carl  C.,  134  Clover 
Crampton,  Mrs.  Clare  B.,  158  Mt.  Vernon 
Fekety,  Mrs.  Stephen,  272  Court 
Frank,  Mrs.  Harry  S.,  230  Washington 
Grower,  Airs.  Julius,  32  Alansfield  Ter. 

Harvey,  Mrs.  Carl,  20  Silver 

Harvey,  Airs.  Sanford,  47  Deerfield  Ave. 

Harwood,  Mrs.  Clarence  AV.,  135  Old  Mill  Rd. 
Hasselbacher,  Mrs.  Franz,  Connecticut  State  Hospital 
Kirschbaum,  Mrs.  Jerome,  Huber  Ave. 

Knight,  Airs.  Harry  C.,  410  Ridge  Rd. 

Korab,  Mrs.  John  J.,  66  South  Main 
Levine,  Mrs.  Herbert,  414  Farm  Hill  Rd. 

Magnano,  Mrs.  Joseph,  100  Broad 
Minor,  Mrs.  Lloyd,  495  Ridge  Rd. 

Palmieri,  Airs.  Alario,  54  Broad 
Piasta,  Airs.  Peter,  145  South  Main 
Roccapriore,  Mrs.  Benjamin,  287  Washington  Ter. 
Russman,  Airs.  Charles,  33  Highland  Ter. 

Shenker,  Airs.  Benjamin,  46  Pine 
Sherwood,  Mrs.  Henry,  195  Old  Mill  Rd. 

Sweet,  Airs.  Alfred  N.,  720  Ridge  Rd. 

Thumin,  Mrs.  Alark,  57  South  Main 
Tracy,  Mrs.  F.  Erwin,  202  Old  Mill  Rd. 

Turano,  Mrs.  Andrew,  64  Pearl 
Vinci,  Airs.  Vincent  J.,  Randolph  Rd. 

AVrang,  Mrs.  William,  8 Alazzotta  PI. 

Yerbury,  Mrs.  Edgar,  Connecticut  State  Hospital 

MOODUS 

Berwick,  Airs.  Phillip,  Box  268 
Horsefield,  Airs.  Thomas  E. 

PORTLAND 
Alexander,  Mrs.  Stanley,  50  High 
Baker,  Mrs.  Asher,  48  Bartlett 
Barton,  Mrs.  Donn,  81  East  Main 
Blakeslee,  Mrs.  Malcolm,  Box  1 1 3 
Epstein,  Airs.  Joseph,  28  Church 
Glessner,  Airs.  James  R.,  2 Elizabeth  Rd. 

Longo,  Airs.  Americo,  344  Alain 
Schwartz,  Mrs.  Phillip,  309  Main 
Wagner,  Mrs.  Carl,  38  Bartlett 

Santiccioli,  Airs.  Aldo,  Norwich  State  Hospital 
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ANSONIA 

Blumenthal,  Mrs.  Edward  J.,  20  Edgewood  Ave. 
BRANFORD 

Blanchard,  Mrs.  Dana,  87  Main 
Gaylord,  Mrs.  Charles,  93  South  Main 
Hines,  Mrs.  Thomas  F.,  Edgewood  Rd. 

Levy,  Mrs.  Nathan,  49  Wilford  Ave. 

Riesman,  Mrs.  John  P.,  Hearthstone,  R.  F.  D.  No.  2 

CHESHIRE 
Aloore,  Mrs.  Wilbur,  Maple  Ave. 

Smith,  Mrs.  Edward  R.,  805  East  Johnson  Ave. 

DERBY 

Andrus,  Mrs.  Oliver,  32  Daytona  Ave. 

Burns,  Mrs.  George,  42  Seymour  Ave. 
D’Ambruoso,  Mrs.  Domenic,  46  Atwater  Ave. 
Narowski,  Mrs.  John  J.,  85  Atwater  Ave. 

Rentsch,  Mrs.  Samuel,  61  Seymour  Ave. 

Senfield,  Mrs.  Maxon,  238  Hawthorne 

EAST  HAVEN 
Albis,  Mrs.  Francis  J.,  60  Edward 
Balletto,  Mrs.  Vincent,  535  Thompson  Ave. 

GUILFORD 

Clarke,  Mrs.  Winthrop,  Box  43 

HAMDEN 

Baer,  Mrs.  Irving  N.,  30  Swarthmore  Rd. 

Bassin,  Mrs.  Alexander,  98  Millbrook  Rd. 

Claiborn,  Airs.  Louis  N.,  64  Blake  Rd. 

Conway,  Mrs.  David,  999  Ridge  Rd. 

Culotta,  Airs.  Charles,  2714  Whitney  Ave. 
Delgrego,  Mrs.  A.  L.,  111  Carmalt  Rd. 

D’Esopo,  Mrs.  Joseph  N.,  174  Blake  Rd. 

Elgosin,  Mrs.  Richard  B.,  2320  Whitney  Ave. 
Eveleth,  Airs.  Alalcolm  S.,  21  Aliddle  Rd. 

Filer,  Airs.  H.  Lambert,  Jr.,  3109  Whitney  Ave. 
Fischer,  Airs.  Alexander,  18  Helen 
Foster,  Mrs.  Lewis,  88  Blake  Rd. 

Golia,  Mrs.  Ulysses,  261  Blake  Rd. 

Greenhouse,  Mrs.  H.  Robert,  72  Rochford  Ave. 
Guida,  Mrs.  Francis,  Fennbrook  Dr. 

Harvard,  Airs.  B.  Alarvin,  105  Spring  Glen  Ter. 
Hillman,  Mrs.  Maurice,  39  Helen 
Hitchens,  Mrs.  Clayton,  65  Wright  Lane 
Hodgkins,  Airs.  Charles  H.,  365  Ridge  Rd. 

Jaffe,  Mrs.  Samuel  A.,  35  Rogers  Rd. 

Johnson,  Mrs.  Carl,  45  Killdeer  Rd. 

LaFemina,  Airs.  Nicholas,  60  Dawes  Ave. 

Latimer,  Mrs.  Alarvin,  1030  Whitney  Ave. 
Lavorgna,  Mrs.  M.  H.,  92  Glen  Pkwy. 

Little,  Airs.  Herman  C.,  171  Santa  Fe 
Alorriss,  Mrs.  W.  Haviland,  no  Killdeer  Rd. 
Newman,  Mrs.  Harry  R.,  95  Broadfield  Rd. 
O’Brien,  Mrs.  William,  32  Hall 
Parisi,  Airs.  Anthony,  100  Cannon,  Mt.  Carmel 
Powell,  Mrs.  Wilson,  210  Santa  Fe  Ave. 
Radowiecki,  Mrs.  M.  Walter,  19  Corbin  Dr. 
Richards,  Mrs.  William  R.,  116  Brook 
Roberts,  Mrs.  Frederick,  107  Middle  Rd. 

Ryder,  Airs.  William,  3 Middle  Rd. 

Slater,  Mrs.  Daniel,  1100  Dixwell  Ave. 

Snoke,  Mrs.  Albert  W.,  100  Santa  Fe  Ave. 

Stone,  Mrs.  Emerson  L.,  3 Bayberry  Rd. 


Trifari,  Airs.  Leopold,  1087  Whitney  Ave. 

Verstandig,  Airs.  Charles,  19  Filbert  St. 

Wilkinson,  Mrs.  Arthur  G.,  950  Ridge  Rd. 

MERIDEN 

Badner,  Airs.  Donald  H.,  278  Baldwin  Ave. 

Boguniecki,  Airs.  Stanley,  n East  Alain 
Campbell,  Airs.  Sherburne,  10  Alaple  Ave. 

Carey,  Mrs.  William  C.,  136  Eaton  Ave. 

Cohen,  Mrs.  David,  425  Liberty 

Conroy,  Mrs.  Alichael,  57  William  Ave.,  Bradley  Park 
Dickinson,  Mrs.  George  H.,  Jr.,  65  Winthrop  Ter. 
DiGiandomenico,  Airs.  Albert,  277  Alurray 
Flynn,  Mrs.  John  B.,  45  Ridgewood  Rd. 

Fox,  Mrs.  George  G.,  168  Carpenter  Ave. 

Gibson,  Mrs.  Cole  B.,  61  Washington 
Giuffrida,  Mrs.  Francis,  253  Dexter  Ave.  Ext. 

Glike,  Airs.  Frederick,  270  Dexter  Ave. 

Hall,  Airs.  William  E.,  5 Washington  Heights 
Krochmal,  Mrs.  Heinrich,  167  Lambert  Ave. 

L’Heureux,  Airs.  Jerome,  104  Wilcox  Ave. 

Marciano,  Mrs.  Charles,  Jr.,  60  Live  Oak  Lane 
Alisuk,  Airs.  Joseph,  in  Hillcrest  Ter. 

Alurdock,  Mrs.  Thomas,  19  Windsor  Ave. 

Otis,  Mrs.  Israel  S.,  40  Harvard  Ave. 

Pennington,  Mrs.  H.  Freeman,  119  Williams 
Pepe,  Airs.  Vincent,  46  Aleriden  Ave. 

Petrucelli,  Mrs.  Zacco,  217  Main,  South  Meriden 
Pierson,  Mrs.  Louis,  130  Bradley  Ave. 

Quinlan,  Airs.  Raymond,  36  Winthrop  Ter. 

Ryan,  Mrs.  Allan  J.,  63  Bellevue 
Strickland,  Mrs.  Harold,  128  West  Main 
Van  Leuvan,  Mrs.  James,  62  Hillcrest  Ter. 

Wilson,  Mrs.  J.  Alfred,  1051  East  Main 

MIDDLEBURY 

Arnold,  Mrs.  William,  Jr.,  South 

Foster,  Airs.  John,  Porter  Hill 

Hetzel,  Mrs.  Joseph  L.,  Hillsbrow,  Breakneck  Hill 

Johnson,  Mrs.  Arthur  A.,  Crest  Rd. 

Reichenbach,  Mrs.  Alfred  E.,  R.  F.  D.  No.  1 
Smith,  Mrs.  Jasper  A.,  Central  Rd. 

MILFORD 

Barney,  Airs.  Walter  E.,  35  Prospect 
Fischer,  Mrs.  William  J.  H.,  3 Lafayette 
Goldman,  Mrs.  George,  195  New  Haven  Ave.,  Woodmont 
Timm,  Airs.  Alexander  B.,  Jr.,  101  Captain’s  Walk 

NAUGATUCK 

Bluestone,  Mrs.  David  H.,  9 Terrace  Ave. 

Hill,  Mrs.  William  E.,  150  Meadow 
Kennedy,  Mrs.  Charles,  14  Hillside  Ave. 

Weile,  Mrs.  Fred  W.,  270  Church 

NEW  HAVEN 
Albom,  Mrs.  J.  J.,  1781  Boulevard 
Alderman,  Mrs.  Donald,  55  Diamond 
Allen,  Mrs.  Edward  P.,  147  Alden  Ave. 

Allen,  Airs.  Millard,  65  Dixwell  Ave. 

Barker,  Mrs.  Creighton,  119  Armory 
Battista,  Mrs.  Anthony  W.,  1 1 1 Osborn  Ave. 

Bemeike,  Mrs.  Robert  R.,  44  Benton 
Biondi,  Mrs.  Benedict,  120  Blatchley  Ave. 

Bishop,  Mrs.  Courtney,  9 Austin 
Bodie,  Airs.  John  A.,  224  Edwards 
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Brand,  Mrs.  Elliott,  145  Cleveland  Rd. 

Bruno,  Mrs.  Joseph,  1266  Forest  Rd. 

Cheney,  Mrs.  Charles,  104  Huntington 
Clement,  Mrs.  David,  237  East  Rock  Rd. 
Climo,  Mrs.  Samuel,  25  Woodside  Ter. 

Cohen,  Mrs.  William,  102  Woodside  Ter. 
Conte,  Mrs.  Harry,  630  Whitney  Ave. 

Cook,  Mrs.  R.  J.,  651  Prospect 
D’Alessio,  Mrs.  Charles  M.,  533  Yale  Ave. 
Dayton,  Mrs.  Arthur,  61  Loomis  PI. 

Dennehy,  Mrs.  William  J.,  600  Prospect 
Etkind,  Mrs.  Meyer  G.,  1546  Chapel 
Fiorito,  Mrs.  Joseph,  157  Cleveland  Rd. 
Fiskio,  Mrs.  Peter,  88  Vista  Ter. 

Freedman,  Mrs.  Morris,  46  Oliver  Rd. 
Friedman,  Mrs.  Irving,  277  McKinley  Ave. 
Garofalo,  Mrs.  Mario  L.,  818  Townsend  Ave. 
Gentile,  Mrs.  Angelo,  640  Townsend  Ave. 
Gillson,  Mrs.  Reginald,  618  Whitney  Ave. 
Goldstein,  Mrs.  Morris,  451  George 
Greenhouse,  Mrs.  Barnett,  1687  Boulvard 
Groark,  Mrs.  Joseph  A.,  856  Townsend  Ave. 
Hart,  Mrs.  James  C.,  820  Elm 
Harvey,  Mrs.  Samuel,  21 1 Highland 
Krosnick,  Mrs.  Morris,  119  West  Park  Ave. 
Kushlan,  Mrs.  Samuel  D.,  655  Whitney  Ave. 
Lear,  Mrs.  Maxwell,  551  Ellsworth  Ave. 
Levin,  Mrs.  Hyman,  168  Linden 
Levy,  Mrs.  Daniel,  81  McKinley  Ave. 

Lewis,  Mrs.  Robert,  52  Trumbull 
Licht,  Mrs.  Sidney,  360  Fountain 
Lindskog,  Mrs.  Gustaf,  50  Marvel  Rd. 
Magyar,  Mrs.  Steven,  85  Everit 
Marshall,  Mrs.  Carter,  215  Lakeview  Ter. 
Maynard,  Mrs.  Harry  A.,  882  Howard  Ave. 
McAlenney,  Mrs.  Paul,  45  Cleveland  Rd. 
McLoughlin,  Mrs.  John,  836  Edgewood  Ave. 
Mendelsohn,  Mrs.  William,  170  Linden 
Mendillo,  Mrs.  John  C.,  24  Huntington 
Millen,  Mrs.  S.  R.,  135  Cleveland  Rd. 
Mongillo,  Mrs.  Frank,  95  West  Park  Ave. 
Musselman,  Mrs.  Luther,  192  Livingston 
Nahum,  Mrs.  Louis,  85  Loomis  PI. 

O’Brasky,  Mrs.  Louis,  530  Ellsworth  Ave. 
O’Connor,  Mrs.  Denis,  239  Edwards 
Pelliccia,  Mrs.  Orlando,  183  Livingston 
Petrelli,  Mrs.  Joseph,  157  East  Rock  Rd. 
Piccolo,  Mrs.  Pasquale,  508  Yale  Ave. 

Pitegoff,  Mrs.  Charles  H.,  30  Conrad  Dr. 
Poverman,  Mrs.  David,  1 1 6 McKinley 
Powers,  Mrs.  Grover  F.,  167  Armory 
Rhoades,  Mrs.  Earl,  609  Fountain 
Riordan,  Mrs.  William,  1 McKinley  Ave. 
Russell,  Mrs.  Walter  S.,  139  Alston  Ave. 
Russo,  Mrs.  Joseph  D.,  255  Edwards 
Salter,  Mrs.  William  T.,  179  Cold  Spring 
Scholhamer,  Mrs.  Charles,  116  Avon 
Seabury,  Mrs.  Robert,  58  Trumbull 
Shure,  Mrs.  A.  Lewis,  42  Birch  Dr. 
Silverberg,  Mrs.  Samuel  J.,  140  Laurel  Rd. 
Smith,  Airs.  Frederick  F.,  84  Dixwell  Ave. 
Spinner,  Mrs.  Samuel  L.,  10  Mumford  Rd. 
Strauss,  Mrs.  Maurice,  18  Everit 
Swan,  Mrs.  Bernard  R.,  42  Cooper  PI. 
Swirsky,  Mrs.  Morgan  Y.,  280  McKinley  Ave. 
Townsend,  Mrs.  Raynham,  445  Humphrey 
Trask,  Mrs.  James,  300  Prospect 
Van  Heuven,  Mrs.  J.  A.,  154  Armory 


Weil,  Mrs.  Arthur,  307  St.  Ronan 
Zagranski,  Mrs.  Raymond,  977  Whalley  Ave. 

NORTH  HAVEN 
Blake,  Mrs.  Eugene  M.,  Blue  Hills  Rd. 

Davey,  Mrs.  Lycurgus  M.,  1010  Hartford  Tpke. 

Hart,  Mrs.  Robert  W.,  2233  Ridge  Rd. 

Hess,  Airs.  Orvan,  Old  Orchard  Rd. 
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CARCINOMA  IN  NODULAR  GOITER 

Bentley  P.  Colcock,  m.d.,  Boston , Massachusetts 


This  is  the  second  paper  on  this  subject  published  in  the 
Journal  in  the  last  twelve  months.  Our  readers  may  find  it 
of  value  after  reading  Dr.  Colcock's  comments  to  refer  to 
the  article  by  Dr.  Sokal  which  appeared  in  the  September, 
i Qt 5 issue  the  Journal  (Ed.) 

INCIDENCE 

Two  factors  must  be  kept  in  mind  concerning  the 
incidence  of  carcinoma  in  nodular  goiter.  In  the  first 
place  the  incidence  of  nodular  goiter  itself  varies 
considerably  from  one  part  of  the  country  to  an- 
other. In  the  Boston  area  autopsy  figures  give  an 
incidence  of  8.2  per  cent  with  nodules  in  the  thyroid 
gland,  while  the  incidence  of  nodular  goiter  has  been 
reported  as  high  as  60  per  cent  in  areas  where 
endemic  goiter  is  common.  The  number  of  nodular 
goiters  detected,  no  matter  how  small  the  nodules, 
will  depend  to  a large  extent  upon  how  carefully 
the  gland  is  palpated.  During  a health  survey  in  the 
Framingham  area  just  outside  of  Boston,  examina- 
tion of  5,000  individuals  revealed  86  single  nodules. 
Careful  re-examination  of  the  same  group  revealed 
the  presence  of  63  more  nodules.  This  factor  indi- 
cates the  difficulty  of  determining  the  exact  inci- 
dence of  nodular  goiter  even  in  a given  area. 

In  the  second  place  the  incidence  of  carcinoma  in 
nodular  goiter  in  the  general  population  is  not  the 
same  as  the  incidence  of  carcinoma  in  nodular  goiter 
as  seen  in  a doctor’s  office.  A nodular  goiter  in  a 
patient  with  a short,  thick  neck  usually  attains 
appreciable  size  and  firmness  before  the  patient 
discovers  it  and  consults  his  physician.  Carcinoma  of 
the  thvroid  represents  approximately  five  per  cent 
of  all  types  of  thyroid  disease  seen  at  the  Lahey 
Clinic  and,  if  we  eliminate  those  patients  with 
primary  hyperthyroidism  in  whom  the  incidence  of 
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SUMMARY 

Carcinoma  of  the  thyroid  is  a lethal  disease.  One 
fourth  of  our  patients  with  papillary  adenocarcinoma, 
the  most  favorable  type  of  thyroid  cancer,  are  dead 
within  10  years.  There  are  no  signs  or  symptoms  of 
thyroid  cancer,  except  a nodule  in  the  thyroid  gland. 
We  know  of  no  way  to  distinguish  with  certainty  a 
malignant  nodule  from  a benign  nodule,  while  the 
carcinoma  is  still  confined  to  the  gland.  Knowing  that 
a nodule  in  the  thyroid  can  be  removed  with  prac- 
tically no  risk,  we  feel  that  any  patient  who  has  one 
should  have  it  removed. 


carcinoma  is  known  to  be  low,  we  have  an  incidence 
of  approximately  nine  per  cent. 

DIAGNOSIS 

Since  there  are  no  pathognomonic  symptoms  of 
carcinoma  of  the  thyroid  we  are  forced  to  base  the 
diagnosis  on  the  presence  of  a nodule  in  the  gland.  In 
spite  of  considerable  experience  in  examination  of 
patients  with  both  benign  and  malignant  disease  of 
the  thyroid  we  find  it  impossible  to  diagnose,  on 
clinical  examination  alone,  one  nodule  as  benign 
and  another  as  malignant.  It  is  difficult  to  be  certain 
even  by  careful  palpation  whether  the  nodule  is 
actually  solitary  or  is  part  of  a multiple  colloid 
adenomatous  goiter.  We  have  found  the  incidence 
of  carcinoma  as  high  as  33  per  cent  in  pathologically 
proved  solitary  nodules,  while  the  incidence  of  car- 
cinoma in  solitary  nodules  based  on  clinical  diag- 


From  the  Department  of  Surgery,  The  Lahey  Clinic 

Presented  at  Connecticut  Clinical  Cancer  Conference,  Hartford,  March  14,  1956 


685 


6S6 


CARCINOMA  IN  NODULAR  GOITER 


nosis  alone  w as  only  6.6  per  cent.  The  incidence  of 
carcinoma  in  164  patients  with  a clinical  diagnosis  of 
multiple  nodular  goiter  was  3.6  per  cent.  Pcrcen- 
agewise  these  figures  are  low  , hut  w e must  not  for- 
get that  for  those  particular  individuals  the  failure 
to  make  the  diagnosis  would  have  been  a serious 
matter.  During  this  same  year,  1951,  of  nine  patients 
with  a clinical  diagnosis  of  thyroiditis,  three  proved 
to  have  carcinoma. 

SIGN IFIC.WCK  OF  I HYROID  CARCINOMA 

Fifty  per  cent  of  our  patients  with  carcinoma  of 
the  thyroid  are  classified  as  having  papillary  car- 
cinoma, 27  per  cent  as  folicular  carcinoma,  and  the 
remainder  as  carcinoma  simplex,  of  either  the  giant 
cell  or  the  small  cell  variety.  There  is  no  question 
that  many  papillary  carcinomas  of  the  thyroid  run 
a slow  and  relatively  benign  course.  We  have  found 
that  even  in  this  most  favorable  group  of  thyroid 
cancers,  26  per  cent  will  die  within  ten  years,  and 
some  will  die  from  recurrent  carcinoma  of  the 
thyroid  after  ten  years. 

In  the  case  of  alveolar  or  follicular  carcinoma,  50 
per  cent  of  our  patients  have  died  from  malignancy 
within  a ten  year  period.  In  the  case  of  small  cell 
carcinoma  of  the  thyroid,  the  most  common  form 
of  carcinoma  simplex,  76  per  cent  have  died  from 
carcinoma  within  ten  years.  The  longest  survival 
that  we  have  in  a patient  with  carcinoma  simplex  is 
eight  years.  Carcinoma  simplex  may  be  present  as 
a solitary  nodule  in  the  thyroid  just  as  papillary  or 
follicular  carcinoma  may  appear,  and  only  in  its 
advanced  stage  when  it  is  no  longer  curable  can 
one  identify  carcinoma  simplex  with  certainty. 

Age  has  been  suggested  as  an  important  factor  in 
differentiating  papillary  carcinoma  and  the  more 
rapidly  growing  carcinoma  simplex.  The  average 
age  of  our  patients  with  small  cell  carcinoma  of  the 
thyroid  was  46.5  years  and  the  average  age  of  our 
patients  with  papillary  adenocarcinoma  of  the 
thyroid  was  44.8  years. 

CONCLUSIONS 

For  these  reasons,  know  ing  that  a patient  w ith  a 
nodular  goiter  can  have  it  removed,  with  an  almost 
negligible  risk  of  mortality,  and  w ith  a hospitaliza- 
tion period  of  less  than  five  days,  we  advise  any 
patient  with  a solitary  nodule  to  have  it  removed. 
We  do  not  make  an  exception  on  the  basis  of  age,  for 
if  the  patient  is  less  than  20  years  of  age  there  is  an 
even  greater  risk  that  his  solitary  nodule  may  be 
malignant. 

The  nodule  is  removed  by  a total  lobectomy  on 


the  diseased  side,  or  by  a subtotal  lobectomy  if  the 
nodule  can  be  removed  with  a good  margin  of  nor- 
mal thyroid  tissue  around  it.  The  isthmus  and 
adjacent  portion  of  the  opposite  lobe  arc  removed 
at  the  same  time. 

Pressure  on  the  trachea  or  the  development  of 
secondary  hyperthyroidism  arc  reasons  for  patients 
with  a multiple  colloid  adenomatous  goiter  to 
undergo  subtotal  thyroidectomy.  We  also  know 
from  experience  that  the  presence  of  more  than  one 
nodule  does  not  rule  out  carcinoma.  We,  therefore, 
advise  the  removal  of  any  goiter  which  is  of  appre- 
ciable size  or  is  increasing  in  size,  or  one  in  w hich 
there  is  a particularly  firm  nodule. 

Our  best  results  in  the  treatment  of  the  most 
common  forms  of  carcinoma  of  the  thyroid  ( papil- 
lary' and  follicular  carcinoma)  have  been  obtained 
by  the  complete  removal  of  the  primary  tumor, 
followed  by  a radical  neck  dissection  on  the  same 
side,  follow  ed  by  deep  roentgen  therapy.  In  carry- 
ing out  a radical  neck  dissection  whenever  this  type 
of  carcinomaa  is  found,  regardless  of  whether  nodes 
are  palpable  or  not,  we  have  found  metastases  in  the 
lateral  nodes  of  the  neck  in  50  per  cent.  Frazell,  in 
reporting  experience  at  .Memorial  Hospital  in  New 
York  City,  found  60  per  cent  metastases  in  the  cer- 
vical lymph  nodes  from  carcinoma  of  the  thyroid 
even  though  there  was  no  clinical  evidence  of 
enlargement  of  these  nodes  before  operation.  (He 
has  also  reported  the  death  of  35  patients  from 
papillary  carcinoma  of  the  thyroid.)  Frequently  we 
see  the  metastatic  tumor  in  the  lymph  nodes  appear 
as  carcinoma  simplex,  even  though  the  primary 
tumor  in  the  gland  is  a definite  papillary  adenocar- 
cinoma. Since  we  feel  that  both  papillary  and  fol- 
licular carcinoma  may  spread  by  infiltration  of  the 
lymphatics  and  not  just  by  embolic  spread,  we  be- 
lieve the  cervical  lymphatics  should  be  removed  by 
an  en  bloc  dissection  of  the  anterior  and  pos- 
terior triangles.  The  sternomastoid  muscle  and  the 
internal  jugular  vein  are  included  in  this  resection. 
W e usually  preserve  the  spinal  accessory  nerve  and 
do  not  feel  that  this  operative  procedure  is  disabling 
or  mutilating  in  character.  We  believe  that  it  will 
give  patients  who  develop  papillary  or  follicular 
carcinoma  of  the  thyroid  the  best  chance  of  survival. 

Radical  neck  dissection  is  not  carried  out  in 
patients  with  carcinoma  simplex.  These  tumors  fre- 
quently metastasize  by  blood  vessel  invasion  and  the 
prognosis  is  poor.  We  feel  that  total  thyroidectomy, 
in  so  far  as  is  possible,  followed  by  deep  roentgen 
therapy  is  well  worth  while  as  a palliative  treament. 
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WHITHER  HYPERTENSIVE  RESEARCH? 

Al  arcus  Backer,  ai.d.,  Bridgeport 


/'"'Vv  i i<  two  hundred  years  ago  Schaarschmidt4 
described  the  salient  features  of  essential  hyper- 
tension. He  stressed  its  “idiopathic”  etiology  related 
to  no  other  existing  disease,  and  he  treated  it  mainly 
u ith  sedatives,  nitrites,  and  adjustment  of  the  mode 
of  living. 

RESEARCH 

Extricated  from  oblivion  during  the  past  few 
decades,  the  problem  of  essential  hypertension  has 
become  the  object  of  investigation  in  many  parts 
of  the  world.  The  task  was  approached  chiefly  from 
two  angles:  the  pathogenesis  and  the  treatment. 
From  both  fronts,  on  and  off,  a cry  of  victory  would 
rise  and  be  voiced  repeatedly  urbi  et  orbi.  Most 
readers  or  listeners  would  respond  with  confidence 
until,  after  a while,  the  claims  would  fail  to  stand 
the  test  of  time.  No  doubt  a good  many  such  studies 
did  add  much  to  our  knowledge  of  vascular  regu- 
latory mechanisms.  They  have  not  as  yet  explained 
the  cause  of  essential  hypertension,  nor  disclosed  a 
satisfactory  way  of  treating  it. 

So  much  diligent  research  in  a rather  limited  field 
with  such  meaner  results  justifies,  indeed  demands, 
critical  reflection:  Has  the  approach  to  the  problem 
been  well  directed?  Have  the  investigators  aimed  at 
the  real  target?  If  not,  what  may  be  the  focal  point 
of  the  problem? 

PATHOGENESIS 

With  regard  to  the  pathogenesis  of  essential 
hypertension,  only  two  factors  had  been  known 
prior  to  this  intensified  research:  the  familial  inci- 
dence of  this  type  of  hypertension,  and  the  increased 
peripheral  resistance  to  the  blood  flow  in  the  arteries 
of  subjects  afflicted  with  it. 

Against  such  sparse  background,  laboratory 
attempts  to  reproduce  essential  hypertension  were 
to  be  expected.  However,  any  such  experimental 
replica  had  to  include  all,  or  nearly  all,  the  clinical 
and  pathological  parts  of  the  disease  and  no  others. 
Certainly  one  had  to  guard  against  the  fallacy  of 
inducing  some  variety  of  secondary  hypertension 
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SUMMARY 

Against  the  background  of  research  in  the  still 
obscure  pathogenesis  of  essential  hypertension,  and  in 
view  of  many  significant  pertinent  data,  an  idea  is 
offered  in  a new  direction  together  with  specific 
suggestions  for  investigation. 


and  then  drawing  from  it  conclusions  concerning 
essential  hypertension. 

Actually  such  sense  of  discrimination  was  dis- 
played judiciously  at  first.  In  1929,  Cash,  then  Hart- 
wich,25  ligated  partially  one  or  more  branches  of 
either  or  both  renal  arteries  with  resulting  hyper- 
tension.26 They  did  not  claim  to  have  discovered  in 
renal  ischemia  the  cause  of  essential  hypertension. 
With  the  advent  of  Goldblatt’s  device  of  clamping 
the  renal  arteries,  partial,  but  now  more  enduring, 
diminution  of  the  renal  blood  flow  was  accomplished, 
and  many  creditable  experiments  were  carried  out. 
Only  this  time  the  belief  spread  far  and  wide  that 
essential  hypertension  in  man  was  due  to  occlusive 
arterial  disease  of  the  kidneys  and  renal  ischemia. 
Karsner,34  from  whose  institute  Goldblatt’s  work 
emanated,  stated  that  there  is  no  difference  between 
essential  and  renal  hypertension,  and  that  “in  nearly, 
if  not  all”  the  cases  of  hypertension,  thorough  post- 
mortem examination  of  the  kidneys  would  show 
some  degree  of  disease. 

The  riddle  of  the  pathogenesis  of  essential  hyper- 
tension was  “solved”  for  nearly  a decade.  In  the 
course  of  time,  hypertensive  patients  were  found 
who  really  had  unilateral19  renal  disease,  such  as 
unilateral  pyelonephritis,  tuberculosis,48  or  ischemia 
produced  by  an  aneurysm.32  This  added  more 
weight  to  the  apparent  significance  of  the  “Gold- 
blatt  kidney”  as  the  cause  of  essential  hypertension, 
though  some  authorities37  correctly  appraised  such 
“elevated  blood  pressure  in  selected  unusual  cases  of 
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organic  kidney  disease”  and  concluded  that  “the 
pathogenesis  of  ordinary  essential  hypertension 
. . . is  unknown.” 

Ultimately,  meticulous  renal  function  studies  in 
hypertensive  subjects  by  Homer  Smith  and  his 
associates  cast  grave  doubt  on  the  contention  that 
renal  pathology  preceded  the  development  of  essen- 
tial hypertension.  But  Karsner  differed  on  the 
ground  that  “failure  to  demonstrate  any  signs  of 
renal  incompetency  in  life  is  not  indicative  of  the 
absence  of  arteriolar  disease  of  the  kidneys.”34  1 his 
divergence  of  views  needed,  and  received,  some  clear 
illumination  when  Cox12  and  Dock  examined  kid- 
neys from  hypertensive  patients  without  uremia 
and  found  the  vascular  beds  of  most  such  kidneys 
within  normal  range.  If  these  findings  were  still  not 
weighty  enough,  renal  biopsies  obtained  bv  Castle- 
man  and  Smithwick11  during  sympathectomies  for 
the  relief  of  essential  hypertension  disclosed  53  per 
cent  normal  or  nearly  normal  kidneys.  Consistently, 
these  authors  rejected  “the  concept  that  renal 
ischemia,  due  to  preexisting  renal  vascular  disease, 
is  the  cause  of  essential  hypertension  in  man.” 
Autopsies  and  spinal  anesthesia  studies24  led  others 
to  the  same  conclusion.28 

Th.  Fahr18  took  particular  pains,  over  a long 
period  of  time,  to  examine  kidneys  of  hypertensive 
and  normotensive  subjects  for  a possible  causative 
link  between  the  renal  vessels  and  hypertension.  He 
found  no  such  relationship.  In  his  view,  it  “appears 
certain,  in  any  event,  that  the  kidney  does  not  con- 
tribute to  the  occurrence  of  so  called  essential 
hypertension.”  Laconic  are  the  statements  of  Yol- 
hard,54  that  grandmaster  of  renal  pathology:  “essen- 
tial hyptertension  is  not  yet  renal  disease;”  the 
mechanism  of  essential  hypertension  is  “extrarenal, 
not  shared  by  the  kidney.”55 

Occasionally  nature  herself  conspires  to  disprove 
the  claims  based  on  the  “Goldblatt  kidney”:  the 
clamp  in  the  form  of  coarctation  of  the  aorta  im- 
poses upon  the  kidneys  a share  of  the  visceral 
ischemia  below  the  stenosis  but  the  patient  has  only 
proximal  hypertension  above  the  stenosis  and  hypo- 
tension below  it.  Furthermore,  in  coarctation  of  the 
aorta,  the  arterioles23  both  above  and  below  the 
stenosis  show  no  pathological  changes,  whereas  the 
arterioles  in  essential  hypertension  have  thickened 
walls,  mainly  due  to  hypertrophy47  of  the  muscular 
coat. 

Morbid  anatomy  may  strike  a note  of  discord 
even  when  it  does  involve  the  renal  arteries  con- 


spicuously. The  present  writer  recalls  an  old  man 
who  died  after  prostatectomy  and  who,  at  autopsy, 
had  extensive  atherosclerotic  narrowing  of  the  renal 
arteries  but  no  hypertension  during  his  many  years 
under  observation. 

At  any  rate,  the  Goldblatt22  view  that  “experi- 
mental renal  hypertension  does  faithfully  reproduce 
human  essential  hypertension  in  most  respects,”  fails 
to  admit  that  hypertension  secondary  to  renal  artery 
constriction  is  not  essential  hypertension,  just  as 
Claude  Bernard’s  piqure  is  not  the  cause  of  spon- 
taneous diabetes  mcllitus.  Above  all,  the  counterpart 
of  experimental  renal  ischemia  does  not  exist  in 
essential  hypertension  in  man. 

The  renal  artery  was  not  the  only  one  to  receive 
experimental  attention  in  the  study  of  the  patho- 
genesis of  essential  hypertension.  Following  the 
demonstration  by  Hering29  and  Koch36  of  the 
carotid  sinuses  and  their  role  in  the  reflex  homeo- 
stasis of  blood  pressure,  it  was  tempting  to  look  for 
a clue  in  these  arterial  segments.13  Morphologically 
they  had  become  known  as  very  elastic  structures 
with  a prominent  adventitia  harboring  a network  of 
afferent  glossopharyngeal  fibers.  Physiologically 
they  had  been  shown  to  possess  a regulatory  influ- 
ence upon  the  systemic  blood  pressure  mediated 
through  the  local  pressoreceptors  in  response  to 
pressure  changes  either  from  within  or  from  with- 
out the  sinuses. 

The  last  search30  in  this  anatomical  and  neuro- 
physiological direction,  so  far  as  we  know,  con- 
sisted of  the  application  of  adrenergic  as  well  as 
adrenolytic  substances  to  the  walls  of  the  carotid 
sinuses.  The  results  obtained  led  the  authors  to  be- 
lieve that  diminished  resistance  to  stretch  of  the 
local  arterial  wall  “ could  be  the  primary  mechanism 
of  essential  hypertension.” 

Another  futile  hut  interesting  effort  was  made 
by  Westphal56  in  Germany,  about  three  decades 
ago,  in  an  entirely  different  direction.  Westphal 
claimed  to  have  produced  hypertension  in  rabbits 
through  alimentary  hypercholesterinemia.  Though 
his  experiments  were  repeated  by  Tregubow53  with 
contradictory  results,  Westphal  blamed  the  hyper- 
tensive mechanism  on  cholesterol  impregnation  of 
the  smooth  muscle  fibers  of  the  arterioles.  In  his 
view,  the  highly  lyophobe  cholesterol  renders  the 
arteriolar  muscular  coat  relatively  impermeable  to 
ions  and  water.  Deprived  of  ions  and  water,  the 
smooth  muscle  cells  cannot  relax.  This  results  in 
generalized  augmentation  of  the  tonus  of  the  arteri- 
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olar  smooth  musculature,  vasospasticity,  and  hyper- 
tension. 

In  conformance  with  this  idea,  Westphal  reintro- 
duced KCNS56  as  the  logical  treatment  of  essential 
hypertension  more  than  two  decades43  after  Pauli's 
pertinent  work  in  1903:  K and  CNS  had  been  at  the 
top  of  the  Hofmeister  series  of  lyotrope  cations  and 
anions.  If  increased  arteriolar  smooth  muscle  tonus 
in  essential  hypertension  was  provoked  by  lyophobe 
cholesterol,  then  the  use  of  a most  lyotrope  salt 
such  as  KCNS  was  quite  rational.  The  presence  of 
KCNS  would  attract  water  and  ions  to  the  muscular 
coat  of  the  arterioles,  enhance  its  relaxation,  and 
lower  the  blood  pressure. 

Common  bedside  knowledge  in  nephrosis  refutes 
this  concept.  In  nephrosis  there  is  generally  no 
hypertension  despite  the  hypercholesterolemia. 

Two  more  groups  of  research  need  be  mentioned: 
the  pursuit  of  a responsible  hormone,  and  the  quest 
for  a humoral  pressor  substance.  In  neither  instance 
could  any  convincing  evidence  be  found.  This  is 
true  for  the  products  of  pituitary,  adrenal44  cortical, 
and  adrenal  medullary  origin  as  well  as  for  the 
humoral  agents:  the  old  renin  of  1 igerstedt  and 
Bergmann  and  the  recently  identified  substances  of 
enzymatic  or  otherwise  catalytic  nature  such  as 
hvpertensinogen,  hypertensin,  VEM,  etc.  All  of 
them  have  been  absolved  as  the  primary  cause  of 
essential  hypertension.  Some  years  ago  Schroeder11 
implicated  tyramine,  and,  more  recently,  “pherenta- 
sine”  as  a responsible  agent. 

It  is  not  intended  here  to  deal  with  all  the 
methods  employed  in  the  laboratory  for  the  purpose 
of  finding  the  origin  of  essential  hypertension.  It 
may  be  said,  however,  that  they  are  a worthy  testi- 
monial of  unceasing  laborious  search,  as  yet  in  vain, 
for  a final  solution  of  the  problem.  The  pathogenesis 
of  essential  hypertension  “is  still  unknown.”15 

THE  GENETIC  FACTOR 

Recently  the  genetic  factor  in  the  long  well 
known3  hereditary31  behavior  of  essential  hyper- 
tension was  stressed  again  by  Pickering.46  Also  two 
other  statements  stem  from  the  same  source  of 
hypertensive  research:  (1)  “blood  pressure  differ- 
ences are  probably  quantitative,  not  qualitative” 
and  (2)  “the  current  concept  of  essential  hyperten- 
sion as  a specific  disease  entity  is  largely  an  arte- 
fact.” 

Quite  plausibly  the  genetic  factor  in  essential 
hypertension  may  be  quantitative.  As  for  the  “arte- 


fact,” essential  hypertension  is  preceded  by  its 
genetic  factor,  has  no  other  demonstrable  cause, 
and  is  followed  by  its  ill  effects  upon  the  brain, 
heart  and  kidneys.  It  is  rather  necessary  to  seek  the 
site  of  the  genetic  factor  in  the  embryonic  pattern, 
to  find  its  embryological,  possibly  structural  iden- 
tity, its  pathologic  potentiality  and  somatic,  espe- 
cially arteriolar,  future  prospect. 

If  the  responsible  genetic  anomaly  be  not  pri- 
marily hormonal,  humoral,  or  neurogenic,  but  in- 
herent in  excessive  endowment  of  the  smooth  arteri- 
olar musculature  a priori,  then  it  would  be  clear 
why  the  innumerable  drugs  and  procedures  void  of 
any  direct  effect  upon  this  structural  substrate  have 
only  palliative,  limited  value. 

Conversely,  the  absence  of  excessive  genetic  en- 
dowment of  the  arteriolar  musculature  in  coarcta- 
tion of  the  aorta  would  readily  explain  the  above 
mentioned  findings  in  this  anomaly.  In  coarctation 
the  excessive  anlage  of  the  arterioles  never  occurred. 
Therefore,  generalized  hvpertension  never  develops. 
The  reason  for  the  proximal  hypertension  is  purely 
mechanical. 

In  coarctation,  thickening  and  muscular  hyper- 
trophy of  the  arteriolar  wall  are  not  found  since 
their  genetic  cause  does  not  exist.  In  essential  hyper- 
tension, muscular  thickening  and  hypertrophy  of 
the  arteriolar  wall  are  present  because  their  presence 
is  genetically  predetermined.  It  could  hardly  be 
otherwise  if  these  structural  findings  were  the 
hereditary  cause,  not  the  effect,  of  essential  hyper- 
tension. 

HUMORAL  PRESSOR  SUBSTANCE 

The  phenomenon  of  the  cold  pressor  test  offers 
another  example  of  pertinent  interest.  When  the 
hand  of  a child  of  hypertensive  parentage  is  sub- 
merged in  ice  water,  and  the  child's  blood  pressure 
thereupon  rises  significantly,  it  would  seem  un- 
reasonable to  blame  a hormonal  or  humoral  mech- 
anism for  this  exaggerated  response.  Most  likely  no 
hormonal  or  humoral  substance  lies  dormant  in  that 
child’s  organism  to  be  aroused  into  activity  by  the 
submersion.  Nor  would  it  seem  credible  that  the 
remarkable  rise  in  blood  pressure  is  due  solely  to 
arteriolar  overstimulation  by  the  sympathetic  nerve 
fibers.  Such  assumptions  would  completely  ignore 
the  executive  organ  of  arterial  tension,  namely,  the 
muscular  apparatus  of  the  arterial  tree.  Yet  it  is 
this  muscular  layer  whose  degree  of  contraction 
governs  the  caliber  of  the  vascular  lumen  and 
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thereby  increases  or  diminishes  the  peripheral  resist- 
ance to  the  flow  of  blood. 

Is  it  not  tben  more  feasible  to  postulate  that  this 
momentary  hypertensive  response  to  submersion  is 
induced  by  the  structurally  and  functionally  exces- 
sive arteriolar  smooth  muscle?  Is  it  not  equally 
plausible  that  the  same  genetic  factor  is  responsible 
in  later  life  for  the  primary  arteriolar  muscle  hyper- 
trophy and  consequent  hypertension? 

INFLUENCE  OF  BODY  BUILD 

Consistently,  broader  and  more  meaningful  ques- 
tions arise  when  one  views  man  as  a whole,  i.e.,  as  a 
constitutional  entity,  on  the  basis  of  many  estab- 
lished facts  which  have  a bearing  on  hypertension, 
and  which  are  waiting  for  correlation.  In  view  of 
the  mesenchymal  origin  of  the  blood  vessels,  one 
should  expect  a high  incidence  of  hypertension  in 
subjects  of  pyknic,  hypersthenic,  lateral  body  build. 
For  such  subjects  have  one  thing  in  common,  name- 
ly, prominent  development  of  the  mesenchymal 
derivatives.  Their  connective  tissues,  entire  tup- 
portive  apparatus,  ligamentous  and  musculoskeletal 
structures  are  highly  developed.  1 hey  have  large 
costovertebral  angles,52  narrow  intercostal  spaces, 
high  diaphragms,  horizontal  shoulders,  broad  chests, 
a stocky  appearance,  a strong,  bony  framework, 
well  fixed  viscera,  and  hypertonic  smooth  muscle. 
Their  arteriolar  smooth  musculature,  therefore, 
should  be  conducive  to  a relatively  high  degree  of 
vasoconstriction  and  hypertension. 

Actually,  careful  and  extensive  studies  establish 
a preponderance  of  high  blood  pressure  among  per- 
sons of  such  body  build.38  This  is  true  for  children 
as  well  as  for  the  middle  decades  of  life.41'  In  the 
latter,  both  men  and  women  of  such  body  build 
have  about  seven  times  the  expectancy  of  diastolic 
hypertension  by  comparison  with  others. 

A similar35  correlation  is  found  with  regard  to  the 
frequency  of  hypertension  among  Negroes.1  They 
are  known  to  possess  hyperactive  and  stronger 
mesenchymal  derivatives  by  comparison  with  the 
white  race.  Their  tendency  to  keloid  formation  is 
only  one  such  manifestation.  And  in  them,  again, 
the  high  frequency  of  essential  hypertension  is  well 
known.6  This  was  borne  out  recently  at  the  military 
induction  centers:  eighteen  and  nineteen  year  old 
Negro  registrants  had  an  incidence  of  arterial  hyper- 
tension of  9.4  per  thousand  against  only  2.9  per 
thousand  white  boys.50 

Conversely,  a low  incidence  of  hypertension 


should  be  expected  if  persons  of  the  opposite,  i.e., 
the  hyposthenic,  linear  body  build.  These  are  born 
with  poor  mesenchymal  derivatives.  They  arc  long- 
necked  and  have  sloping  shoulders,  elongated,  flat 
chests,  wide  intercostal  spaces,  low  diaphragms, 
loosely  held  viscera,  slender  limbs  and  hypotonic 
smooth  muscle.7  They  are,  to  a greater  or  lesser  ex- 
tent, examples  of  mesenchymal  inferiority. 

Established  findings  concur  with  such  expecta- 
tion: blood  pressure  declines  as  the  body  build  de- 
parts from  the  pyknic  toward  the  hyposthenic 
pattern.45 

Spontaneously  acquired  hernia,  in  contrast  to  the 
congenital,  postoperative,  or  traumatic  types  of 
hernia,  would  seem  to  be  a constitutional  stigma  of 
hyposthenic  subjects.  Such  spontaneously  acquired 
hernia,  if  carefully  distinguished  from  all  other  types 
of  hernia,  is  a crass  manifestation  of  mesenchymal 
inferiority.  Among  people  who  spontaneously 
acquire  one  or  more  hemiae,  high  blood  pressure 
should  be  infrequent.  By  comparison  with  the  gen- 
eral incidence  of  hypertension,  this  writer  has  found 
elevated  blood  pressure  among  such  people  to  be 
altogether  absent  before  the  third  decade  of  life, 
and  strikingly  rare  thereafter.5  These  observations 
have  now  been  pursued  over  a period  of  twenty 
years  and  have  been  found  to  be  remarkably  consist- 
ent with  our  published  data. 

In  concurrence  with  our  own  experience,  Paul 
Harrison,  the  author  of  “Doctor  in  Arabia,”  has 
found  among  the  Arabs  a good  deal  of  herniae  and 
“almost  no  hypertension.”57  The  two  tend  to  pre- 
clude each  other  as  marks  of  opposite  mesenchymal 
heritage,  one  in  the  form  of  weak  supportive  tissues 
yielding  to  spontaneous  herniation,  the  other  in  the 
form  of  strong  arterial  smooth  muscle  prone  to 
vasoconstriction.  He  whose  somatic  fate  is  linked 
with  weak  mesenchymal  derivatives,  lacks  in  his 
arteries  the  strong  smooth  muscular  prerequisite  of 
hypertension.  Conversely,  he  who  inherits  firm 
mesenchymal  structures,  in  the  arteries  and  else- 
where, has  supportive  tissues  strong  enough  to  pre- 
clude spontaneous  herniation.20 

Pertinently,  the  existence  of  an  hereditary  factor 
was  assumed  by  many  investigators17  independently 
in  the  predisposition  to  hernia  in  some  families14 
and  to  high  blood  pressure  in  others.  In  the  large 
group  of  young  Negro  draftees  referred  to  pre- 
viously50 in  whom  hypertension  was  3.2  times  more 
frequent,  relaxed  inguinal  rings  were  18  times  less 
frequent  than  among  the  white  boys.  This  group 
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demonstrates  again  that  the  strength  of  the  mesen- 
chymal derivatives  conducive  enough  to  arteriolar 
vasoconstriction  eo  ipso  precludes  predisposition  to 
spontaneous  herniation. 

Obviously  the  hypertensive  human  population  is 
not  limited  to  extreme  representatives  of  hyper- 
sthenic constitution.  Between  the  normosthenic  and 
the  extreme  hypersthenic  types  there  are  naturally 
more  or  less  pronounced  grades  of  exaggerated 
mesenchymal  endowment.  The  quantitative  re- 
flexion of  this  general  fact  upon  the  arteriolar 
smooth  muscle  tissue,  in  particular,  constitutes  the 
structural  background  for  the  varying  severity  of 
essential  hypertension  from  the  most  benign  to  the 
most  malignant  forms. 

This  quantitative  concept  of  essential  hyperten- 
sion is  no  more  novel  than  the  very  phenomenon 
of  tissue  tonus  long  since  recognized27  by  Yandell 
Henderson  as  “one  of  the  most  fundamental  prop- 
erties of  life.’’  In  essential  hypertension  we  are 
merely  facing  the  local  significance  of  this  quantita- 
tive concept  insofar  as  it  concerns  the  tonus  of 
arteriolar  smooth  muscle  tissue. 

ARTERIOLAR  TONE 

Having  arrived  at  the  idea  of  the  primary  guilt 
of  the  arteriolar  smooth  musculature  in  the  patho- 
genesis of  essential  hypertension,  this  writer  became 
interested,  many  years  ago,  in  mensural  methods  of 
studying  arteriolar  tone.  It  seemed  desirable  to  regis- 
ter this  phenomenon  in  some  manner,  just  as  the 
electrical  potentials  of  the  myocardium  can  be 
recorded  with  the  electrocardiograph.  Some  quan- 
titative information  might  have  been  gained  from 
such  comparative  studies  in  hypertensive  and  nor- 
motensive  individuals. 

Unfortunately  expert  physicists8  could  conceive 
of  no  dependable  apparatus  for  this  purpose.  We 
did  use  the  potentiometer  of  Professor  Harold  S. 
Burr  in  a great  many  instances,  but  could  not  be 
certain  of  the  exact  source  of  the  phenomena  which 
were  measured  by  this  instrument. 

At  the  present  time  it  may  well  be  that  the  elec- 
tron microscope  offers  the  best  prospect  of  studying 
arteriolar  smooth  muscle  cells  of  hypertensive  and 
normotensive  people.  Comparative  observation,  by 
this  means,  of  specimens  removed  either  surgically 
or  at  autopsy  might  reveal  important  cytological 
differences  between  muscle  fibers  of  varying  tone. 
A relationship  might  possibly  be  found  between 
cellular  structure  and  function. 


This  would  not  be  surprising,  in  view  of  evi- 
dence10 that  ( 1 ) the  functional  structures  of  muscle 
fibrils  are  cytoplasmic,  and  (2)  genetically  con- 
trolled types  of  cytoplasmic  particles  differ  func- 
tionally, depending  upon  the  quality,  differentiation, 
and  quantity  of  these  particles  in  the  cytoplasm. 

TREATMENT 

On  the  therapeutic  side  of  the  problem  one  sees 
in  retrospect  a remarkably  consistent  shift  towards 
radicalism.  A few  decades  ago  a meek  beginning 
was  made  with  inert  products  and  sedatives,  mistle- 
toe,33 watermelon  seed,  organ39  extracts,42  vitamins, 
and  many  other  now  forgotten  “remedies.”  Gradu- 
ally, as  these  vogues  vanished,  increasingly  potent 
drugs  were  added  to  the  long  list,  and  varying, 
harsh  curbs  were  made  on  the  human  cuisine. 

Then  followed  successively  more  and  more  exten- 
sive surgical  procedures.  Each  time  it  still  seemed 
necessary  to  expand  the  exploits  of  what  F.  M. 
Allen2  condemned  as  “surgical  malpractice.”  Now, 
some  do  not  stop  short  of  dorsolumbar  sympathec- 
tomy combined  with  bilateral  adrenalectomy.  Yet, 
after  all  that,  rest  and  medication  are  needed  just 
the  same. 

One  is  reminded  of  the  analogous,  fleeting  acclaim 
of  yesteryear  bestowed  on  total  thyroidectomy  for 
intractable  heart  failure.  Time  alone  tempers  our 
raptures  by  lending  its  abrasive  force  to  the  prom- 
ising surface  of  such  ventures. 

Medicinal  therapy  too  is  no  longer  content  with 
relying  on  only  one  form  of  treatment.  No  longer 
does  the  literature  praise  the  antihypertensive  merit 
of  any  one  single  remedy.  Instead,  each  new  drug 
is  advocated  together40  with  adjunctive  medication: 
rauwolfia  joins  the  ganglionic21  blocking  agents  as  a 
helping  hand;  hydralazin  and  protoveratrin,  with  or 
without  hexamethonium,  pentolinium,  and  rauwol- 
fia are  credited  with  enhancing  each  others  effec- 
tiveness. Even  thorazine16  has  been  drawn  into  the 
process  of  antihypertensive  drug  amalgamation.9 

More  and  more  conspicuous  by  its  absence  is  a 
feeling  of  confidence  in  any  one  particular  agent  at 
the  hands  of  most  investigators.  All  agree  about 
harmful  effects  of  varying,  at  times  grave,  severity 
which  these  new  additions  to  our  armamentarium 
have  in  common.  And  none  of  the  investigators 
would  seem  to  be  mindful  of  the  fact  that  these 
drugs  have  a pharmacological  action  upon  anything 
but  arteriolar  smooth  muscle  tissue.  Schroeder’s 
claim  that  hydralazin  does  have  such  action  needs 
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to  he  confirmed.  One  author41  even  deprecates  the 
advisability  of  a therapeutic  attempt  on  the  arteriolar 
smooth  muscle.  The  contrary  is  the  considered 
opinion  of  the  present  writer:  a most  concerted 
effort  is  needed  in  the  direction  of  the  smooth  mus- 
culature of  the  arterial  tree  in  both  fields:  the  patho- 
genesis and  the  therapy  of  essential  hypertension. 

CONCLUSIONS 

(1)  The  genetic  cause  of  essential  hypertension 
most  probably  resides  in  the  arteriolar  smooth 
muscle  tissue.  It  may  be  a local  manifestation  of 
generalized,  excessive,  mesenchymal  endowment. 

(2)  The  arteriolar  smooth  muscle  fibrils  most 
probably  harbor  in  their  cytoplasm  the  structural 


basis  of  their  exaggerated  function  which  is  respon- 
sible for  the  increased  resistance  to  the  flow  of  blood 
in  essential  hypertension. 

(3)  The  arterial  muscular  coat  is  the  executive 
organ  of  arterial  tension.  Its  primary  role  is  prob- 
ably far  more  decisive  than  that  of  other  homeo- 
static vascular  mechanisms. 

(4)  Hitherto  this  pathogenetic  aspect  of  essential 
hypertension  has  been  neglected.  It  should  become 
the  object  of  careful,  comparative  study,  preferably 
with  the  aid  of  the  electron  microscope. 

(5)  Research  in  therapy  of  essential  hypertension 
should  also  concentrate  on  arteriolar  muscle. 

Complete  bibliography  will  be  furnished  with  reprints. 


DIFFUSE  TUMOR  METASTASIS  TO  MENINGES 

A Case  Report 

Lewis  L.  Levy,  m.d.  and  Ambrose  Alfonsi,  m.d.,  West  Haven 


The  following  case  report  is  presented  to  focus 
attention  on  the  presence  of  an  infrequent  syn- 
drome; to  discuss  its  differential  diagnosis  and  to 
add  another  example  to  the  medical  literature.  The 
patient  suffered  multiple  cranial  nerve  palsies  as  may 
be  seen  in  vascular,  infectious  and  degenerative 
brain  stem  lesions,  basal  meningitis  and  tumors  of 
the  posterior  fossa. 

CASE  REPORT 

G.G.,  a 57  year  old  male  was  transferred  to  the  West 
Haven  Veterans  Administration  Hospital  on  September  29, 
1955  from  another  hospital  with  the  diagnosis  of  suspected 
acoustic  neuroma. 

The  first  symptoms,  noted  in  March,  1955,  were  left  sided 
tinnitus  and  hearing  impairment.  I hese  soon  were  followed 
by  unsteady  gait  and  nystagmus.  Auditory  loss  was  progres- 
sive. By  July,  deafness  was  complete  on  the  left  and  hearing 
loss  began  on  the  right.  Within  the  same  period  there  was 
progressive  weakness  and  finally  paralysis  of  both  sides  of 
the  face,  and  the  face  and  tongue  on  the  right  became 
numb.  During  August  slurred  speech  developed.  The  gait 
difficulty  gradually  cleared,  however. 

PAST  HISTORY 

During  the  course  of  the  above  symptoms,  a subtotal 
gastrectomy  was  performed  (July  26),  for  chronic  duodenal 
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SUMMARY 

A case  history  of  diffuse  tumor  metastasis  to  the 
meninges  from  a primary  lung  carcinoma  is  discussed 
from  the  point  of  view  of  a differential  diagnosis. 
The  patient’s  symptoms  indicated  that  many  cranial 
nerves  were  affected  by  the  tumor.  The  clinical  picture 
of  this  condition  resembles  that  of  a chronic  meningo- 
encephalitis. Spinal  fluid  changes  may  be  a clue  to 
diagnosis. 


ulcer  with  pyloric  stenosis.  Gastric  symptoms  had  been 
present  for  at  least  ten  years.  The  postoperative  course  was  j 
stormy;  a duodenal  fistula  drained  until  September  6 when  j 
it  closed  spontaneously.  There  was  a known  history  of 
alcoholism  with  delirium  tremens  and  convulsions  in  1942. 
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The  remainder  of  the  past  history  and  systemic  review 
were  not  remarkable. 

PHYSICAL  EXAMINATION 

The  patient  was  a deaf,  cachetic,  elderly  man  with  a 
sagging,  fixed,  saddened  face.  He  was  alert  and  well 
oriented  but  could  speak  only  in  a hoarse  nasal  voice. 
Hearing  was  absent  on  the  left  and  greatly  impaired  on 
the  right;  verbal  communication  was  difficult,  but  he  could 
read  and  write  normally  and  showed  no  defects  in  menta- 
tion. His  gait  and  station  were  normal.  The  remarkable 
physical  findings  were  referable  to  the  nervous  system  and 
tlie  abdominal  operation. 

The  right  pupil  was  larger  than  the  left  and  slightly 
irregular.  It  reacted  poorly  to  light.  The  left  pupil  was 
regular  and  reacted  promptly  to  light.  The  fundi  and 
extraocular  movements  were  normal.  The  right  cornea 
was  insensitive;  there  was  complete  loss  of  pain  sensibility 
over  the  right  side  of  the  face,  forehead  and  scalp  to  the 
level  of  the  ear  posteriorly.  The  right  masseter  muscle  was 
atrophied.  Both  sides  of  the  face  were  paralyzed,  with  only 
slight  movement  preserved  in  the  right  forehead.  The  lower 
lids  sagged  and  the  eyes  could  not  be  closed.  I his  had 
resulted  in  inflammatory  changes  in  the  conjunctivae.  The 
right  gag  reflex  was  absent.  There  were  no  signs  of  cere- 
bellar disease  or  of  dysfunction  of  any  of  the  long  tracts 
which  mediate  motor  and  sensory  modalities. 

In  brief,  the  examination  localized  the  disease  to  the 
right  cranial  nerves  111,  V (motor  and  sensory  divisions), 
VII,  VIII,  IX;  and  left  VII,  and  VIII.  It  was  thought 
that  the  initial  dizziness  and  gait  disturbance  had  resulted 
from  partial  loss  of  vestibular  nerve  function.  When  the 
nerve  was  completely  interrupted  by  the  lesion,  these  symp- 
toms disappeared. 

LABORATORY  EXAMINATIONS 

X-rav  examination  of  the  skull  demonstrated  normal 
petrous  ridges  and  internal  auditory  meati,  structures  that 
are  frequently  altered  by  tumors  of  the  cerebellar  pontine 
angle.  There  were  no  significant  abnormalities. 

A spinal  fluid  examination  was  done  on  August  13,  1955 
during  the  previous  hospitalization.  The  protein  was  98 
mgm.  per  cent,  colloidal  gold  curve  2344500000,  and  the 
Kolmer  was  negative.  At  this  hospital  on  October  11,  1955 
the  cerebrospinal  fluid  total  protein  was  240  mgm.  per  cent, 
and  the  colloidal  gold  curve  3345500000.  There  were  370 
red  blood  cells,  7 white  blood  cells,  4 lymphocytes,  3 poly- 
morphonuclear cells,  and  the  fluid  was  yellow.  The  initial 
pressure  100  mm.  CSF.  Papanicolaou’s  stain  on  the  sediment 
was  negative  for  tumor  cells.  The  spinal  fluid  findings  were 
considered  more  compatible  with  meningeal  carcinomatosis 
than  with  chronic  meningitis  because  of  the  low  cell  count 
and  absence  of  organisms.  The  pressure  level  was  evidence 
against  a large  tumor  mass. 

X-ray  examination  of  the  chest  disclosed  an  infiltrate 
in  the  left  upper  lobe  suggestive  of  tuberculosis  or  meta- 
static neoplasm.  There  were  densities  in  the  bodies  of 
T 1 1 - 1 2,  also  suggestive  of  metastatic  tumor. 

Urine  specific  gravity  was  1.023,  tests  f°r  protein  and 
sugar  were  negative,  and  microscopic  examination  revealed 


0-4  WBC/HPF  on  September  30,  1955.  The  WBC  was 
5.650,  Hb  12  g.  The  hematocrit  was  45  per  cent  on  October 
3,  1955.  A report  on  the  resected  portion  of  stomach  and 
duodenum  indicated  no  tumor. 

With  the  suspicion  of  metastatic  tumor  in  the  left  lung 
and  thoracic  spine,  it  was  felt  that  the  neurologic  syndrome 
was  due  to  meningeal  metastasis  from  an  undiscovered 
primary  tumor. 

The  patient  became  discouraged  when  not  improved  by 
hospital  care  and  left  against  advice  on  October  8,  1955. 
He  had  been  afebrile  and  there  were  no  significant  changes 
in  symptoms  or  signs  during  the  period  of  observation.  No 
specific  treatment  had  been  undertaken. 

Shortly  after  he  left  the  hospital  the  duodenal  fistula 
again  broke  down.  He  was  readmitted  to  another  hospital 
and  again  transferred  to  this  hospital  on  October  21,  1955. 
At  that  time  he  was  totally  deaf,  had  great  swallowing 
difficulty,  could  speak  only  in  a whisper,  vomited  frequently 
and  complained  of  severe  back  pain.  He  was  still  alert 
and  he  made  his  wishes  known  in  writing.  Progress  of 
symptoms  indicated  more  extensive  disease  of  cranial 
nerves  IX  and  X bilaterally  with  complete  loss  of  right 
VIII  nerve  function.  He  received  Demerol  for  pain.  On 
October  23  he  became  less  responsive  and  died  in  his  sleep 
on  the  morning  of  October  24. 

DIFFERENTIAL  DIAGNOSIS 

I his  illness  had  begun  on  the  left  side  of  the  brain 
stem  and  spread  to  the  right.  There  should  have 
been  evidence  of  impaired  function  of  the  long 
ascending  and  descending,  sensory  and  motor  sys- 
tems, if  the  disease  were  primarily  in  the  substance 
of  the  brain  stem.  The  findings  localized  the  process 
to  the  area  outside  of  and  surrounding  the  stem 

O 

where  the  cranial  nerves  are  fairly  close  to  each 
other.  Bilateral  acoustic  neuromata  might  have  pro- 
duced this  cranial  nerve  picture  but  at  a late  stage 
would  be  expected  to  cause  cerebellar  ataxia  and 
increased  intracranial  pressure.  Meningiomata  en 
plaque  seemed  unlikely  because  of  rapid  progression 
and  absence  of  increased  intracranial  pressure. 
Medulloblastomas  destroy  cranial  nerves  but  also 
invade  brain  stem  and  cerebellum  and  occur  in  a 
younger  age  group.  The  syndrome  of  multiple 
neuritis  can  be  chronic.  It  characteristically  involves 
both  facial  nerves  as  w7el!  as  other  cranial  nerves, 
but  is  almost  always  associated  with  signs  of  per- 
ipheral polyneuritis  in  the  extremities.  There  was  no 
evidence  of  peripheral  neuropathy  in  this  case. 
Chronic  meningitides  such  as  tuberculosis  or  fungus 
disease  may  produce  thick  exudate  at  the  base  of  the 
brain  and  cranial  nerve  palsies.  However,  untreated 
tuberculous  meningitis  is  fatal  in  a few  weeks.  The 
long  history  of  this  patient’s  illness  was  not  in 
keeping  with  that  diagnosis.  The  fungus  diseases 
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may  have  a prolonged  course  similar  to  this  situa- 
tion. Metastatic  carcinoma  to  the  meninges  and  sar- 
coidosis are  other  diseases  capable  of  producing  this 
syndrome.  All  these  were  considered  in  the  differ- 
ential diagnosis. 

POST  MORTEM  FINDINGS 

Examination  of  the  lungs  revealed  large  antemortem  pul- 
monary emboli  obstructing  the  major  trunk  and  tributaries 
of  the  pulmonary  arteries  bilaterally.  Both  lungs  contained 
many  areas  of  soft  light  brown  necrotic  tissue  representing 
infarcted  zones.  The  left  common  femoral  vein  was  found 
to  be  thrombosed  and  adherent  to  adjacent  tissue  including 
the  femoral  artery.  This  was  regarded  to  be  the  most  likely 
source  of  embolization. 

There  was  a dark  brown  focus  3 cm.  in  diameter  sur- 
rounded by  2 mm.  of  firm  white  tissue  under  a puckered 
scarred  area  on  the  lateral  surface  of  the  upper  lobe  of  the 
left  lung. 

No  abnormalities  could  be  detected  on  gross  examination 
of  the  brain.  The  cranial  nerves  anti  surrounding  meninges 
appeared  normal.  The  gross  autopsy  findings  did  not  estab- 
lish the  diagnosis. 

Microscopic  examination  of  the  nervous  system  showed 
the  meninges  of  the  right  third  cranial  nerve  to  be  greatly 
thickened  and  replaced  by  neoplastic  gland  forming  cells 
(Fig.  1),  which  invaded  the  substance  of  the  nerve  fibres. 
The  facial  nerve  was  densely  infiltrated  with  neoplastic 
cells.  There  were  beadlike  strings  of  neoplastic  cell  infiltra- 
tion in  the  subarachnoid  space  involving  both  the  arachnoid 
and  the  pia  mater,  with  considerable  focal  lymphocytic 
exudate  (Fig.  2).  Tumor  cells  were  not  seen  in  the  brain 
stem  itself. 

Neoplastic  invasion  of  the  meninges  with  pial  prolonga- 
tions into  the  brain  substance  were  found  in  the  left 
anterior  temporal  lobe.  There  was  also  one  small  focal 
area  of  actual  neoplastic  invasion  of  brain  tissue  near  the 
surface  of  the  temporal  tip. 

Microscopically  the  lung  lesion  was  an  area  completely 
replaced  by  dense  partially  hyalinized  fibrous  tissue  and 
large  masses  of  residual  anthracotic  pigment.  Groups  of 
cells  with  abundant  eosinophilic  cytoplasm  and  large  hyper- 
cromatic  nuclei  containing  large  nucleoli,  formed  small 
glands  on  the  dense  fibrous  tissue  and  lined  pre-existing 
alveolar  spaces.  Some  of  the  nuclei  were  displaced  by 
mucus  filling  the  cytoplasm.  Mitotic  figures  were  numerous. 
In  the  remaining  pulmonary  tissue  the  alveoli  were  filled 
with  cellular  exudate  and  some  hemisderin-filled  macro- 
phages. The  alveolar  walls  were  distended  and  ruptured 
in  some  places.  There  were  no  other  areas  of  carcinoma 
seen  grossly  or  on  numerous  microscopic  sections  of  both 
lungs. 

Pathological  diagnosis:  Diffuse  leptomeningeal  carcino- 
matosis with  extensive  involvement  of  cranial  nerves. 

Primary  adenocarcinoma  of  the  left  lung. 

Cause  of  Death:  Massive  pulmonary  emboli. 

DISCUSSION 

This  is  not  a recently  recognized  or  described 


Figure  i 

Photomicrograph  of  a section  of  the  third  cranial 
nerve  stained  with  hematoxylin  and  eosin  showing 
invasion  of  the  nerve  substance  by  rumor  cells 


Figure  2 

Photomicrograph  of  a section  of  the  meninges 
stained  with  the  hematoxylin  and  eosin  showing 
tumor  cells  and  lymphocytes  filling  the  subarach- 
noid space 

syndrome,  it  has  been  known  since  1870.  Grain  and 
Karr1  collected  83  previously  described  cases  and 
added  two  of  their  own.  Three  additional  cases  have 
recently  been  reported.3  These  were  instances  of 
meningeal  metastasis  without  recognized  intracere- 
bral tumor.  The  syndrome  is  unusual  because  the 
symptoms  resemble  those  of  a chronic  meningoen- 
cephalitis. There  may  be  stiff  neck  and  headache, 
sensory  root  pains  in  the  trunk,  extremities  or  head, 
and  cranial  nerve  palsies  frequently  occur.  Spinal 
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fluid  pathways  through  the  aqueduct  or  fourth  ven- 
tricle maybe  plugged  with  tumor  cells  causing  in- 
creased intracranial  pressure.  Yet  spinal  fluid  pres- 
sures may  he  normal  when  the  extensive  meningeal 
disease  involves  less  critical  locations. 

The  spinal  fluid  protein  is  generally  elevated, 
sometimes  above  2000  mgm.  per  cent,  and  abnormal 
cells,  up  to  50  cu.  mm.  are  commonly  present. 
These  may  be  inflammatory  or  tumor  cells.  Strange2 
emphasized  the  low  spinal  fluid  sugar,  ranging  from 
47  mgm.  per  cent  to  9 mgm.  per  cent.  This  finding 
should  be  a clue  to  the  diagnosis  for  it  is  unusual 
to  find  low  sugar  with  so  few  cells  in  spinal  fluid. 

A diagnosis  of  carcinomatosis  of  the  meninges 
should  be  included  in  the  differential  diagnosis  of 
cases  of:  (1)  chronic  meningitis  or  meningoence- 


phalitis of  unknown  etiology,  especially  when 
there  are  symptoms  of  diffuse  root  disease  and 
cranial  nerve  palsies,  (2)  chronic  multiple  neuritis 
of  cranial  nerves,  (3)  multiple  meningeal  tumors. 

In  the  present  case  the  absence  of  gross  autopsy 
findings  highlights  the  necessity  for  microscopic  ex- 
amination of  structures  known  to  have  been  in- 
volved clinically. 
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SUMMARY 

The  last  half  century  has  seen  more  progress  in  the 
conquest  of  disease  and  the  prolongation  of  life  than 
all  previous  centuries  combined.  The  chemist,  the 
manufacturer  and  the  clinical  investigator  all  play 
complementary  parts  in  medical  progress.  The  manu- 
facturer’s importance  in  making  available  the  fruits  of 
research  is  illustrated  by  the  "production  miracles”  of 
such  drugs  as  Atabrine,  the  antibiotics  and  the  new 
agents  being  used  in  mental  diseases.  The  same  kind 
of  partnership  between  medicine  and  the  pharmaceu- 
tical industry  will  eventually  provide  control  of  un- 
conquered diseases  like  arteriosclerosis  and  diabetes. 

Despite  the  tremendous  gains  in  lives  saved,  reduc- 
tion in  prolonged  illness  and  prevention  of  lost  em- 


ployment time,  the  average  yearly  cost  of  drugs  and 
sundries  is  only  about  $10,  as  contrasted  with  the  $54 
spent  for  alcoholic  beverages,  $32  for  tobacco  products 
and  $11  for  admission  to  amusements.  And  Americans 
spend  almost  as  much  to  bury  their  dead  as  they  do 
for  drugs  to  keep  them  alive. 

The  public  should  be  better  informed  of  the  bar- 
gain it  has  in  modern  medicinals  and  in  modern 
medical  care.  Some  of  the  information  which  the  pub- 
lic needs  to  have  is  presented  in  the  following  article. 
Physicians  would  do  well  to  disseminate  this  informa- 
tion as  widely  as  possible. 


'T'*  his  assignment  to  talk  with  you  was  accepted 
with  considerable  temerity.  I was  mindful  of 
what  the  ancient  poet  and  philosopher,  Petrarch, 
had  to  say  about  physicians.  “When  a physician 
excels,  not  through  wisdom,  but  through  facility  of 
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speech,  avoid  him  as  you  would  an  assassin.  To  him 
are  suited  the  words  which  the  old  man  in  Plautus 
addressed  to  the  garrulous  cook:  ‘Clo  to  1 lades,  you 
are  paid  to  cook  and  not  to  talk’.” 

The  well  known  painting  entiled  “1  he  Doctor” 
depicts  a physician  beside  the  bed  of  a child.  A 
dignified  professorial  gentleman  of  the  old  school, 
he  sits  w ith  chin  in  hand  anxiously  peering  at  the 
child  waiting  for  the  crisis  to  pass.  The  pose  is 
typical  of  the  times;  there  was  little  else  he  could  do 
but  sit  and  wait.  It  was  his  misfortune  to  have  been 
born  just  before  the  beginning  of  the  most  fabulous 
period  of  all  time,  a period  set  apart  from  all  the 
centuries  that  have  gone  before  it  by  one  over- 
whelming force,  scientific  research.  All  of  a sudden 
in  the  twentieth  century  the  idea  of  scientific  re- 
search caught  fire.  To  be  sure  there  have  been  many 
truly  great  scientific  investigators  throughout  the 
span  of  recorded  history  but  always  before  they 
were  lonely  voices  crying  in  a vast  wilderness  of 
ignorance.  In  this  era,  as  never  before,  large  num- 
bers of  individuals  have  seen  the  vision  of  research 
and  what  it  can  do  to  make  this  a better  world  in 
which  to  live.  For  instance,  in  the  last  fifty  years 
more  progress  has  been  made  in  the  conquest  of 
disease  and  the  prolongation  of  life  than  had  been 
accomplished  in  the  entire  999  centuries  of  man’s 
previous  existence  on  earth. 

CHANGE  IN  LIFE  EXPECTANCY 

The  most  eloquent  summation  of  what  has  been 
achieved  can  be  expressed  in  terms  of  life  expect- 
ancy which  has  moved  upward  from  49  years  in 
1900  to  almost  69  in  1954.  In  1900,  among  any  aver- 
age group  of  1,000  persons  you  could  count  on  17 
dying  that  year.  Today  only  nine  of  that  same  num- 
ber will  depart  this  world.  Among  infants  the 
revolution  is  even  more  noticeable.  At  the  turn  of 
the  century,  of  every  1,000  babies  that  survived 
birth,  162  died  w ithin  the  first  year,  whereas  today 
less  than  30  succumb.  And  of  the  20  million  babies 
born  in  the  last  five  years,  80,000  are  destined  to 
live  to  be  a hundred.  At  the  beginning  of  the  twen- 
tieth century  7,000  children  died  every  year  of 
whooping  cough.  Last  year  only  310  died  of  this 
disease.  Looking  at  it  from  another  angle,  we  have 
seen  the  almost  complete  elimination  of  such  killers 
as  cholera,  yellow  fever,  smallpox  and  the  plague. 
Diphtheria,  scarlet  fever,  typhoid  fever,  typhus, 
tetanus,  rickets,  Rocky  Mountain  spotted  fever, 
pernicious  anemia,  Addison’s  disease,  meningitis  and 
other  diseases  have  lost  their  deadly  sting.  Tuber- 


culosis was  responsible  for  194  deaths  per  100,000 
population  in  1900,  but  only  10.6  in  1954.  In  half  a 
century  the  greatest  reaper  of  them  all— pneumonia— 
has  hecn  all  but  defeated  as  witnessed  by  the  fact 
that  the  death  rate  has  declined  from  152  per  100,000 
to  12.  Even  among  the  survivors,  at  the  beginning 
of  the  century  it  took  an  average  of  three  months’ 
wages  to  pay  the  hospital  bills  resulting  from  a case 
of  pneumonia.  Today  the  disease  is  often  cured  at 
home  at  an  average  cost  of  only  five  hours’  wages 
for  the  miracle  drugs.  Only  forty  years  ago  one  of 
every  four  persons  subjected  to  a major  operation 
met  his  doom,  whereas  today  only  one  in  a hundred 
succumbs,  and  if  that  still  seems  high,  let  us  remem- 
ber that  surgeons  can  now'  operate  where  the  risk 
is  great,  whereas  a few  years  ago  they  would  not 
have  dared  touch  many  cases  that  now  have  been 
given  at  least  a fighting  chance  to  live. 

Forty-three  years  ago  the  existence  of  coronary 
thrombosis  was  not  even  recognized.  Today  it  is 
diagnosed  with  certainty  and  measures  arc  available 
to  save  the  lives  of  many  who  would  otherwise  have 
succumbed. 

INSULIN,  ATABRINE  AND  PENICILLIN 

The  discovery  of  insulin  in  1922  is  rightfully 
marked  as  one  of  the  great  milestones  along  the  road 
of  medical  progress.  The  identification  and  extrac- 
tion of  a new  medicinal  principle  is  always  an  event 
of  historical  importance.  But  it  is  only  the  begin- 
ning and  not  the  end  of  an  achievement.  A test  tube 
miracle  is  one  thing.  Its  beatification  into  thousands 
of  gallons  is  sometimes  a second  miracle  without 
which  the  first  has  no  significance  in  terms  of  human 
betterment.  And  it  is  not  until  hundreds  of  thou- 
sands of  small  vials  and  ampuls  or  tablets  pour  out 
of  some  pharmaceutical  plant  that  the  course  of 
history  is  really  changed.  Before  insulin  two  of 
every  three  diabetic  patients  died  of  diabetic  coma. 
Today  death  from  coma  is  so  rare  that  a certificate 
with  this  diagnosis  should  attract  the  attention  of 
the  medical  examiner. 

On  December  7,  1941  a shot  was  also  heard  around 
the  world.  More  so  perhaps  than  that  first  one  on 
April  19,  1775,  because  this  one  meant  that  we  were 
suddenly  projected  into  a world  war.  And  that  shot 
woke  up  our  military  authorities  and  the  experts  in 
the  newly  discovered  science  of  logistics,  that  we 
couldn’t  win  that  global  war  without  a safe  and 
effective  antimalarial  to  replace  the  no  longer  avail- 
able quinine.  The  American  pharmaceutical  industry 
supplied  the  need  w ith  close  to  seven  billion  tablets 
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of  Atabrine— enough  to  girdle  the  earth  almost  three 
times  if  laid  side  by  side.  Atabrine  and  its  successor, 
Aralen,  proved  to  be  so  good  that  quinine  is  now 
otherwise  better  occupied  as  an  ingredient  of  another 
popular  medicinal,  gin  and  tonic. 

In  the  late  twenties  Sir  Alexander  Fleming  ob- 
served that  for  some  unknown  reason  bacteria 
failed  to  grow  here  and  there  in  his  Petri  dishes. 
The  inquiring  mind  of  a scientist  prompted  him  to 
find  out  why.  He  discovered  that  a simple  mold, 
Penicillin  notatum,  had  accidentally  contaminated 
his  bacterial  cultures  and  wherever  the  mold  took 
hold  the  bacteria  failed  to  flourish.  The  logical  next 
step  dictated  by  scientific  curiosity  was  to  find  out 
what  it  was  in  the  mold  that  was  responsible  for 
this  curious  phenomenon  and,  having  found  it, 
whether  or  not  this  substance,  now  called  penicillin, 
could  be  safely  introduced  into  the  human  body 
with  the  same  results.  This  experiment  was  per- 
formed by  clinicians,  Florey  and  Chain.  As  every- 
one now  knows,  the  experiment  was  successful. 
However,  up  to  this  point  we  had  nothing  more  than 
intriguing  academic  scientific  observations.  The 
sixty-four  million  dollar  question  was:  Could  this 
antibacterial  substance,  penicillin,  be  produced  on  a 
large  scale  and  at  a cost  low  enough  to  make  it 
practical  and  available  for  the  treatment  of  the 
millions  who  had  infections  susceptible  to  the 
action  of  penicillin? 

Despite  the  fact  that  penicillin  was  discovered  in 
England,  it  was  no  accident  that  it  was  first  pro- 
duced on  a large  scale  by  the  American  pharmaceu- 
tical industry.  England’s  industrial  potential  had 
been  too  severely  impaired  by  the  devastating  effects 
of  the  war  to  undertake  what  at  that  time  was  a 
highly  speculative  production  venture.  But  perhaps 
it  was  something  more  than  this  because  since  peni- 
cillin over  4,000  antibiotics  have  been  discovered  in 
the  United  States,  of  which  17  have  been  placed 
on  the  market.  So  far  as  I know,  only  one  other 
useful  antibiotic  has  been  developed  in  the  rest  of 
the  world. 

The  industry’s  record  in  getting  into  large  scale 
production  of  fabulous  amounts  of  penicillin  was 
hailed  on  all  sides  as  one  of  the  outstanding  produc- 
tion achievements  of  World  War  II. 

It  was  said  by  some,  however,  that  it  was  the 
stimulus  of  war  and  the  expediting  help  of  the 
government  that  made  this  record  possible.  There 
is  good  reason  to  doubt  the  validity  of  this  argu- 
ment. When  the  next  important  antibiotic,  strepto- 


mycin, was  discovered,  the  war  was  over.  There 
were  no  governmental  expeditors  and  no  priorities. 

I he  industry’s  record  in  turning  out  streptomycin 
was  better  than  penicillin.  It  took  about  five  years 
before  adequate  quantities  of  penicillin  were  being 
produced  for  all  needs  but  only  about  three  years 
for  streptomycin,  despite  the  similarity  of  produc- 
tion problems. 

MENTAL  ILLNESS 

It  has  been  estimated  that  as  many  as  nine  million 
people,  almost  6 per  cent  of  the  total  population, 
are  suffering  from  various  forms  of  mental  disturb- 
ance. Four  out  of  every  ten  hospital  beds  in  the 
U.  S.  A.  are  occupied  by  patients  with  mental  ill- 
ness. Our  facilities  are  woefully  inadequate  and 
every  mental  institution  has  long  waiting  lists.  From 
the  standpoint  of  prevalence  this  is  now  the  most 
serious  health  problem  in  the  nation.  For  some 
reason  it  looks  as  if  we  are  all  rapidly  going  nuts. 
But  as  someone  reassuringly  said,  “We  may  be  crazy 
but  we  aren’t  stupid.” 

Until  recently  the  psychiatrist  had  almost  no  tools 
with  which  to  work,  very  little  more  than  talk  and 
shock  treatment.  Talk  in  the  form  of  psychoanalysis 
is  too  time  consuming  for  general  use  and  only 
applicable  to  a selected  group  of  patients.  Some  are 
too  dumb  and  others  too  smart  for  it.  The  other 
day  a psychiatrist  gave  up  on  a brilliant  young  lady 
whom  I happen  to  know.  He  said  that  she  wound 
up  by  psychoanalyzing  him.  Shock  therapy  too  has 
serious  limitations. 

But  within  the  last  two  years  our  industry  has 
come  up  with  two  drugs— Thorazine  and  Rauwolfia 
and  its  alkaloids— that  have  already  revolutionized 
the  treatment  of  some  of  the  most  prevalent  forms 
of  mental  illness.  In  keeping  with  the  history  of 
our  industry,  when  we  once  break  through  the 
sound  barrier  in  a given  direction,  everyone  seems 
to  be  able  to  do  it  and  we  have  a flood  of  new  and 
different  products  directed  toward  the  same  end. 
To  digress  a moment  to  illustrate  the  point,  the 
first  antihistamine  was  followed  by  hundreds  of 
others,  the  first  sulfa  drug  brought  in  its  wake 
more  than  5,000  others,  the  first  antibiotic  over 
4,000  others.  Since  the  first  steroid  was  synthesized 
over  20,000  similar  compounds  have  been  made  and 
described.  A whole  series  of  new  compounds  for 
mental  illness  have  already  been  turned  up  and  more 
are  on  the  way.  I am  confident  that  we  are  standing 
on  the  threshold  of  a new  and  revolutionary  era 
in  the  treatment  of  mental  illness. 
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In  the  time  available  for  this  presentation,  it  is 
only  possible  to  refer  to  a few  of  the  specific  con- 
tributions of  the  pharmaceutical  industry  to  health. 
I must  leave  unmentioned  what  we  have  done  in  the 
field  of  deficiency  diseases,  anesthetics,  pernicious 
anemia  and  anemias  in  general,  tuberculosis,  high 
blood  pressure,  glandular  products  and  a host  of 
others.  The  whole  story  would  fill  a book  and  1 
have  no  intention  of  throwing  the  book  at  you  now. 

1 have  no  patience  with  those  pigeon  hole  minds 
who  are  forever  trying  to  compare  the  importance 
of  things  that  can’t  be  compared.  Physics  is  more 
important  than  chemistry,  chemistry  is  more  im- 
portant than  a good  bedside  manner,  pure  science  is 
more  valuable  than  applied,  the  laboratory  worker 
is  more  useful  than  the  executive,  the  clinical  in- 
vestigator contributes  more  than  the  pharmaceutical 
manufacturer.  All  these  are  important  in  their  own 
right.  The  significant  thing  is  that  these  and  many 
others  complement  one  another,  and,  as  members  of 
the  health  team,  the  role  of  each  one  of  them  is 
essential  to  medical  progress. 

These  spectacular  gains  that  1 have  outlined  have 
been  achieved  through  the  collaboration  of  the 
medical  profession  and  its  basic  sciences,  and  the 
pharmaceutical  industry. 

In  no  other  field  of  endeavor  has  this  kind  of 
partnership  been  more  productive  of  good  for  man- 
kind. In  all  of  history  it  is  one  of  the  brightest 
chapters  of  industry  and  a profession  working  to- 
gether to  their  mutual  interest  and  for  the  common 
good. 

FIELDS  UNCONQUERED 

Hut  our  job  has  just  begun.  There  are  still  bacteria 
that  haven’t  been  mastered,  and  it  is  likely  that  the 
appearance  of  new  mutants  will  keep  us  busy  in  this 
field  for  a long  time.  Although  the  conquest  of  one 
of  the  meanest  diseases  of  them  all,  poliomyelitis,  is 
taking  place  under  our  very  eyes,  there  is  still  a 
whole  host  of  virus  diseases  that  are  as  yet  un- 
touched. Cancer  is  still  a who-done-it  mystery  to 

J J 

which  there  is  not  a single  basic  clue.  We  have  a 
good  palliative  for  diabetes  but  we  still  don’t  under- 
stand the  basic  nature  of  this  disease.  A whole  host 
of  endocrine,  mental  and  neurological  disturbances 
still  defy  our  best  research  brains.  Arteriosclerosis, 
the  greatest  killer  of  them  all,  and  the  ultimate 
limiting  factor  in  our  life  span,  is  still  beyond  our 
grasp.  There  is  no  doubt  that  our  scientists  have 
plenty  left  to  do,  and  so  long  as  mother  nature 


fails  to  create  and  maintain  perfectly  functioning] 
bodies,  she  will  need  the  combined  research  help  of 
our  physicians  and  the  pharmaceutical  industry. 
Hut  the  most  significant  and  encouraging  aspect  of 
medicine  today  is  the  fact  that  at  long  last  we  have 
learned  how  to  go  about  picking  the  lock  of  nature’s 
hidden  secrets. 

Opening  these  doors  is  not  a one  man  job.  In  the 
future,  more  than  has  been  the  case  in  the  past,  new 
discoveries  will  emerge  as  the  culmination  of  the 
combined  efforts  of  many  workers  covering  the 
scientific  spectrum  from  physics  and  chemistry  to 
clinical  medicine. 

COST  OF  MEDICAL  CARE  AND  DRUGS 

In  closing  I would  like  briefly  to  refer  to  one 
overriding  problem,  the  importance  of  which  can- 
not be  over-emphasized.  It  is  regrettably  true  that 
the  public  has  a deeply  ingrained  impression  that 
medical  care  and  the  drugs  that  are  a part  of  it  cost 
too  much.  I his  is  in  my  opinion  the  basis  of  the 
most  serious  threat  to  the  practice  of  medicine  as 
we  know  it.  It  is  a challenge  to  free  enterprise  in 
the  practice  of  pharmacy  and  the  manufacture  off 
drugs.  Public  attitudes  respecting  the  cost  of  medi- 
cal care  and  drug  prices  can,  over  the  long  pull, , r 
substantially  alter  public  attitudes  about  socialized  ' 
medicine. 

Today  a few  pills  costing  perhaps  several  dollars 
are  often  the  equivalent  of  what  used  to  be  a peril- 
ous  illness  with  long  disability,  loss  of  earnings,  hos- 
pital and  nursing  expense  and  a convalescence  that  [ 
sometimes  lasted  for  months. 

i 

For  instance,  Dr.  Ivor  Griffith  made  a study  of  the  |, 
cost  of  a case  of  pneumonia  in  a Philadelphia  hos-  c 
pital  in  1927.  He  found  that  the  average  hospital,  j 
doctors’  and  nurses’  bill  amounted  to  $358  and  the  a 
duration  of  hospitalization  averaged  five  weeks.  t| 
During  this  time  and  a subsequent  convalescent  t| 
period,  the  loss  of  earnings  brought  the  total  cost  e 
of  the  illness  up  to  approximately  $1,000— and  that  Sf 
was  when  a thousand  dollars  really  was  a thousand 
dollars.  I can  add  that  in  1953  the  average  duration 
of  lobar  pneumonia  was  less  than  two  weeks  with 
no  period  of  convalescence  required.  Most  cases 
were  treated  at  home  with  antibiotics  costing  the 
patient  approximately  $15.12  if  penicillin  was  used 
and  $29.68  if  one  of  the  broad  spectrum  antibiotics 
was  employed.  While  we  have  no  comparable  fig- 
ures for  loss  of  earnings  it  is  nevertheless  evident 
that  a great  economic  saving  has  been  achieved. 
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Added  to  this  is  the  fact  that  many  potential  cases 
never  get  to  be  full  blown  pneumonia  because  of 
the  prompt  use  of  antibiotics.  Most  important  of  all 
is  the  fact  that  the  undertaker  used  to  get  one  good 
funeral  out  of  every  five  cases  of  lobar  pneumonia 
whereas  today  we  have  deprived  him  of  almost  all 
of  this  business. 

Perhaps  it  just  isn't  human  nature  to  feel  deeply 
grateful  for  having  been  spared  a perilous  illness 
that  everyone  knew  wasn’t  going  to  happen.  In  the 
old  days  when  patients  were  snatched  from  death’s 
door  after  a period  of  mortal  peril  and  suffering, 
there  was  less  complaint  about  the  cost  of  medical 
care. 

There  are  some  40  million  cars  on  the  road.  Today 
people  are  perfectly  cheerful  about  spending  $2,500 
to  $5,000  to  replace  cars  that  we  know  from  World 
War  II  experience  are  good  for  several  more  years 
of  service.  And  vet  those  same  people  cry  to  high 
heaven  if  they  are  charged  a small  fraction  of  that 
amount  for  the  medical  services  that  may  save  their 
very  lives  or  at  least  make  it  possible  for  life  to  be 
worth  living. 

Drug  prices  have  advanced  far  less  than  that  of 
most  other  commodities  during  the  past  15  years 
of  inflationary  pressures.  Actually  the  percentage 
of  disposable  personal  income  spent  for  medical  care 
which  includes  drugs,  has  remained  practically  con- 
!stant  for  20  years  at  about  4 per  cent.  The  low  value 
of  3.9  per  cent  occurred  in  1935,  the  highest  pro- 
portion-only 4.2  per  cent— in  1934,  due  principally 
to  the  much  greater  expenditure  for  hospitalization 
and  medical  care  insurance.  The  public  spends  far 
less  for  medicines  than  it  thinks.  In  1954  the  per 
capita  consumption  of  drug  preparations  and  sun- 
dries was  $10.  Imagine  just  $10  a year,  on  the  aver- 
age, to  keep  well  and  to  prolong  life!  How  does 
this  expenditure  compare  with  others  about  which 
the  public  remains  silent?  Here  are  the  per  capita 
expenditures  in  1954  for  a few  other  products  and 


services: 

Alcoholic  beverages  $54.00 

Tobacco  products  32.00 

Interest  on  personal  debt 18.00 

Auto  repair,  greasing,  washing,  parking, 

storage,  and  rental 18.00 

Admissions  to  specified  spectator 
amusements  1 1 .00 


And  here  is  a comparison  that  should  make  us 
wince.  Whereas  personal  consumption  expenditures 
in  1954  for  drug  preparations  and  sundries  amounted 
to  $1,631,000,000,  death  expenses  (funeral  and  burial 
service,  cemeteries  and  crematories,  monuments  and 
tombstones)  cost  the  American  people  $1,162,000,- 
000.  We  spend  not  much  less  to  bury  our  dead  than 
we  do  to  stay  alive— but  we  seem  to  object  to  the 
cost  of  staying  alive. 

I he  statistics  I have  here  cited  are  official  figures. 
Authority  for  them  is  the  U.  S.  Department  of 
Commerce.  These  figures,  if  generally  known  to 
the  public,  could  produce  a vast  change  in  its 
opinion  concerning  the  cost  of  medicines.  Yet  they 
do  not  tell  the  whole  story.  They  say  nothing  of  the 
savings  in  health  and  in  hard  dollars  which  the 
American  people  have  made  by  virtue  of  the  con- 
tributions of  scientific  research.  Indeed,  I would 
venture  the  guess  that  the  advances  in  therapeutic- 
agents  and  in  medical  care  during  the  past  decade 
alone  account  for  far  greater  economic  gain  than  is 
represented  by  the  total  cost  of  medicines  today. 

Among  the  worthy  objectives  for  which  we  live 
and  work,  none  is  more  important  than  man’s  well 
being  and  the  prolongation  of  his  stay  on  earth. 
Towards  this  end  our  American  doctors,  scientists 
and  industry  together  have  made  a contribution 
that  has  revolutionized  the  very  significance  of  life 
itself  throughout  the  civilized  world.  Through  re- 
search, Yankee  efficiency  and  enterprise,  our  phar- 
maceutical industry  has  won  the  position  of  world 
leadership  in  its  field.  We  expect  to  retain  that  posi- 
tion despite  increasing  competition  from  abroad 
because  we  are  confident  that  the  ingredients  that 
made  America  great  are  here  to  stay. 

I he  public  is  only  vaguely  aware  of  what  has 
been  achieved  and  what  a bargain  it  is  getting  for 
the  $10  a year  it  spends  for  drugs  and  drug  sundries. 
As  educators  you  have  a unique  opportunity  to 
carry  home  to  your  students  one  of  America’s  suc- 
cess stories.  It  is  but  another  chapter  of  the  story 
of  America.  It  is  of  great  importance  that  our  youth 
know  these  stories  to  strengthen  their  faith  in  our 
way  of  life.  With  faith  in  ourselves,  the  men  and 
women  of  tomorrow  can  look  forward  to  accom- 
plishments in  the  next  fifty  years  that  will  dwarf 
those  of  the  past  half  century. 
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ATRIAL  FLUTTER  IN  A NEWBORN  INFANT 

Jacob  A.  Segal,  m.d.,  Manchester 


Atrial  flutter  in  a newborn  infant  is  a rather  rare 
-^•condition.  Surprisingly  few  cases  have  been  re- 
ported in  the  literature.  In  1931  Carr  and  McClure1 
reported  a case  of  atrial  flutter  with  irregular  block 
which  was  proved  by  an  electrocardiogram  taken 
on  the  second  day  after  birth.  The  ventricular  rate, 
which  was  about  160  and  irregular,  was  discovered 
three  weeks  before  birth.  At  birth  this  female  baby 
weighed  10  lbs.  1 3 Vi  oz.  There  was  slight  cyanosis 
on  crying.  The  heart  was  enlarged.  I he  arrythmia 
lasted  ten  days  and  reverted  to  normal  without 
specific  medication. 

In  1942  Tarnower  and  Lattin2  recorded  the  birth 
of  a female  baby  whose  weight  was  8 lbs.  12  oz. 
During  the  eighth  month  of  pregnancy  the  fetal 
heart  was  noted  to  be  abnormally  rapid.  At  birth 
the  color  of  the  baby  was  poor.  An  electrocardio- 
gram taken  on  the  day  of  birth  revealed  atrial 
flutter  with  irregular  block  and  a ventricular  rate 
of  195.  Carotid  sinus  pressure  was  tried  but  was  un- 
successful. Later  digitalis  was  used.  1 he  rhythm 
returned  to  normal  on  the  third  day. 

In  1948  Stadler3  reported  a case  of  atrial  flutter  in 
the  newborn.  A rapid  irregular  fetal  heart  was  first 
noted  during  the  eighth  month  of  pregnancy.  At 
birth  the  baby  weighed  7 lbs.  1 3 oz.  An  electro- 
cardiogram taken  on  the  seventh  day  after  birth 
showed  atrial  flutter  with  2 : 1 block,  the  ventricular 
rate  being  135.  Quinidine  was  used  starting  on  the 
fourth  day  but  was  discontinued  because  of  nausea 
and  vomiting.  Digitalis  was  started  on  the  twenty- 
second  day  and  good  results  were  obtained. 

In  1932  McLean4  reported  a similar  case.  Several 
weeks  before  birth  a rapid  irregular  fetal  heart  was 
noted.  The  baby  was  born  weighing  8 lbs.  14  oz. 
An  electrocardiogram  taken  on  the  third  day  proved 
that  atrial  flutter  was  present.  The  ventricular  rate 
was  200  and  there  was  irregular  block.  This  baby 
was  first  given  digitalis,  then  quinidine  and  finally 
digitalis  again.  Normal  sinus  rhythm  occurred  at  the 
end  of  one  month. 


The  Author.  Chief  in  Cardiology,  Manchester 
Manorial  Hospital 


SUMMARY 

The  case  presented  here  is  that  of  atrial  flutter  with 
2:1  block  in  a newborn  baby.  The  rapid  regular  heart 
rate  was  discovered  three  days  before  birth  at  a routine 
prenatal  check-up.  Examination  of  the  baby  shortly 
after  birth  revealed  a rapid  heart  rate  of  about  200  per 
minute  and  some  slight  cyanosis  of  the  extremities. 
The  next  day  there  was  evidence  of  early  heart  failure. 
An  electrocardiogram  taken  twenty  hours  after  birth 
revealed  atrial  flutter  with  2:1  block.  An  x-ray  on  the 
same  day  showed  cardiac  enlargement.  Digitalization 
converted  the  atrial  flutter  into  normal  sinus  rhythm 
within  twenty-four  hours.  An  x-ray  taken  three  days 
later  showed  some  shrinking  of  the  cardiac  silhouette. 
The  baby  was  discharged  from  the  hospital  in  good 
condition  on  the  16th  day. 


Other  cases  reported  in  the  literature  that  are 
somewhat  similar  in  nature  to  those  already  de- 
scribed are  those  of  Tollas3  in  1933,  Sherman  and 
Selfless0  in  1934  and  Garvin  and  Kline7  in  1947. 

The  last  case  of  atrial  flutter  in  the  newborn  that 
has  been  reported  was  that  of  Anderson  and  Adams8 
in  December  of  1953.  The  baby  weighed  7 lbs.  3 
oz.  at  birth.  An  electrocardiogram  taken  two  hours 
after  birth  revealed  atrial  flutter  and  irregular  block 
w ith  a ventricular  rate  of  190.  There  was  slight 
cyanosis  and  x-ray  showed  cardiac  enlargement. 
Digitoxin  was  started  on  the  first  day  and  the 
arrythmia  disappeared  on  the  fourth  day. 

CASE  REPORT 

On  September  29,  1955  at  2:43  p.  m.  a baby  boy  was 
born  at  the  Manchester  Memorial  Hospital,  weighing  9 lbs. 
1 oz.  The  mother,  white,  age  28  had  one  previous  preg- 
nancy and  was  delivered  at  that  time  of  a normal  full  term 
healthy  baby.  The  present  labor  and  delivery  were  normal. 
There  were  no  complications  during  pregnancy,  but  three 
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days  before  delivery  at  a routine  prenatal  check-up  it  had 
j been  noted  that  the  fetal  heart  rate  was  about  200  per 
minute  and  regular.  1 his  rapid  regular  fetal  heart  rate  was 
present  all  during  the  labor.  Examination  of  the  baby  upon 
birth  revealed  a rapid  regular  heart  rate  of  about  200  per 
minute.  There  was  some  cyanosis  of  the  extremities.  At 
1 0:00  p..  m.  on  the  same  day  because  of  the  rapid  heart 

II  rate  and  the  tendency  to  slight  cyanosis,  the  baby  was 
placed  in  oxygen.  The  color  remained  good  throughout 
the  night.  I he  next  morning  a pediatric  consultation  was 
j requested  because  of  the  rapid  heart  rate.  The  pediatrician 
I after  examination  advised  an  electrocardiogram,  x-ray  and 
' a cardiac  consultation.  An  electrocardiogram  was  taken 
about  10:00  a.  m..  this  being  approximately  20  hours  after 
! birth. 


Figure  2 


The  x-ray  (Figure  2)  taken  on  the  same  morning  shows 
widening  of  the  transverse  diameter  indicating  cardiac  en- 
largement, although  the  cardiac  silhouette  is  partially  ob- 
scured by  the  overlying  thymus.  It  was  conclued  that  extreme 
cardiac  enlargement  was  present.  At  about  11:00  a.  m.  that 
morning  the  baby  was  seen  by  the  cardiologist,  the  pedi- 
atrician and  the  delivering  physician.  Its  appearance  was 
undramatic.  There  was  only  slight  cyanosis.  Auscultation 
of  the  heart  revealed  no  murmurs.  The  liver  was  felt  two 
or  three  finger-breadths  below  the  right  costal  margin.  A 
diagnosis  of  atrial  flutter  with  2:1  block  was  made.  It  was 


Figure  i 

It  can  be  seen  from  this  electrocardiogram  that  atrial  flutter 
with  2:1  block  is  present.  The  ventricular  rate  is  185 


Figure  3 

The  above  electrocardiogram  taken  on  the  next  day  re- 
vealed that  normal  sinus  rhythm  had  been  established.  This 
normal  sinus  rhythm  continued  throughout  the  patient’s 
stay  in  the  hospital 


thought  that  the  cardiac  enlargement  could  be  due  either 
to  congenital  heart  disease  or  to  cardiac  dilatation.  Digital- 
ization was  advised,  and  the  drug  chosen  was  digoxin,  which 
was  administered  intramuscularly.  The  dose  was  .275  milli- 
grams. This  was  figured  on  the  basis  of  .0 66  milligrams 
per  kilogram.  The  baby  weighed  4.1  kilograms.  Half  was 
given  immediately,  one  fourth  in  six  hours  and  the  re- 
mainder eight  hours  after  the  second  dose.9  The  patient  was 
kept  on  a maintenance  dose  of  .035  milligrams  of  digoxin. 
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Figure  4 

The  above  x-ray  taken  on  October  3rd  showed  slight  but 
definite  reduction  in  the  size  of  the  heart  as  compared 
with  the  former  examination  on  September  30,  1955.  The 
baby  continued  to  do  well  and  was  discharged  in  good 
condition  on  October  15,  1955.  It  was  believed  that  this 
was  not  a case  of  congenital  heart  disease  but  that  the  atrial 
flutter  was  idiopathic  and  the  enlargement  of  the  heart  was 
due  to  dilatation.  At  the  present  time  the  infant  is  three 
months  old  and  doing  well.  The  heart  rate  is  normal,  as 
are  the  electrocardiogram  and  the  x-ray. 

DISCUSSION  AND  CONCLUSION 

A case  of  atrial  flutter  with  2:1  block  in  a new- 
born baby  has  been  presented.  There  was  probable 
early  heart  failure  and  enlargement  of  the  heart  due 
to  dilatation.  Administration  of  digoxin  changed  the 
atrial  flutter  to  normal  sinus  rhythm  in  24  hours.  On 
a maintenance  dose  of  digoxin  the  baby  continued  to 


do  w ell,  gained  weight  and  was  discharged  in  good 
condition  after  16  days  in  the  hospital. 

A review  of  the  literature  reveals  that  atrial  flutter 
in  the  new  born,  although  rare,  does  occur,  and  from 
the  reported  cases  it  is  clear  that  digitalization  is  the 
treatment  of  choice. 

In  the  case  presented  here  digoxin  was  used,  but 
any  preparation  of  digitalis  would  in  all  probability 
have  given  the  same  results  if  used  in  proper  dosage. 
It  can  also  be  seen  that  the  prognosis  of  atrial  flutter 
in  the  newborn  is  good  since  in  every  case  reported 
in  the  literature,  and  in  the  case  discussed  here,  there 
was  a good  recovery.  It  might  also  be  pointed  out 
that  where  the  fetal  heart  late  in  pregnancy  suddenly 
becomes  either  rapid  and  regular  or  rapid  and  ir- 
regular, that  one  should  think  of  the  possibility  of 
atrial  flutter. 
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AN  INCREASE  IN  THE  PRICE  OF  MEDICAL  FREEDOM 

W.  B.  Shepard,  m.d.,  New  York,  N.  Y . 


'TPo  one  in  the  public  health  field  who  has  an  op- 
portunity  to  observe,  perhaps  better  than  other 
physicians,  the  reactions  of  the  public  on  one  side 
and  the  reactions  of  the  medical  profession  on  the 
other,  these  are  disturbing  times.  In  fact,  many  be- 
lieve that  the  practice  of  medicine  as  we  know  it  in 
this  country  today  faces  the  most  serious  challenge 
in  its  history.  There  is  greater  public  unrest  over 
the  way  medicine  is  practiced  today  than  there  ever 
has  been  before. 

It  is  a strange  paradox  that  just  as  American  medi- 
cine has  come  into  its  own  as  the  leader  of  world- 
wide medicine,  just  at  the  time  when  we  are 
rendering  better  service  to  the  public  than  ever 
before  in  history,  we  should  simultaneously  face  so 
much  criticism. 

Much  of  the  criticism  centers  around  the  eco- 
nomics of  medicine— how  it  shall  be  paid  for  and 
why  it  should  cost  so  much.  But  there  is  also  unrest 
over  the  lack  of  general  practitioners.  There  is 
complaint  over  long  delays  in  the  waiting  room  and 
short,  abrupt  interviews  with  the  doctor.  This 
aggravation  is  multiplied  when  the  patient  is  re- 
quired to  go  from  one  specialist  to  another  at 
different  locations.  As  one  talks  with  patients  who 
have  benefitted  from  medicine’s  modern  miracles, 
there  is  still  complaint  over  lack  of  “tender  loving 
care,”  a miracle  of  therapy  not  to  be  lightly  aban- 
doned. 

There  is  little  comfort  to  be  found  in  the  ominous 
history  of  this  kind  of  unrest  in  other  nations.  In 
most  other  countries  of  the  world  the  practice  of 
medicine  has  come  under  government  control  to  a 
greater  or  lesser  degree  despite  the  opposition  of 
physicians.  We  in  America  cannot  be  lulled  by  a 
recent  turn  in  the  political  wheel  of  fortune,  since 
that  wheel  usually  continues  to  turn.  Nor  can  we 
take  too  much  comfort  in  the  profession’s  recent 
apparent  success  with  an  organized  propaganda 
campaign  when  we  reflect  on  the  short-comings 
and  lack  of  permanence  of  propaganda.  To  many  it 

This  article  is  adapted  from  an  address  given  at  the  dedication 

of  Minnesota,  Minneapolis,  October  21,  1954 

Reprinted  from  Journal  of  Medical  Education  with  permission 


The  Author.  Second  Vice  President  of  the  Metro- 
politan Life  Insurance  Company 


SUMMARY 

Criticism  of  American  medicine  today  is  due  to  two 
factors,  the  economics  of  medicine  and  the  lack  of 
general  practitioners.  To  preserve  our  traditional 
medical  freedom  we  must  scientifically  analyze  the 
underlying  causes  of  the  public  unrest;  we  must  make 
unique,  modern  and  intelligent  efforts  to  create  better 
public  understanding;  we  must  produce  some  change 
in  the  direction  of  medical  education. 

The  author  discusses  in  some  detail  the  causes  of 
public  unrest  and  points  out  some  of  the  remedies. 
The  family  plan  for  use  in  the  instruction  of  medical 
students  is  commended  as  carried  out  in  some  of  our 
medical  schools.  More  emphasis  is  needed  in  the  medi- 
cal school  curriculum  on  the  interdependence  between 
medicine  and  society.  This  will  mean  a cooperative 
program  in  which  several  departments  in  the  medical 
school  participate. 


is  an  open  question  whether  we  can  preserve  our 
traditional  medical  freedom  for  the  rest  of  the  cen- 
tury. If  we  do,  it  will  require  scientific  analysis  of 
the  underlying  causes  of  the  public  unrest;  unique, 
modern  and  intelligent  efforts  to  create  better  pub- 
lic understanding  and  some  change  in  the  direction 
of  medical  education. 

1 he  first  and  third  of  these  items  seem  most 
pertinent  to  this  occasion.  All  three  will  cost  us 
something  in  time,  money  and  changed  attitudes. 
Of  these,  changed  attitudes  is  the  most  difficult  and 
the  most  costly  in  effort.  But  these  new  costs  are  a 
small  price  to  pay  for  freedom. 

CAUSES  OF  PUBLIC  UNREST 

I his  is  not  the  time  or  place  to  attempt  a com- 
plete analysis  of  the  underlying  causes  of  public 
unrest.  Suffice  it  to  say  it  is  not  an  armchair  philoso- 
pher’s job.  It  requires  courageous,  active  investiga- 

of  the  Mayo  Memorial  Medical  School  building.  University 
of  the  author  and  the  editor 
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tion  of  the  most  objective  kind,  using  modern 
methods,  to  investigate  “consumer  reaction.”  By 
way  of  illustration  let  me  suggest  one  or  two 
directions  such  an  investigation  might  w ell  take. 

Perhaps  never  before  have  w e physicians  had  to 
consider  such  a mundane  problem  as  “consumer 
reaction.”  The  traditional  attitude  of  medicine  has 
been  almost  oracular,  letting  the  public  seek  us  out, 
issuing  instructions  by  fiat  and  letting  the  patient 
take  it  or  leave  it.  This  may  be  one  of  the  reasons 
for  curtailed  freedom  in  other  countries.  In  these 
modern  democratic  days  of  universal  education, 
can  it  be  that  oracles  are  going  out  of  fashion? 

\V  e are  justly  proud  of  the  enormous  increases  in 
the  technologies  of  medicine  and  of  our  mastery  of 
them.  Despite  tins,  they  seem  not  generally  appre- 
ciated by  the  public.  Many  people  today  still  long 
for  the  kind  of  service  given  bv  the  horse  and 
buggy  doctor.  Why  should  this  be? 

Along  with  the  enormous  increase  in  technology 
affecting  every  specialty  and  every  aspect  of  medi- 
cine has  come  the  inevitable  trend  toward  speciali- 
zation, which  in  turn  cuts  down  the  available 
supply  of  general  practitioners.  Apparently  we  have 
done  little  to  prepare  the  public  for  this  change. 
Detlev  Bronk  said  recently:  “The  final  concern  1 
have  is  the  necessity  for  reconciling  the  need  for 
specialization  with  the  necessity  for  integrated 
know  ledge.  The  growing  body  of  knowledge,  more 
difficult  scientific  and  sociological  techniques,  the 
more  intricate  system  of  legal  relationships  among 
men,  and  more  complicated  industrial  structures  all 
require  that  man  be  trained  for  limited  objectives, 
lest  his  breadth  of  training  unfit  him  for  any  action 
whatsoever.  But,  if  we  must  have  specialization,  I 
also  see  a need  for  specialists  in  synthesis.”  Are  we 
recognizing  in  medicine  the  need  for  specialists  in 
synthesis,  among  them  the  general  practitioner  and 
the  public  health  physician,  and  are  we  giving  them 
the  professional  status  they  deserve?” 

CHANGES  IN  THE  CURRICULUM 

Dr.  John  Cline,  recent  past  president  of  the 
American  Medical  Association,  says:  “The  public 
relations  of  the  American  Medical  Association  in 
my  opinion  are  the  sum  total  of  what  Americans 
think  about  our  Association.  . . . Speaking  gen- 
erally, it  is  the  belief  of  the  association  that  the  only 
basis  for  a sound  public  relations  program  is  right 
action.  If  the  AMA  does  not  make  its  decisions  in 
the  public  interest,  it  can  employ  all  the  highpower 


public  relations  experts  in  the  country  to  paint  a 
favorable  picture  of  its  activities  and  thev  w ill  not 
be  successful.  You  cannot  sell  a product  if  it  is  not 
a good  one.”  He  later  points  out  that  the  very 
foundation  of  good  public  relations  depends  upon 
the  way  each  individual  physician  deals  with  his 
patients. 

1 he  student  is  preparing  for  a career,  the  success 
of  which  depends  in  part  on  his  ability  to  w in  the 
confidence  of  a nonmedical  public.  We  must  ask  if 
he  is  adequately  prepared  for  this  by  the  five  years 
of  winning  the  intellectual  approval  of  older  physi- 
cians. 

Patient-physician  relationships  are  often  referred 
to  as  the  “art”  of  medicine,  yet  the  student  is  usually 
left  to  learn  that  art  by  emulating  his  teacher.  Un- 
fortunately, this  may  result  in  his  emulating  the  bad 
as  w ell  as  the  good,  and  thus  our  physician-patient 
relationships  remain  pretty  much  in  status  quo. 
Have  our  medical  schools  been  deficient  in  teaching 
the  student  how  his  patients  learn?  The  experiences 
which  the  student  has  during  his  own  long  learning 
opportunities  determine  to  a large  degree  his  sen- 
sitivity to  the  learning  process. 

I his  brings  us  to  some  logical,  necessary  and 
rather  urgent  changes  in  medical  education,  about 
which  we  are  here  chiefly  concerned. 

Relatively  new  knowledge  and  disciplines  in  the 
fields  of  education  and  sociology  seem  to  call  for 
some  changes  in  medical  school  teaching.  The  cur- 
riculum has  been  profoundly  influenced,  though 
not  materially  lengthened,  by  the  knowledge  and 
disciplines  recently  acquired  in  the  biochemical  and 
biophysical  sciences.  But  what  of  the  curriculum 
changes  indicated  by  the  educational  and  sociologi- 
cal sciences?  Have  they  been  too  frequently 
ignored? 

BASIC  CONCEPTS  IN  EDUCATION 

The  title  “doctor”  means  teacher.  Whether  the 
doctor  likes  it  or  not,  or  eyen  knows  it,  the  learning 
process  is  inherent  in  the  physician-patient  relation- 
ship. The  patient  w ill  learn  something,  be  it  good 
or  bad,  when  he  consults  any  physician. 

Educators  have  pointed  out  long  ago  that  the  good 
teacher  is  one  who  arranges  the  conditions  con- 
ducive to  the  learning  process.  Among  these  are 
motivation,  clarity  of  communication,  rapport 
built  on  mutual  respect  between  teacher  and  pupil 
and  an  opportunity  to  apply  successfully  the  fruits 
of  new  learning. 
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Except  for  that  age-old  pillar  of  learning,  the 
mother’s  knee,  there  are  few  situations  in  which  the 
opportunities  for  learning  are  greater  than  in  the 
physician’s  consulting  room.  Motivation,  so  hard  to 
establish  elsewhere,  is  already  furnished— the  patient 
has  sought  the  physician.  This  ideal  situation  may  be 
shattered  if  the  doctor  fails  to  provide  clear  com- 
munication or  if  he  rejects  the  proffered  rapport. 

How  much  of  this  do  medical  students  have  an 
opportunity  to  learn?  What  do  they  know  about 
raking  fuller  advantage  of  their  natural  teaching- 
opportunities;  studying  the  patient’s  level  of  under- 
standing and  rate  of  absorption  of  new  knowledge, 
the  value  and  appropriate  choice  of  visual  aids,  such 
2s  diagrams,  slides,  printed  material;  the  values  of 
positive  rather  than  negative  teaching;  dangers  of 
the  fear  motive  and  of  the  power  of  suggestion? 
How  well  do  they  learn  that  any  change  in  the 
patient’s  attitudes  and  values  depend  as  much  on 
how  the  doctor  acts  as  on  what  he  says? 

We  can  suggest  then,  that  one  remedy  for  public 
unrest  with  medical  practice  is  more  complete 
patient  satisfaction  with  his  personally  chosen 
physician.  If  we  assume  that  any  doctor  today  has 
more  knowledge  and  skill  than  his  predecessors  of 
50  years  ago,  he  must  be  rendering  far  better  serv- 
ice. If  his  patients  are  joining  the  clamor  for  govern- 
ment control,  it  must  be  because  he  has  failed  them, 
not  in  skilled  ministrations,  but  in  giving  them  an 
opportunity  to  learn.  He  can  and  should  learn  how 
to  convince  them,  through  a true  learning  opportu- 
nity which  he  creates,  that  the  product  they  are 
buying  is  superior  to  the  one  their  grandfathers  had, 
and  that  the  product  will  deteriorate  under  govern- 
ment control. 

BASIC  CONCEPTS  IN  SOCIOLOGY 

In  the  sociological  sciences  there  are  evidences 
that  we  are  doing  a little  better.  We  may  be  already 
beginning  to  heed  one  of  Osier’s  bits  of  wisdom 
when  he  said:  “But  on  the  neglect  of  the  study  of 
the  humanities,  which  has  been  far  too  general,  the 
profession  loses  a very  precious  quality.” 

Recently  the  Association  of  American  Medical 
Colleges  sponsored  a three  day  conference  with  the 
professors  of  preventive  medicine  and  public  health, 
in  which  there  was  a discussion  of  the  relationships 
of  medicine  to  society  and  of  the  practicing  physi- 
cian’s proper  place  as  a learned  man  in  his  com- 
munity. 


Several  medical  schools  are  arranging  to  keep  their 
students  in  touch  with  individuals  or  families  over  a 
period  of  a year  or  more,  acquainting  them  with  the 
techniques  of  medical  social  work;  of  community 
health  agencies,  both  voluntary  and  official  and  of 
the  relief  and  welfare  agencies.  Thus  the  student 
learns  some  of  the  things  so  important  for  him  to 
know  in  dealing  successfully  with  a patient,  such  as 
the  effect  of  illness  on  the  family  and  the  com- 
munity; differences  in  degree  of  disability  accord- 
ing to  social  and  economic  status;  the  objectives, 
problems,  strengths  and  weaknesses  of  health  de- 
partments; problems  of  medical  economics;  the 
practice  of  medicine  in  industry  and  medicine’s 
privileges  and  responsibilities  to  society. 

It  is  encouraging  to  see  many  of  the  younger 
practitioners  who  have  benefited  from  these  oppor- 
tunities in  medical  school  quickly  becoming  leaders 
for  health  betterment  in  their  communities,  taking 
an  active  interest  not  only  in  their  county  medical 
societies,  but  in  the  local  heart  association  or  tuber- 
culosis association,  safety  council  or  school  health 
program.  Who  is  better  qualified  than  the  local 
physician,  regardless  of  his  specialty,  to  advise  and 
guide  those  many  groups  of  nonmedical  people  who, 
true  to  the  democratic  fashion  in  this  country,  will 
organize  for  the  betterment  of  themselves  and  their 
neighbors? 

NOT  A FORMIDABLE  TASK 

Teaching  the  essentials  of  helping  the  patient  to 
learn,  of  the  interdependence  between  medicine  and 
society,  of  the  important  things  the  citizens  of  a 
democracy  must  do  to  preserve  their  individual  and 
their  community  health  is  not  a formidable  task  even 
in  the  present  crowded  medical  curriculum.  It  can 
be  done  as  a cooperative  program  between  the  de- 
partment of  preventive  medicine  and  public  health, 
medical  social  service  and  one  or  more  of  the  clini- 
cal departments  such  as  pediatrics  or  psychiatry. 
I he  two  major  essentials  are  an  encouraging  atti- 
tude by  the  average  student’s  idol,  the  clinical 
teachers  and  an  adequate  staff  in  preventive  medi- 
cine and  public  health. 

CONCLUSION 

Preserving  medical  freedom  is  important  and 
urgent.  It  will  be  done  primarily  by  the  practicing 
physician  in  his  normal  relationships  with  his 
patients.  A medical  profession  enlightened  in  its 
teaching  power  and  dedicated  to  its  responsibilities 
will  have  little  trouble  with  its  relations. 
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EDITORIALS 


The  Joint  Commission  on  Accreditation  of 
Hospitals 

There  have  been  considerable  mumrurings  among  the 
craft  and  some  dissatisfaction  expressed  recently  of  the 
operation  of  the  Joint  Commission  on  Accreditation  of 
Hospitals.  Believing  that  our  readers  should  be  better  in- 
formed on  the  functions  and  accomplishments  of  this  cor- 
poration, we  shall  endeavor  in  a series  of  editorials  to  clear 
tip  a few  of  the  misunderstandings.  (Ed.) 

I.  HISTORY  AND  PROCEDURE 

rT',HE  history  of  medical  education  in  the  United 
A States  is  fascinating  reading.  In  1910  under  the 
auspices  of  the  Carnegie  Foundation,  Dr.  Abraham 
Flexner  gave  his  famous  report  on  the  medical 
schools  of  the  United  States.  Chicago  had  14  and 
was  called  the  medical  plague  spot  of  the  United 
States.  New  York  had  a dozen.  Cities  like  Detroit 
and  Cleveland  had  four  or  five.  Very  few  were 
classified  as  good,  the  best  you  could  say  of  most  of 
them  was  that  they  were  diploma  mills.  With  effort, 
sacrifice,  hard  knocks  the  corrections  were  made 
and  as  of  1953  there  was  no  so-called  second  class 
medical  school  in  the  United  States. 

In  1919  under  the  leadership  of  Dr.  Franklin 
Martin  minimal  standards  for  hospitals  were  con- 
ceived and  shortly  afterwards  Dr.  Malcolm  T.  Mac- 
Eachern  took  over  the  program  of  the  American 
College  of  Surgeons  for  surgical  standardization  of 
hospitals.  This  program  raised  the  level  of  patient 
and  hospital  care  inestimably  in  the  United  States 
and  Canada  in  the  last  quarter  century.  It  was  a 
wonderful  program  but  was  too  expensive  an  under- 
taking for  the  College  alone. 


I he  American  College  of  Surgeons  alone  spent 
over  $2,000,000  on  this  program  and  after  some 
backing  and  filling  by  the  different  interested  medi- 
cal organizations  the  concept  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  was  born.  It  did 
not  really  begin  its  function  until  well  into  1952 
under  the  able  leadership  of  Dr.  Edwin  L.  Crosby, 
director  of  the  American  Hospital  Association. 

The  Joint  Commission  on  Accreditation  of  Hos- 
pitals is  the  child  of  five  great  medical  and  hospital 
organizations,  the  American  Medical  Association, 
the  Canadian  Medical  Association,  the  American 
College  of  Surgeons,  the  American  College  of  Physi- 
cians, and  the  American  Hospital  Association. 

The  Joint  Commission  is  an  independent,  volun- 
tary, nonprofit  corporation  organized  to  render  a 
public  service;  its  main  purpose  is  to  improve  the 
quality  of  care  rendered  to  patients  in  hospitals.  Its 
method  of  achieving  this  goal  is  to  establish  mini- 
mum standards  of  quality7  of  patient  care  and  then 
invite  all  hospitals  and  physicians  that  offer  care  to 
the  sick  to  meet  or  surpass  those  standards  by 
improving  their  services  and  their  facilities. 

It  is  felt  by  the  five  organizations  represented  on 
the  Commission  that  a better  job  can  be  done  by 
pooling  the  interests  of  the  member  medical  and 
hospital  organizations  in  their  common  desire  and 
goal  to  improve  patient  and  hospital  care  than  could 
be  accomplished  by  any  one  of  the  organizations 
alone.  This  has  been  evident  in  two  notable  instances 
over  the  old  minimum  standards  of  quality  of  patient 
care  as  set  forth  by  the  American  College  of  Sur- 
geons. These  improvements  are  the  patient  care  of 
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all  the  sick,  not  of  just  surgical  cases,  and  the  em- 
phasizing of  the  human  factor  rather  than  bricks 
and  mortar. 

The  structure,  organization  and  facilities  of  a 
hospital  determine  its  acceptability  for  accredita- 
tion. Any  institution  which  is  listed  in  the  Admin- 
istrator’s Guide  of  the  American  Hospital  Associa- 
tion, that  has  25  or  more  beds  and  has  been  in  opera- 
tion for  at  least  one  year  is  eligible  for  inspection. 
Eligibility  extends  not  only  to  the  typical  nonprofit 
voluntary  hospital  operated  by  a religious,  educa- 
tional or  other  philanthropic  organization,  but  to 
proprietary  hospitals  operated  as  private  corpora- 
tions and  federal,  state,  county,  township  and  city 
hospitals,  whether  general  or  specialized  in  facilities 
offered.  Thus,  nearly  4,000  hospitals  in  the  United 
States  are  eligible.  Approximately  3,000  of  these 
have  met  minimum  standards  for  accreditation  and 
obtained  certificates  attesting  to  this  fact. 

All  standards  for  accreditation  are  based  on  what 
time  and  experience  have  shown  to  be  the  best 
means  of  assuring  proper  care  of  the  hospital 
patients.  These  requirements  include: 

1.  A physical  plant  and  administration  providing 
x-ray,  laboratory,  and  other  facilities  for  the  ade- 
quate nursing  care,  feeding  and  housing  of  patients 
with  proper  protection  from  fire,  explosion  and 
other  hazards. 

2.  Restriction  of  the  hospital’s  medical  staff  to 
physicians  and  surgeons  who  are  graduates  of  ap- 
proved medical  schools,  legally  licensed,  competent 
in  their  fields  and  ethical  in  conduct. 

3.  Maintenance  of  complete  medical  records  on 
each  patient,  so  that  not  only  the  doctor  but  all 
concerned  in  the  present  or  future  may  know  what 
was  found  and  what  was  done. 

4.  A well  organized  staff  of  physicians  permitted 
to  practice  in  the  hospital  according  to  written  rules 
and  regulations  subject  to  the  ultimate  authority  of 
the  hospital  governing  board. 

5.  Medical  supervision  of  the  staff  to  assure  that 
each  member  is  restricted  to  what  he  is  competent 
to  do,  and  to  enable  each  member  individually  and 
all  collectively  to  increase  diagnostic  accuracy  and 
good  results  of  treatment. 

Heretofore  the  field  representative  making  the 
inspection  has  reported  his  findings  to  the  director 
of  the  Joint  Commission,  who  in  turn  reports  to  the 
Board  of  Commissioners.  The  Board  then  votes  to 
accredit  or  not  to  accredit  the  hospital  in  question. 


707 

The  Commission  subsequently  notifies  the  hospital 
by  letter  of  its  action. 

Criticism  of  this  procedure  resulted  in  the  recom- 
mendation made  at  the  last  session  of  the  AMA 
House  of  Delegates  in  Chicago  by  a special  com- 
mittee appointed  to  study  the  functions  of  the  Joint 
Commission  that  the  Commission  make  a report  of 
the  results  of  its  survey  to  the  staff  as  well  as  to 
the  administration  of  the  hospital  surveyed.  More- 
over, before  the  surveyor  leaves  the  grounds  it  is 
recommended  that  he  sit  down  with  the  staff  or  its 
representatives  and  the  administration  and  discuss 
shortcomings  and  means  of  overcoming  the  same. 
This  improvement  in  liaison  should  be  a factor  in 
better  informing  the  staff  and  administration  of  the 
functions  and  purposes  of  the  Joint  Commission  and 
make  for  a better  feeling  among  the  medical  pro- 
fession. 

What  Does  "Blue  Shield”  Mean  to  You? 

Have  you  ever  stopped  to  ask  yourself,  doctor, 
why  some  37  million  Americans  have  enrolled  in 
Blue  Shield,  the  medical  profession’s  own  approved 
prepayment  program,  in  a little  more  than  ten  years’ 
time? 

Blue  Shield  and  its  companion  Blue  Cross  have 
accomplished  the  most  stupendous  enrollment  of  any 
insurance  program  ever  offered  the  American 
people— at  a minimum  of  expense  and  by  relatively 
“low  pressure”  sales  methods.  This  accomplishment 
has  been  possible  because  there  is  now  an  almost 
universal  desire  for  protection  against  the  costs  of 
unpredictable  illness.  1 he  chief  reason  why  so  many 
people  have  chosen  Blue  Shield  is  that  they  know  it 
is  recommended  and  supported  by  the  medical 
profession,  and  most  people  have  confidence  in  the 
nation’s  doctors. 

By  the  same  token,  more  Americans  have  chosen 
Blue  Cross  than  any  other  hospital  insurance  pro- 
gram because  Blue  Cross  is  sponsored  by  the  hos- 
pitals, and  the  public  believes  in  the  integrity  and 
efficiency  of  our  voluntary  hospital  system. 

Doctors  and  hospitals  have  created  for  themselves 
an  immeasurable  storehouse  of  good  will  in  these 
Plans.  But  the  preservation  of  this  great  asset  de- 
pends upon  eternal  vigilance  on  the  part  of  physi- 
cians and  hospitals. 

When  the  doctor  speaks  well  of  Blue  Shield,  when 
he  renders  the  best  service  he  is  capable  of  render- 
ing to  Blue  Shield  patients,  when  he  tries  to  conserve 
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the  resources  of  Blue  Shield  against  extravagance  or 
abuse,  when  he  conscientiously  fulfills  his  volun- 
tarily accepted  obligations  as  a participating  physi- 
cian, then  he  is  helping  to  preserve  and  increase  this 
asset.  He  is  helping  to  make  ever  more  formidable 
the  shield  that  protects  the  freedom  of  medical 
practice. 

Blue  Shield  is  also  a bridge  of  common  interest 
and  mutual  benefit  between  the  doctor  and  his 
patient;  it  is  evidence  to  each  of  the  trust  and  con- 
fidence of  the  other.  Blue  Shield  is  an  assurance  to 
the  patient  of  prepaid  service  when  he  needs  it,  and 
to  the  doctor  it  assures  prompt  reimbursement  for 
his  services. 

Too  Much  Publicity 

Too  much  publicity  has  been  given  to  the  de- 
clining death  rate  in  tuberculosis.  I he  decline  in  the 
deaths  from  this  disease  is  a measure  of  the  improve- 
ment in  the  treatment  of  tuberculosis,  not  an  indica- 
tion of  lower  incidence  of  disease.  Assumptions  have 
been  made  by  professional  and  lay  people  alike  and 
many  false  or  exaggerated  conclusions  have  been 
made  without  due  consideration  of  the  facts. 

Tuberculosis  is  still  the  communicable  disease  that 
it  always  was  and  isolation  of  active  cases,  preferably 
in  a sanatorium,  is  as  essential  to  the  prevention  of 
the  spread  of  this  disease  as  ever.  1 oo  much  em- 
phasis has  been  placed  on  the  wonder  drugs  in  the 
treatment  of  tuberculosis;  chemotherapy  is  not  the 
cure.  The  chemotherapeutic  agents  do  inhibit  the 
growth  of  the  tubercle  bacillus,  however,  bodily 
resistance  inhanced  by  regulated  rest  and  exercise 
plus  an  adequate  diet  are  still  almost  always  the 
deciding  factors  in  effective  treatment.  Contributing 
to  this  regimen  is  the  major  thoracic  surgery  re- 
quired on  approximately  15  per  cent  to  20  per  cent 
of  all  patients.  On  the  other  hand,  the  treatment  of 
tuberculosis  is  far  more  effective  now  than  ten  years 
ago,  but  it  is  far  more  complicated.  This  is  partly 
because  the  antimicrobial  drugs  are  used  in  varying 
combinations  and  partly  because  there  is  always 
danger  that  the  organisms  will  develop  drug  resist- 
ance, or  the  patient  will  become  allergic  to  anti- 
biotics. The  skill,  timing  and  extent  of  thoracic  sur- 
gery are  other  complicating  factors. 


I he  drop  in  death  rate  in  Connecticut  stands  out  1 
as  an  irrefutable  indication  of  more  effective  treat- 
ment—a drop  from  34.9  per  100,000  in  1944  to  7.0 
in  1954.  Another  indication  of  more  effective  sana- 
torium treatment  is  the  dramatic  decline  in  the 
median  length  of  hospital  stay  from  303  days  in 
1946  to  173  days  in  1954-55  'n  Connecticut  sana- 
toria. Only  the  fact  that  the  length  of  hospitaliza- 
tion fell  has  made  it  possible  to  treat  more  patients 
in  fewer  beds  now  than  in  the  midforties. 

Statistics  on  Connecticut  State  tuberculosis  hos- 
pitals indicate  that  the  annual  average  population  of 
the  four  State  sanatoria  is  267  less  in  1955  than  it 
was  in  1948.  This  however  has  been  largely  offset 
by  the  opening  of  the  Veterans  Administration  Hos- 
pital Tuberculosis  Unit  in  West  Haven  where  the 
patient  population  varies  between  214  and  268.  Ex- 
clusive of  Veterans  Hospital  patients  in  West  Haven, 
more  patients  were  admited  to  the  four  State  Sana-  j 
toria  in  1955,  namely  1,171,  than  were  admitted  to 
the  five  State  tuberculosis  hospitals  in  1948,  namely 
843.  The  number  of  applications  for  admissions  has 
remained  practically  unchanged  for  the  last  ten 
years,  an  average  of  1,222.  The  number  of  admis-l 
sions  to  The  Seaside  Sanatorium  has  increased 
steadily;  in  fact  it  has  more  than  tripled  since  1946- 
47.  The  number  of  hospital  days  in  the  four  sana- 
toria has  increased  from  282,839  in  1946-47  to 
344,830  in  1954-55.  I'1  1946-47  there  were  548  cases 
of  pulmonary  tuberculosis  discharged.  In  1954-55 
there  were  1,079,  nearly  double  the  number  of  dis- 
charges. 

In  spite  of  improved  forms  of  treatment,  tubercu- 
losis continues  to  be  a major  public  health  problem, 
found  mainly  in  the  larger  cities  and  in  those  indi- 
viduals over  40  vears  of  age  and  among  males. 

It  is  safe  to  say  at  this  time  that  although  the 
present  form  of  treatment  is  more  effective  in  a ] 
shorter  period  of  time,  the  use  of  State  tuberculosis  1 
hospital  beds,  though  fewer  in  number,  has  practi-  ' 
ally  doubled.  With  intensified  case  finding  in  the 
trouble  areas  it  is  difficult  to  predict  what  the  re- 
quirements for  tuberculosis  hospital  beds  will  be. 
Without  this  intensification  in  case  finding  the  pres-  ! 
ent  favorable  trend  certainly  will  be  delayed  or  may  j 
even  be  reversed. 
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SURGICAL  PROCEDURES  FOR  CANCER  OF  COLON  AND  RECTUM 

Thaddeus  A.  Krolicki,  m.d.,  Providence,  R.  I. 


INTRODUCTION 

Many  of  the  advances  in  treating  cancer  have  been 
made  possible  by  progress  in  all  branches  of  medi- 
cine.1'0 However,  surgical  intervention  still  is  the 
present  definitive  and  palliative  treatment  of  choice 
in  most  cases.  In  the  past  several  decades  increasingly 
radical  operations  have  become  safe  because  of 
better  anesthesia,  better  understanding  in  the  con- 
trol of  infection,  increased  knowledge  of  respiration, 
of  the  heart  and  blood  vessels,  of  body  chemistry 
and  blood  replacement  and  the  many  factors  in  pre- 
and  postoperative  care.  This  enlarged  possibility  for 
surgical  intervention  has  made  successes  of  many 
operations  which  heretofore  have  had  too  great  a 
mortality  rate. 

Although  surgical  intervention  is  the  best  and 
most  successful  treatment  for  cancer,  its  results  are 
still  far  from  satisfactory.1  The  removal  of  the 
growth  and  as  much  of  the  healthy  tissue  as  is 
deemed  necessary  and  compatible  with  life  and 
physiologic  function  is  both  crude  and  destructive. 
It  is  disabling,  painful  and  costly,  and  yet  it  is  the 
best  that  we  have. 

An  analysis  of  the  past  performances  is  an  ideal 
way  to  evaluate  the  current  technics  and  to  deter- 
mine whether  or  not  these  technics  are  accomplish- 
ing their  purpose.4 

In  general,  surgical  intervention  has  either  of  two 
purposes.  It  may  be  used  to  cure  the  patient  of 
cancer,  although  recovery  is  prolonged,  indefinite 
or  both;  or  it  may  have  the  more  limited  objective 
of  palliation  of  symptoms.1  This  latter  objective 
may  be  necessary  because  excision  of  or  the  physio- 
logic status  of  the  patient  will  not  permit  him  to 
undergo  a traumatizing  operation  with  safety. 

Cancer  of  the  colon  and  rectum  have  the  highest 
incidence  in  the  fourth  and  fifth  decades  of  life  and 
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SUMMARY 

Surgical  intervention  remains  the  treatment  of 
choice  in  cancer  of  colon  and  rectum.  Radical  resection 
of  a malignant  tumor,  if  possible,  is  the  accepted  prin- 
ciple by  all  surgeons.  Individual  approach  as  to  the 
procedure  of  choice  depends  upon  many  factors. 
Among  them  are  the  physiologic  age  (not  chronologic 
age)  of  the  individual;  the  current  status  of  the  patient 
as  regards  respiratory,  cardiac,  and  nutritional  near- 
ness to  normal ; and  other  related  factors.  Equally  im- 
portant are  the  training  of  the  surgeon,  the  operative 
facilities  and  team  available,  and  the  surgeon’s  per- 
sonal choice  of  procedures  for  similar  types  of  patients. 
It  is  recognized  that  there  are  differences  of  opinion 
on  the  best  approach.  Each  approach  is  successful  when 
used  by  a surgeon  who  is  familiar  with  it. 

A brief  history  of  the  times  of  introduction  and  the 
current  kinds  of  operations  for  the  various  conditions 
are  mentioned.  Curative  surgery  is  naturally  the  ideal 
hoped  for.  Unfortunately  this  is  not  always  possible. 
When  palliative  procedures  are  indicated,  certain  gen- 
eral and  specific  measures  may  be  employed  to  make 
the  remaining  period  of  life  more  pleasant. 

Humane  interest  in  the  incurable  will  reinforce  the 
desire  to  support  and  encourage  an  educational  cam- 
paign to  see  patients  earlier  in  the  course  of  their 
disease.  On  this  latter  program  depends  a substantial 
decrease  in  mortality  and  morbidity  rates  of  cancer  of 
the  colon  and  rectum. 


a slightly  higher  rate  in  men  than  in  women.  The 
increasing  numbers  of  all  cancers  and  these  in  par- 
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ticular  have  been  attributed  to  the  increasing  age 
of  the  general  population  and  to  the  increase  in 
diagnostic  technics.  Although  there  has  been  a rather 
remarkable  advance  in  diagnostic  procedures  in 
cancer,  no  statistics  at  present  correlate  it  with  the 
known  rising  incidence  of  cancer.  It  is  probably 
fortuitous  and  fortunate.  Thus,  although  cancer  of 
the  colon  and  rectum  has  its  greatest  peak  just  past 
middle  age,  it  occurs  both  in  the  young7  and  in  the 
aged.8’9 

Because  of  the  increasing  safety  of  major  sur- 
gery, the  physiologic  age  and  not  the  chronologic 
age  is  the  deciding  factor  in  whether  or  not  to  per- 
form a major  procedure  in  the  older  patient.9  By 
hospitalizing  the  patient  several  days  before  an  oper- 
ation one  can  properly  evaluate  his  cardiac,  nutri- 
tional and  general  physiologic  status  and  correct  it 
to  as  near  normal  as  possible.  If  the  patient  is  a poor 
operative  risk,  one  can  scale  the  procedure  or  choose 
a type  to  furnish  the  longest  palliation  with  the  least 
surgical  risk.  In  all  patients  the  physiologic  variable, 
especially  fluids  and  electrolytes,  should  be  adjusted 
and  maintained  with  appropriate  measures  before, 
during,  and  after  the  operation.  By  observing  these 
criteria  during  the  past  ten  years,  the  number  of 
palliative  procedures  performed  have  been  decreased 
and  the  number  of  curative  procedures  increased 
with  a resultant  decrease  in  operative  mortality 
rate.9 

ADVANCES  IN  SURGICAL  APPROACH 

Although  radical  resection  of  malignant  tumors  is 
the  principle  accepted  by  all  surgeons,  they  have 
no  uniform  opinion  on  which  operations  will  affect 
a cure.6  The  recognition  of  the  fact  that  every 
patient  requires  an  individual  approach  establishes 
the  possibility  that  several  methods  of  approach  exist 
in  any  given  case. 

Those  different  approaches  depend  upon  many 
factors.  Among  them  are  the  surgeon’s  training,  the 
operative  facilities  available,  and,  not  the  least,  the 
inherent  individuality  of  the  surgeon  and  his  char- 
acteristic philosophy  of  conservatism  or  radicalism 
in  his  surgical  approach.  In  any  given  case,  several 
possible  solutions  may  be  equally  successful  in  the 
hands  of  those  familiar  with  them.  This  point  applies 
to  all  the  details  of  preoperative  preparation,  anes- 
thesia, surgical  technic  and  postoperative  care.  This 
does  not  mean  that  the  fundamental  principle  coin- 
cides, it  merely  means  that  the  practical  applications 
of  it  may  not.  Furthermore,  disagreement  is  a 
healthy  thing.10 


A recent  review5  of  the  morbidity  of  the  radical 
abdominoperineal  resection,  first  described  by  p 
Czerny  in  1884  and  further  applied  by  Miles  around 
1900,  may  be  used  to  illustrate  current  practice. 

I his  discussion  will  be  concerned  with  the  short  n 
comings  of  this  radical  procedure  with  a view  to  |; 
decreasing  the  mortality  and  morbidity  from  can-  \ 
cer  of  the  colon  and  rectum,  l ruc,  comparisons  are  1: 
difficult  because  of  the  difference  in  operative  ti 
technic,  the  criteria  of  complications  and  the 
methods  in  tabulating  data.  However,  these  few  , 
statistics  are  presented  not  for  comparison  but  for 
contrast  with  those  of  earlier  days. 

In  1 947-5 1 , 63  per  cent  of  167  patients  undergoing 
a Miles  type  of  combined  abdominoperineal  resec- 
tion for  cancer  of  the  rectum  had  206  multiple  F 
postoperative  complications.5  The  two  principal 
causes  of  death  were  massive  pulmonary  embolism8  " 
and  mechanical  obstruction.3  Urinary  retention  was 
the  single  most  common  postoperative  complica-  0 
tion  and  cause  of  prolonged  morbidity.  These  few 
facts  contrasted  with  the  data  in  the  following  sec-  n 
tions  illustrate  how  far  education  in  surgical  technics  > 
has  progressed.  Most  of  this  advance  has  taken  place  , 
in  the  last  hundred  years. 

A 

HISTORY 

1 he  first  successful  extirpation  of  the  rectum  was  . 
done  by  Lisfranc  in  1826,  and  this  operation  covered 
a very  circumscribed  area  in  the  anal  canal  and  • 
lower  rectum.11  In  1873  Verneuil  extended  the 
operative  field  by  resecting  the  coccyx  and  external 
sphincter,  dividing  the  levator  muscles  close  to  the 
rectum,  and  then  dividing  the  bowel  an  inch  above 
the  uppermost  border  of  the  growth  below  the 
peritoneal  reflection.  Mortality  was  about  80  per 
cent,  and  there  were  recurrences  in  practically 
every  patient.  For  this  reason  the  operation  re-  r 
mained  unpopular.  Colostomy,  although  a palliative 
measure,  became  the  approved  surgical  treatment.  It 
prolonged  and  made  more  comfortable  the  patient’s  1 
life,  and  it  avoided  the  risk  of  radical  operation.  In 
1875  Kocher  resected  the  tumor  and  anastomosed  1 
the  segments  of  bowel.  Antiseptics  came  into  use  1 
and  mortality  fell  to  60  per  cent,  although  frequency 
of  recurrence  did  not  improve.  In  1885  Kraske  im- 
proved Czerny’s  combined  approach  by  wider  re-  1 
moval  for  growths  in  the  middle  and  upper  thirds  j c 
of  the  rectum.  Mortality  rate  dropped  to  about  20  | r 
per  cent,  and  recurrence  was  about  70  to  80  per  ( 
cent.  Further  modifications  with  increasing  extir-j  1 
pation  of  bone  and  other  structures  were  performed,  t 
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Quenu  in  1898  performed  a perineal  excision  with 
preservation  of  the  sphincters.  Some  surgeons  still 
use  it  for  growths  in  the  midrectum.12 

The  combined  procedure  was  adopted  in  Amer- 
ica, and  the  stage  method  was  developed  and  popu- 
larized by  Mikulicz  around  1902. 11  Since  then  the 
various  further  modifications  have  been  made  and 
the  operations  were  given  the  names  and  descrip- 
tions as  we  know  them  today: 

1.  Hartmann’s  anterior  resection  or  sigmoidec- 
tomy with  permanent  abdominal  colostomy. 

2.  Miles’  abdominoperineal  resection. 

3.  Mikulicz’s  operation  for  obstructive  resection. 

4.  Jones’  abdominoperineal  resection  or  two  stage 
procedure  with  colostomy. 

3.  Lahey’s  two  stage  abdominoperineal  resection 
w ith  permanent  colostomy. 

6.  Turner-Rankin’s  perineo-abdominal  resection 
or  two  stage  procedure  with  permanent  colostomy. 

7.  Devine’s  radical  perineo-abdominal  rectosig- 
moid resection  in  a functioning  bowel. 

8.  Babcock-Bacon’s  sphincter  preservation  opera- 
tion. 

ADVANTAGES  AND  DISADVANTAGES  OF  VARIOUS 
OPERATIONS 

In  his  anterior  resection  Hartmann  closed  the 
rectal  stump  and  left  it  below  the  peritonealized 
floor.  It  would  appear  that  the  operation  is  much 
safer  if  the  stump  is  left  above  or  in  the  peritoneal 
cavity. 

The  Miles  operation  is  the  only  one  by  which  the 
dangerous  tissues  of  the  three  zones  of  extramural 
lymphatic  chains  can  be  removed.  It  is  a radical 
resection  in  one  stage  and  has  a lower  mortality 
rate  and  a higher  curability  rate  than  accompanied 
any  operation  previously  described. 

Mikulicz  described  a partial  resection  of  the  colon 
using  the  extraperitoneal  principle  of  Paul,  but 
with  the  essential  difference  that  the  extraperito- 
nealized  colonic  loop  was  amputated  at  the  time  of 
operation.  The  disadvantages  of  the  Mikulicz  proce- 
dure are  that  it  requires  staging,  it  involves  a tem- 
porary colostomy,  it  keeps  the  patient  in  bed  a long 
time,  and  often  it  is  not  radical  enough  to  insure 
complete  removal  of  a growth  and  its  glandular 
metastases.  But  his  procedure  does  combine  relief 
of  obstruction  with  removal  of  the  tumor  when 
there  has  been  an  obstruction  for  a long  time.  In 
the  hands  of  surgeons  with  limited  experience  it  is 


7 1 1 

safe.  Primary  resection  with  end  to  end  anastomo- 
sis, however,  is  now  the  procedure  of  choice  in  most 
patients. 

Jones,  in  an  attempt  in  earlier  days  to  avoid  the 
high  mortality  rate  then  existing,  described  a two 
stage  procedure  with  colostomy.  On  patients  unfit 
for  the  one  stage  Miles  operation,  he  could  thus 
perform  the  same  extensive  operation  with  less  con- 
centrated shock.  The  disadvantages  of  the  Jones 
procedure  are  convalescence  is  prolonged,  two 
operations  cause  more  discomfort  than  one,  a double 
barreled  colostomy  is  not  as  satisfactory  as  a single 
barreled  one,  and  the  healing  time  of  the  posterior 
sinus  is  prolonged  because  mucus  leaks  from  the 
distal  portion  beyond  the  colostomy. 

The  Lahey  two  stage  abdominoperineal  resection 
with  permanent  colostomy  has  the  advantage  of 
permitting  cleansing  of  the  tumor-bearing  segment 
and  an  opportunity  for  local  edema  and  infection 
to  subside.  Its  disadvantage  is  that  it  entails  opening 
the  abdomen  for  both  the  first  and  second  stage. 

The  Turner-Rankin  perineo-abdominal  resection, 
a two  stage  procedure  with  a permanent  colostomy, 
is  applicable  to  cancers  of  the  rectum  and  rectosig- 
moid region.  It  was  described  as  a thorough  ex- 
ploration of  the  abdomen  through  a low  midline 
incision  and  the  establishment  of  a single  barreled 
colostomy.  At  the  second  stage  an  extensive  dissec- 
tion through  the  perineum  is  performed  without 
opening  the  peritoneal  culdesac.  After  closure  of 
the  perineal  wound,  the  abdomen  is  reopened  and 
the  diseased  bowel  freed  and  removed  through  the 
abdomen.  The  necessity  of  opening  the  peritoneal 
cavity  the  second  time  is  a distinct  disadvantage. 
The  same  may  be  said  of  removing  the  lower  seg- 
ment through  the  abdomen,  an  approach  which  is 
prone  to  cause  peritoneal  contamination. 

Devine’s  radical  perineo-abdominal  rectosigmoid 
resection  in  a functioning  bowel  can  be  performed 
by  one  surgeon  and  an  assistant  or  by  two  surgeon 
teams  with  a corresponding  saving  of  time.  The 
advantages  are  that  the  patient  is  not  shifted;  the 
operation  permits  two  surgeons  to  work  conjointly; 
the  incarceration  of  the  sigmoid  under  the  sutured 
peritoneum,  often  a step  of  some  difficulty,  is 
avoided;  ligature  of  the  sigmoid  stump  and  protec- 
tive peritoneal  suture  to  cover  the  stump  are 
avoided;  and  the  procedure  permits  removing  the 
whole  of  the  sigmoid.  The  last  mentioned  advan- 
tage cannot  be  obtained  in  the  abdominoperineal 
method  because  the  whole  of  the  resected  sigmoid 
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at  times  cannot  he  buried  under  the  pelvic  peri- 
toneum. 

Babcock’s  and  Bacon’s  operations,  with  preserva- 
tion of  the  sphincters  offer  several  advantages:  the 
elimination  of  a colostomy,  the  omission  of  a per- 
ineal diaphragm,  the  delivery  of  the  bowel  through 
the  perineal  wound  by  traction  on  healthy  rather 
than  on  diseased  tissue,  and  the  immediate  formation 
of  a perineal  anus.  In  addition  the  bowel  is  not 
crushed,  opened  or  removed  until  all  wounds  are 
closed  or  occluded  and  dressings  are  in  place,  I hey 
have  been  criticized  because  they  fail  to  preserve  the 
internal  sphincter  and  in  consequence  fail  to  pre- 
serve continence.  Ilie  Bacon  procedure  ends  his- 
torically the  evolution  of  the  surgical  procedures 
for  treating  cancer  of  the  rectum. 

In  the  last  hundred  years  a disease  once  absolutely 
fatal  if  untreated  now  has  an  increasing  hope  of 
radical  or  palliative  cure  because  of  the  advance  in 
surgical  operative  technics  and  diagnosis. 

Another  report3  shows  an  operability  rate  in  car- 
cinoma of  the  colon  and  rectum  of  approximately 
90  per  cent,  and  a mortality  rate  of  less  than  three 
per  cent.  These  figures  suggest  that  any  further 
significant  improvement  in  the  end  results  of  treat- 
ment must  come  from  early  diagnosis  and  from  the 
elimination  of  premalignant  mucosal  polyps. 

CURRENT  STATUS 

As  already  mentioned,  the  two  main  purposes  of 
cancer  surgery  are  either  a cure  or  a palliative  treat- 
ment. Most  of  the  well  known  procedures  just  dis- 
cussed are  attempted  in  the  hope  of  a cure.  As  the 
early  results  illustrate,  incidence  of  recurrence  was 
high.  Increased  operative  technic  combined  with  an 
increased  anatomic  and  physiologic  knowledge  of 
the  spread  of  cancer  cells  via  the  lymphatics  or  direct 
extension  through  the  blood  stream  make  possible 
more  radical  operations  with  its  greater  success. 

However,  radical  operation  is  not  always  possible. 
Reasons  for  its  impossibility  may  be  multiple:  wide- 
spread metastases  with  lymphatic  involvements;  ex- 
tensive infiltration  into  adjacent  organs;  or  distant 
metastases  to  liver,  lung,  or  other  organs.  Deter- 
mining the  extent  of  intra-abdominal  metastases  is 
usually  possible  only  by  surgical  exploration.  Such 
exploration  is  the  only  means  of  determining  the 
operability  of  rectal  cancer.  Roentgenograms  may 
show  metastases  to  the  lung  or  bone.  Extension  to 
adjacent  structures  such  as  the  vagina,  the  prostate, 
and  the  bladder  may  be  determined  by  palpation. 


Broder’s  classification12*  and  Duke’s  modifica- 
tion1213 of  tumors  which  are  completely  local  or 
which  extend  to  adjacent  tissues  and  to  lymph 
nodes  are  roughly  prognostic.  The  former  shows  a 
significant  higher  rate  of  curability  than  the  latter. 

I he  prognosis  of  a patient  with  cancer  of  the  bowel 
thus  depends  upon  the  progress  made  by  the  lesion 
up  to  the  time  of  operation.  These  facts  re-empha- 
size that  early  diagnosis  is  the  chief  endeavor  if 
more  persons  are  to  be  cured  of  this  disease.13 

Although  an  intensive  effort  should  be  directed 
toward  early  diagnosis,  many  persons  still  will  be 
inoperable  or  unfit  for  radical  operation.  As  already 
mentioned,  liver  and  extensive  mesenteric  metastases 
usually  contraindicate  radical  operation,  although  a 
few  reports  mention  successful  operations  even 
under  these  conditions.14-16  However,  these  are 
heroic  measures  and  most  patients  must  be  treated 
more  conservatively.1 7>1S 

PALLIATIVE  PROCEDURES 

Palliative  measure  may  include  a colostomy  for  a 
low  lying  lesion,  sidetracking  colocolostomy  for  a 
high  obstructive  or  fixed  lesion,  or  simple  figura- 
tion making  an  opening  through  the  growth  suffi- 
cient to  maintain  the  patent  lumen  and  to  avoid 
complete  obstruction.  Irradiation  is  usually  ineffec- 
tive in  curing  cancer  of  the  colon  and  rectum.  How- 
ever, in  certain  patients  irradiation  may  decrease  the 
pain,  and  occasionally  it  may  decrease  the  discharge 
from  the  tumor.8  One  procedure  which  has  been 
used  extensively  is  Hartmann’s,  a brief  description 
of  which  follows. 

hartmann’s  operation 

Hartmann’s  anterior  resection  or  sigmoidectomy 
w ith  permanent  abdominal  colostomy  may  be  the 
operation  of  choice  in  certain  malignant  lesions  in 
the  rectosigmoid  or  low  sigmoid  area  in  which  in- 
surmountable technical  difficulties  or  the  condition 
of  the  patient  make  it  inadvisable  to  attempt  to  re- 
establish continuity  of  the  bowel.11 

PROCEDURE 

The  abdomen  is  opened  through  a left  paramedian  in- 
cision. Starting  with  the  liver  and  continuing  to  the  aorta 
and  iliac  nodes,  one  then  explores  the  abdomen  for  metasta- 
ses. The  extent  and  degree  of  fixation  of  the  growth  are 
then  determined.  The  patient  is  put  in  the  Trendelenburg 
position,  and  the  small  intestine  is  lifted  out  of  the  pelvis 
and  walled  off  by  moist  packs.  With  the  sigmoid  gently 
retracted  to  the  right,  the  left  leaf  of  the  mesosigmoid  is 
incised  wide  of  anv  malignant  infiltration  and  the  incision 
carried  into  the  pelvis  to  the  rectovesical  or  rectouterine 
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sulcus.  The  left  ureter  is  identified  and  retracted.  The  meso- 
sigmoid  is  mobilized  toward  the  midline  as  far  as  the  aortic 
bifurcation  and  all  gland-bearing  areas  are  removed.  With 
the  sigmoid  held  to  the  left,  a similar  incision  is  made  in  the 
peritoneum  in  the  right  leaf  of  the  mesosigmoid  and  is 
carried  into  the  pelvis  to  join  the  incision  of  the  opposite 
side. 

The  rectum  is  mobilized  posteriorly  and  laterally.  With 
forceps  applied  to  the  anterior  edge  of  the  peritoneum,  the 
rectum  is  separated  by  sharp  and  blunt  dissection  from  the 
seminal  vesicles  or  the  posterior  vaginal  wall.  The  lateral 
ligaments  are  divided  for  mobilization  if  necessary.  The 
inferior  mesenteric  vessels  are  identified  and  divided.  The 
mobilized  sigmoid  is  held  taut,  and  two  right  angled  clamps 
are  placed  across  the  bowel  as  far  as  possible  but  at  least  5 
cm.  below  the  growth.  The  bowel  is  divided,  and  the  long 
mobilized  sigmoid  is  delivered  through  the  wound  and  laid 
on  the  abdomen.  The  stump  is  closed  and  the  pelvic  floor 
is  re-established  by  suture  of  the  peritoneum,  so  that  the 
stump  of  the  inverted  rectum  is  below  the  new  floor.  (The 
operation  appears  much  safer  if  the  stump  is  left  above  or  in 
the  peritoneal  cavity.) 

The  mobilized  sigmoid  is  inspected  for  viability  and  the 
point  of  division  selected.  Two  clamps  are  applied  at  the 
point  of  election,  and  the  bowel  is  divided,  the  excised  seg- 
ment containing  the  growth  discarded.  Omentum  is  drawn 
down  over  the  operative  field.  The  distal  end  of  sigmoid  is 
brought  out  through  the  upper  angle  of  the  wound,  which 
is  closed  in  layers  so  as  to  permit  one  finger  to  be  inserted 
beside  the  protruding  bowel.  Two  inches  of  bowel  should 
protrude  above  skin  level.  The  clamp  is  removed,  mucosal 
edges  are  teased  open,  and  a catheter  is  introduced  to  a 
point  below  the  abdominal  wall. 

Another  palliative  procedure  may  be  a simple  right  or  left 
side  colectomy  with  an  end  to  end,  and  end  to  side,  or  a 
side  to  side  anastomosis.  The  procedure  is  recommended 
particularly  when  colostomy  alone  has  been  contemplated. 

One  procedure,  colostomy,  may  make  the  patient 
more  miserable  to  the  end  if  it  is  the  only  one  per- 
formed. This  procedure  may  be  done  occasionally 
as  the  easy  wav  out,  but  it  should  rarely  be  the 
procedure  of  choice. 

MEDICAL  TREATMENT 

Certain  general  medical  measures  can  ease  the  life 
of  these  patients.  Among  them  are  fresh  air,  sun- 
shine, proper  hygiene,  pleasant  environment,  ade- 
quate diet,  and  sufficient  water  to  prevent  dehydra- 
tion and  fecal  accumulation.  As  with  patients  sub- 
jected to  more  major  procedures,  preoperative 
preparation  should  take  into  account  mental,  physi- 
cal and  general  condition.19’20  Adequate  rest,  seda- 
tion, and  a diet  with  sufficient  calories,  glycogen 
reserve  and  decreased  residue  are  all  indicated.  In- 
tubation, transfusion  and  oxygen  should  all  be  given 
as  needed. 

Because  of  their  situation,  patients  being  given 


palliative  treatment  especially  need  the  usual  per- 
sonal attention  necessary  for  the  prompt  conval- 
escence and  recovery  of  those  subjected  to  major 
procedures.  Most  patients  realize  their  ultimate  fate; 
all  should  be  given  any  personal  attention  which 
may  make  their  lot  more  agreeable. 

EARLY  DIAGNOSIS 

It  is  perhaps  not  by  accident  that  our  humane 
interest  in  the  incurable  and  our  attempt  to  make 
them  comfortable  results  in  an  effort  toward  earlier 
diagnosis. 

A routine  physical  examination  with  a digital, 
proctoscopic  and  sigmoidoscopic  examination 
periodically  would  be  the  ideal  for  obtaining  earlier 
diagnoses.  However,  this  is  not  practical  for  several 
reasons.  One  is  the  lack  of  sufficient  physicians  to 
carry  out  such  a program.  Another  is  the  prohibitive 
cost.  Still  another  is  that  routine  studies  have  indi- 
cated better  methods.21  A study  of  500  asympto- 
matic patients  subjected  to  routine  examination  of 
the  bowel  has  shown  that  encouragement  through 
education  and  example,  after  a thorough  examina- 
tion of  the  rectum  when  symptoms  are  actually 
present,  is  better  than  to  advocate  a routine  exam- 
ination in  normals.21 

It  has  been  suggested  that  rectal  bleeding,  a change 
in  bowel  habits,  and  pain  are  present  in  a high  per- 
centage of  patients  w ith  cancer  of  the  colon  and 
rectum.  Most  of  the  various  estimates  of  the  per- 
centage of  lesions  which  can  be  felt  by  digital  exam- 
ination exceed  50  per  cent.22 

The  description  of  the  examination  by  the  father 
of  English  Proctology,  Johannes  of  Arderne,  who 
lived  in  the  time  of  Chaucer,  around  1350,  is  appro- 
priate in  closing.  Although  he  believed  cancer  of 
the  rectum  incurable,  he  stated: 

“The  tumor  is  hidden  from  sight  and  can  only  be 
diagnosed  by  digital  examination,  revealing  a hard 
thing  as  stone,  sometimes  on  one  side,  sometimes  on 
both,  or  often  involving  the  whole  circumference, 
and  causing  narrowing  of  the  bowel.”23 

No  better  description  can  be  given  and  if  this 
procedure  is  done  when  there  is  the  slightest  indica- 
tion for  its  use,  earlier  diagnoses  should  be  the 
reward. 
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Results  of  Physical  Examination  of  Doctors 

During  the  annual  AMA  meeting  in  Chicago  there 
was  an  exhibit  booth,  equipped  with  x-ray  and  elec- 
trocardiograph, where  physicians  could  be  exam- 
ined. The  booth,  entitled  “A  Yearly  Physical  Exam- 
ination for  Every  M.D.,”  was  a joint  enterprise  of 
the  AMA  Section  on  General  Practice,  the  American 
Academy  of  General  Practice,  and  the  National 
Tuberculosis  Association. 

Within  a few  moments  the  ECG  tracing  and  the 
x-ray  diagnosis  were  made  available  to  the  physician. 
Dr.  I.  E.  Buff,  Charleston,  West  Yirgilnia,  cardiolo- 
gist who  was  on  duty  at  the  booth  and  read  many 
of  the  tracings,  is  convinced  after  his  experience 
that  many  doctors  are  too  neglectful  of  their  health. 

A study  of  the  results  revealed  one  surprising 
fact:  58  doctors  or  6 per  cent  of  the  total  who 
underwent  x-ray  examination  had  suspected  tuber- 
culosis. Following  is  a breakdown  of  the  complete 
results: 
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Suspected  tuberculosis  

Cardiac  findings  

Other  pathology  
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Blue  Shield  Plans  are  voluntary  health  insurance  plans  organized  and  sponsored  by 
organized  medicine  at  a time  when  the  National  Administration  was  openly  driving 
to  socialize  physicians  and  all  other  health  organizations  into  one  big  National  Health 
Bureau.  The  plans  were  promoted  by  physicians — who  did  so  at  a sacrifice  of  some  of 
their  long  established  prerogatives,  as  a back  fire  to  the  threat  of  State  Medicine. 
They  have  been  a major  factor  in  staving  it  off. 

Connecticut  Medical  Service  is  one  of  these  plans  sponsored  by  the  physicians 
of  Connecticut.  It  is  a good  plan  but  it  is  not  perfect.  It  is  selective  and  does  not 
provide  coverage  for  all  medical  and  surgical  contingencies.  It  sets  fees  for  medical 
and  surgical  services  which  takes  from  the  participating  physician  the  right  of  deter- 
mining fees  for  services  rendered  according  to  the  value  placed  upon  them.  The  fee 
schedules  are  all  inclusive  and  the  fees  are  lower  than  average.  There  is  no  easy  wav 
for  the  physician  to  determine  whether  or  not  the  subscriber  is  entitled  to  service 
benefits.  These  deficiencies  of  the  plan  and  others  are  the  reasons  why  they  are  con- 
tinually under  study,  improved  and  broadened  for  the  best  interest  of  all  concerned. 

Connecticut  Medical  Service,  on  the  other  hand,  is  controlled  and  directed  by 
representative  physicians  of  the  State  Society.  Its  policies  are  determined  by  physi- 
cians. It  is  sensitive  to  the  demands  of  the  profession  on  all  matters  and  carries  them 
out  as  far  as  is  actuarially  possible.  Its  success  or  failure  is  in  the  hands  of  the  medical 
profession.  It  is  dedicated  to  a free  enterprise  fee  for  service  type  of  medical  practice. 
It  pays  the  doctor  directly.  Its  fact  finding  board  members  are  medical  colleagues  who 
have  the  same  problems  in  their  own  practices. 

Voluntary  health  insurance  is  here  to  stay,  unless  Socialized  Medicine  becomes  a 
reality,  and  a sizable  portion  of  medical  fees  will  be  paid  by  third  parties.  It  is,  there- 
fore, vital  that  the  medical  profession  have  an  influential  voice  in  determining  policy 
and  fee  schedules  or  risk  the  prospect  of  being  directed  and  governed  by  others. 
Physicians  have  that  voice  in  the  Blue  Shield  Plans  but  they  do  not  have  it  in  other 
health  plans  that  are  developing  without  the  advice  and  influence  of  organized  medi- 
cine. Some  of  these  other  plans  with  which  Blue  Shield  competes  contain  provisions 
affecting  the  free  practice  of  medicine  that  are  objectionable  to  most  physicians. 

Connecticut  Medical  Service  is  also  competitive  with  other  health  plans  but  it  is 
the  service  feature,  made  possible  by  participating  physicians,  which  makes  it  possible 
to  compete  successfully.  Service  benefits  are  popular  with  the  public  and  it  is  this 
voluntary  contribution  by  the  medical  profession  to  the  socio-medical  problem  that 
has  done  so  much  to  hold  off  Socialized  Medicine. 

It  should  not  be  forgotten  that  socialized  health  in  one  form  or  another  is  a 
perennial  issue  politically  and  that  there  is  as  much  reason  for  supporting  Connecticut 
Medical  Service  today  as  when  it  was  first  started.  Most  physicians  in  Connecticut 
are  doing  so. 


Ralph  T.  Ogden,  M.D. 
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Special  Meeting  of  Council 

A special  meeting  of  the  Council  was  held  at  the 
N ew  Haven  Lawn  Club  on  August  15,  1956.  The 
meeting  was  called  to  order  at  4:00  p.  m.  by  the 
chairman.  There  were  present  in  addition  to  the 
chairman  Dr.  Fincke,  Drs.  Ogden,  Walker,  Couch, 
Barker,  Danaher,  Gibson,  Stringfield,  1 racy, 
Archahmbault,  Clarke,  Buckley,  Dwyer,  Starr,  Gil- 
man. Absent:  Drs.  Weld,  Murdock,  Feeney,  Galli- 
van,  Ursone,  Otis,  Metcalf,  Ottenheimer,  Gens, 
Meyers.  The  purpose  of  this  meeting  was  to  discuss 
and  make  policy  for  the  Society  in  regard  to  the 
MEDICARE  Plan  for  dependents  of  personnel  in 
the  Uniformed  Federal  Services  as  provided  in  PL 
569  of  the  84th  Congress.  See  page  656  of  the  Jour- 
nal, August  issue. 

An  explanatory  memorandum  had  been  prepared 
by  the  executive  secretary  and  distributed  to  the 
members  of  the  Council  prior  to  this  meeting  and 
detailed  discussion  centered  around  that  memoran- 
dum and  other  phases  of  the  operation  of  PL  569. 
It  was  finally  voted,  without  dissent,  that: 

The  Connecticut  State  Medical  Society  will  co- 
operate, in  any  reasonable  way,  with  the  Department 
of  Defense  in  planning,  negotiating  and  operating 
the  medical-surgical  phases  of  the  MEDICARE 
Plan  in  Connecticut. 

The  Society  request  the  Department  of  Defense 
to  name  Connecticut  Medical  Service  as  a contract- 
ing agent  to  administer  medical-surgical  services  in 
Connecticut. 

As  soon  as  practicable  after  receiving  from  the 
Department  of  Defense  the  official  coded  nomen- 
clature of  services  to  be  rendered,  the  Society  will 
prepare  a schedule  of  fees  to  be  paid  for  those  serv- 
ices in  Connecticut  and  submit  this  fee  schedule  to 
the  Department  of  Defense. 

The  President  of  the  Society,  the  chairman  of  the 
Council  and  the  executive  secretary  be  empowered 


to  appoint  a committee  to  include  a representative 
from  each  county  association,  at  least  two  members 
of  the  Council  and  representatives  of  appropriate 
specialties.  This  committee  shall  be  charged  with 
the  development  of  the  fee  schedule  mentioned 
above  and  serve  in  continuous  liaison  with  Con- 
necticut Medical  Service  and  the  Council  of  the 
State  Medical  Society  in  overseeing  the  medical 
professional  operation  of  the  plan. 

l he  executive  secretary  shall  serve  as  the  co- 
ordinator of  the  plan. 

I he  executive  secretary  communicate  these 
actions  of  the  Council  promptly  to  Dr.  George  F. 
Lull,  secretary-general  manager  of  the  American 
Medical  Association. 

MISCELLANEOUS  BUSINESS 

It  was  voted  that  the  budget  allotment  for  the 
Committee  on  Hospitals  for  the  year  1956-1957  be 
increased  from  $75  to  $375. 

l he  secretary  reported  concerning  the  1956 
Clinical  Congress  which  is  to  be  held  at  the  Hotel 
Statler,  Hartford,  December  5 and  6.  It  was  noted 
that  Dr.  Dwight  Murray,  president  of  AMA,  will 
be  the  guest  of  Connecticut  for  the  two  days  of  the 
Congress.  He  w ill  be  speaking  before  the  students 
of  Yale  Medical  School  on  December  6 and  will  visit 
the  House  of  Delegates  and  be  the  dinner  speaker 
on  the  evening  of  December  6.  It  was  agreed  that 
the  Clinical  Congress  Program  Committee  endeavor 
to  have  a representative  of  the  Department  of  De- 
fense Task  Force  on  the  MEDICARE  Plan  appear 
on  the  program  to  explain  the  operation  of  the 
Plan.  The  possibility  of  the  Council  of  New  Eng- 
land State  Medical  Socities  having  a special  meeting 
during  the  Congress  was  presented. 

The  executive  secretary  reported  concerning  the 
present  status  of  the  Society’s  Building  Fund. 

It  was  reported  that  the  165th  Annual  Meeting  of 
the  Society  will  be  held  on  April  30,  May  1 and  2, 
1957  at  the  East  Hartford  High  School  and  Dr. 
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Harold  M.  Clarke,  president  of  the  Hartford  County- 
Medical  Association  had  named  a Local  Committee 
on  Arrangements  under  the  chairmanship  of  Dr.  T. 
Stewart  Hamilton,  Hartford. 

It  was  agreed  that  the  next  meeting  of  the  Coun- 
cil will  he  held  on  Thursday,  September  20. 

The  meeting  adjourned  at  5:45  p.  m.,  following 
which  the  gentlemen  of  the  Council  dined  together 
at  the  New  Haven  Lawn  Club. 

Meeting  Held  in  August 

August  15— Council 

Committees  Elected  by  the  House  of 
Delegates  for  the  Year  1956-1957 

Committee  on  Post-Graduate  Education — to  appoint  the 
entire  committee  and  name  chairman.  (Nor  less 
than  seven  members.) 

Arthur  Ebbert,  Jr.,  New  Haven,  Chairman 

Gray  Carter,  Greenwich 

Malcolm  M.  Ellison,  New  London 

Martin  E.  Gordon,  New  Haven 

William  J.  Lahey,  Hartford 

John  C.  Leonard,  Hartford 

Howard  Levine,  New  Britain 

Marvin  Lillian,  New  Haven 

Robert  M.  Lowman,  New  Haven 

Morris  P.  Pitock,  Bridgeport 

A.  Rocke  Robertson,  Torrington 

Charles  Russman,  Middletown 

Editorial  Board  of  the  Journal — to  nominate  entire  com- 
mittee, not  more  than  fifteen  members 
H.  M.  Marvin,  New  Haven,  Chairman 
Frederick  A.  Beardsley,  Willimantic 
Gerald  J.  Carroll,  Norwich 
Hugh  J.  Caven,  Hartford 
Frederick  C.  Gevalt,  Jr.,  Sharon 
Mark  A.  Hayes,  New  Haven 
William  H.  Horton,  Windsor 
Samuel  D.  Kushlan,  New  Haven 
Marshall  Pease,  Ridgefield 
Charles  H.  Peckham,  Manchester 
Clair  Rankin,  Hartford 
Allan  J.  Ryan,  Meriden 
Michael  S.  Shea,  New  Haven 
Mark  Thumin,  Middletown 
Stanley  B.  Weld,  Hartford 

Com mitttee  on  Honorary  Members  and  Degrees — shall 
consist  of  three  latest  past  presidents,  one  member 
for  a term  of  three  years  to  succeed  Edward  J . 
Whalen 

George  H.  Gildersleeve,  Norwich,  Chairman 
H.  Mi  Marvin,  New  Haven 
Oliver  L.  Stringfield,  Stamford 


Committee  on  Hospitals — to  nominate  entire  committee, 
not  less  than  six  members,  and  appoint  chairman 

George  H.  Gildersleeve,  Norwich,  Chairman 

Arthur  J.  Adams,  Torrington 

M.  David  Deren,  Bridgeport 

William  A.  Goodrich,  Hartford 

Vincent  A.  Gorman,  Bridgeport 

Frederick  B.  Hartman,  New  London 

Herbert  Levine,  Middletown 

Bernard  F.  Mann,  New  Haven 

Charles  T.  Schechtman,  New  Britain 

Michael  S.  Shea,  New  Haven 

Alfred  B.  Sundquist,  Manchester 

Mr.  Hiram  Sibley,  New  Haven,  Associate  Member 

Committee  on  Industrial  Health — to  nominate  the  entire 
committee,  not  less  than  ten  members,  and  appoint 
chairman 

John  F.  Kilgus,  Litchfield,  Chairman 
Fred  A.  Anderson,  Norwich 
Preston  N.  Barton,  Meriden 
Norton  Canfield,  New  Haven 
Roland  Z.  Carignan,  West  Hartford 
Clement  C.  Clarke,  New  Haven 
John  Donnelly,  Hartford 
Richard  J.  Hinchey,  Waterbary 
Andrew  J.  Jackson,  Waterbury 
J.  Howard  Johnston,  Hartford 
Benjamin  Katzin,  Torrington 
Thomas  F.  V.  LaPorte,  Bristol 
William  Lee,  New  Britain 
Daniel  F.  Levy,  New  Haven 
Mervyn  H.  Little,  Willimantic 
A.  Duncan  MacDougal,  Groton 
J.  Wister  Meigs,  New  Haven 
Israel  S.  Otis,  Meriden 
Norman  Righthand,  Stamford 
William  M.  Stahl,  Jr.,  Danbury 
Joseph  J.  Stapor,  Hartford 
Ellwood  C.  Weise,  Bridgeport 
C.  Frederick  Yeager,  Bridgeport 

Committee  on  Medical  Education  and  Licensure — a nom- 
ination to  the  Conn.  Medical  Examining  Board,  one 
member  for  a period  of  five  years  to  succeed  C.  Louis 
Fincke,  commencing  January  1,  1957 

C.  Louis  Fincke,  Stamford 
Louis  P.  blastings,  Hartford  (1958) 

John  H.  Bumstead,  New  Haven  (1959) 

John  D.  Booth,  Danbury  (i960) 

Carl  E.  Johnson,  New  Haven  (1961) 

Program  Committee — one  member  for  a term  of  three 
years  to  succeed  Walter  Weissenborn 

James  W.  Major,  Willimantic,  Chairman 
Arthur  Ebbert,  Jr.,  New  Haven 
William  J.  Lahey,  Hartford 
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Committee  on  Public  Health — to  nominate  the  entire  com- 
mittee and  appoint  chairman.  This  committee  is  lim- 
ited to  15  and  must  have  a representative  from  each 
county 

Robert  R.  Keeney,  Jr.,  Manchester,  Chairman 

Noah  Barysh,  New  Milford 

Alfred  L.  Burgdorf,  Hartford 

Clarence  W.  Harwood,  Middletown 

H.  Patterson  Harris,  Jr.,  Fairfield 

Louis  P.  Hastings,  Hartford 

William  S.  Maurer,  Willimantic 

Leonard  Parente,  Hamden 

Marjorie  A.  Purnell,  Rockville 

Robert  P.  Rogers,  Greenwich 

J.  Harold  Root,  Waterbury 

Arthur  A.  Tower,  Meriden 

Edward  T.  Wakeman,  New  Haven 

William  A.  Wilson,  Hartford 

Joseph  M.  Wool,  New  London 

Stanley  H.  Osborn,  Hartford 

Committee  on  Si  ate  Legislation — appoint  chairman.  Mem- 
bers nominated  by  the  county  associations 

Fairfield — John  G.  Murray,  Greenwich 
Hartford— Alfred  L.  Burgdorf,  Hartford,  Chairman 
Litchfield— Winfield  E.  Wight,  Thomaston 
Middlesex — Asher  L.  Baker,  Portland 
New  Haven — Samuel  B.  Rentsch,  Derby 
New  London — Edmund  L.  Douglass,  Groton 
Tolland — Vacancy 
Windham — Karl  T.  Phillips,  Putnam 

Committee  on  Public  Relations — to  nominate  entire  com- 
mittee, to  consist  of  eight  members,  and  appoint 
chairman 

William  G.  H.  Dobbs,  Torrington,  Chairman 

Harold  A.  Bergendahl,  Norwich 

James  C.  Canniff,  Torrington 

Harry  C.  Knight,  Middletown 

James  F.  Jones,  Danielson 

1).  Olan  Meeker,  Riverside 

James  H.  Root,  Jr.,  Waterbury 

Stewart  P.  Seigle,  Hartford 

William  A.  Richardson,  Noroton,  Associate  Member 

Cancer  Coordinating  Committee — to  nominate  entire  com- 
mittee and  appoint  chairman.  This  committee  shall  be 
not  less  than  seven  nor  more  than  nine  members  and 
at  all  times  include  the  President  of  the  Conn.  Cancer 
Society,  President  of  the  Association  of  Tumor 
Clinics,  and  a representative  of  the  State  Health 
Department 

Allan  J.  Ryan,  Meriden,  Chairman 
Matthew  H.  Griswold,  Hartford 
Mark  A.  Hayes,  New  Haven 
William  Mendelsohn,  New  Haven 
Benjamin  R.  Reiter,  Bridgeport 
Robert  Tennant,  West  Hartford 
Vincent  J.  Vinci,  Middletown 
President  Connecticut  Cancer  Society 
President  Association  Tumor  Clinics 


Committee  on  Mental  Health — to  nominate  entire  com- 
mittee, not  more  than  eight  members,  and  appoint 
chairman 

Francis  J.  Braceland,  Hartford,  Chairman 
John  A.  Atchley,  Lakeville 
John  H.  Bumstead,  New  Haven 
Charles  W.  Culotta,  New  Haven 
Jean  G.  deChabert-Ostland,  Hartford 
Franklin  S.  DuBois,  New  Canaan 
Foster  E.  Priddy,  Hartford 
G.  Gardiner  Russell,  Hartford 

Committeee  on  Third  Party  Payments — to  nominate  entire 
committee,  not  more  than  five  members,  and  appoint 
chairman 

William  H.  Curley,  Jr.,  Bridgeport,  Chairman 
Donald  G.  Arnault,  Middletown 
Frank  H.  D’Andrea,  Stamford 
Christopher  E.  Dwyer,  Waterbury 
Benjamin  V.  W'hite,  Hartford 

Committee  on  Eye  Care — to  nominate  entire  committee, 
not  more  than  fifteen  members  and  shall  include  at 
least  four  but  not  more  than  seven  members  of  the 
Executive  Committee  of  the  Eye,  Ear,  Nose  and 
Throat  Section  and  shall  include  the  advisors  from 
the  Society  to  the  Public  Relations  Committee  of  the 
American  Medical  Association,  Section  on  Ophthal- 
mology and  appoint  the  chairman  thereof 
Clement  C.  Clarke,  New  Haven,  Chairman 
Alfred  L.  Burgdorf,  Hartford 
Sherburne  Campbell,  Wallingford 
R.  M.  Fasanella,  New  Haven 
Louis  D.  Harris,  Hartford 
Joseph  L.  Hetzel,  Waterbury 
Robert  R.  Keeney,  Jr.,  Manchester 
John  F.  Kilgus,  Litchfield 
Milton  F.  Little,  Hartford 
Arthur  C.  Unsworth,  Hartford 
Frederick  A.  Wies,  New  Haven 

Delegates  to  State  Societies  and  Special  Societies — for  a 
term  of  one  year  July  1,  1956  to  June  30,  1957 
To  Maine: 

Norman  H.  Gardner,  East  Hampton 
Stanley  B.  Weld,  Hartford 

To  Massachusetts: 

Ralph  L.  Gilman,  Storrs 
John  C.  Leonard,  Hartford 

To  New  Hampshire: 

Eric  H.  Blank,  New  London 
George  H.  Gildersleevc,  Norwich 

To  New  Jersey: 

E.  Tremain  Bradley,  New  Canaan 
David  T.  Monahan,  Bridgeport 

To  New  York: 

Oliver  L.  Stringfield,  Stamford 
Ralph  T.  Ogden,  Hartford 
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To  Rhode  Island: 

George  R.  Cody,  Norwalk 
John  H.  Dillon,  Waterbury 

To  Vermont: 

Courtney  C.  Bishop,  New  Haven 
Charles  T.  Schechtman,  New  Britain 

To  Connecticut  Hospital  Association: 

George  H.  Gildersleeve,  Norwich 

To  Connecticut  Pharmaceutical  Association: 

Benjamin  Katzin,  Torrington 

To  Connecticut  State  Dental  Association: 

The  President 

To  Connecticut  Nurses’  Association: 

The  President-Elect 

Committees  Appointed  by  the  Council  Without 
Election  by  the  House  of  Delegates 

Excerpt  front  minutes  of  the  Nominating  Committee 
meeting  December  21 , 1949. 

“It  was  agreed  that  the  amendment  to  the  by-laws  creat- 
ing the  Nominating  Commit te  was  to  be  construed  that 
the  Nominating  Conmiittee  would  not  only  nominate  officers 
and  committees  to  be  elected  by  the  House  of  Delegates 
but  would  also  nominate  to  the  Council , members  to  serve 
on  committees  that  are  appointed  by  the  Council  without 
election  by  the  House  of  Delegates .” 

Committee  on  Cooperation  with  the  Yale  School  of 
Medicine 

Maxwell  Lear,  New  Haven,  Chairman 
Howard  S.  Colwell,  New  Haven 
Gregory  K.  Dwyer,  South  Norwalk 
Daniel  Hardenbergh,  Bridgeport 
Edward  Nichols,  Hartford 
Allan  M.  Ross,  Darien 
N.  William  Wawro,  Hartford 

Conference  Committee  with  Connecticut  Pharmaceutical 
Association 

Bradford  S.  Colwell,  New  Haven 
Benjamin  Katzin,  Torrington 
Walter  J.  Keefe,  Hartford 
Henry  J.  Messinger,  Fairfield 
Fritz  M.  Meyer,  Bridgeport 

Advisory  Committee  to  Woman’s  Auxiliary 
Winfield  O.  Kelley,  Norwich,  Chairman 
Orvan  W.  Hess,  New  Haven 
Oliver  L.  Stringfield,  Stamford 

Committee  on  National  Legislation 
D.  Olan  Meeker,  Riverside,  Chairman 
Joseph  A.  Fiorito,  New  Haven 
Henry7  Merriman,  Waterbury 
James  S.  Missett,  Hartford 
Charles  T.  Schechtman,  New  Britain 
Chairman,  Committee  on  State  Legislation 
Executive  Secretary  » . 


Committee  on  State  Blood  Bank 

John  E.  Thayer,  Hartford,  Chairman 
Roy  N.  Barnett,  Norwalk 
Henry  N.  Blansfield,  Danbury 
Joseph  O.  Collins,  Waterbury 
Theodore  S.  Evans,  New  Haven 
Frederick  B.  Hartman,  New  London 
C.  Henry  Huvelle,  Torrington 
Rolf  E.  Katzenstein,  Meriden 
Ralph  E.  Kendall,  Hartford 
Christie  E.  McLeod,  Middletown 
Sawyer  E.  Medbury,  Willimantic 
David  T.  Monahan,  Bridgeport 
Paul  D.  Rosahn,  New  Britain 
Clair  Rankin,  Hartford 
Victor  G.  H.  Wallace,  Hartford 
Levin  Waters,  New  Haven 

Ira  V.  Hiscock,  New  Haven,  Associate  Member 

Committee  on  Mental  Care  of  Veterans 

George  A.  Buckhout,  Bridgeport,  Chairman 

Egbert  M.  Andrews,  Hartford 

Francis  D.  T.  Bowen,  Hartford 

Joseph  J.  Bruno,  New  Haven 

Francis  J.  Kalaman,  Norwalk 

Andrew  P.  Owens,  Bridgeport 

Samuel  B.  Rentsch,  Derby 

Roy  V.  Sanderson,  Winsted 

Benjamin  M.  Shenker,  Middletown 

Com  mitttee  on  Rural  Medical  Service 

Norman  H.  Gardner,  East  Hampton,  Chairman 

Ludmil  A.  Chotkowski,  Kensington 

Gaert  S.  Gudernatch,  Sharon 

James  H.  Inkster,  Ridgefield 

Mervyn  H.  Little,  Willimantic 

Enos  J.  O’Connell,  Unionville 

William  H.  Pomeroy,  Poquonnock 

William  H.  Upson,  Suffield 

Advisory  Committee  to  the  State  Board  of  Examinebrs 
for  Nursing 

Joseph  A.  Fiorito,  New  Haven 
Frederick  W.  Goodrich,  Jr.,  New  London 
W.  Holbrook  Lowell,  Jr.,  Hartford 

Representatives  to  the  New  England  Postgraduate 
Assembly 

Arthur  Ebbert,  Jr.,  New  Haven 
Stanley  B.  Weld,  Hartford 

Delegates  to  the  Council  of  New  England  State 
Medical  Societies 
Cole  B.  Gibson,  Meriden 
Will  iam  H.  Horton,  Windsor 
Oliver  L.  Stringfield,  Stamford 

Committee  to  Study  Maternal  Mortality  and  Morbidity 
Carl  E.  Johnson,  New  Haven,  Chairman 
Eric  H.  Blank,  New  London 
C.  Lee  Buxton,  New  Haven 
Lewis  P.  James,  Hartford 
David  M.  Little,  Jr.,  Hartford 
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Bernard  F.  Mann,  Jr.,  New  Haven 

Norman  C.  Margolius,  Watcrbury 

Donald  J.  McCrann,  I lartford 

Hugh  K.  Miller,  Stamford 

Jessie  E.  Parkinson,  Wethersfield 

Charles  H.  Peckham,  Manchester 

A.  Rocke  Robertson,  Torrington 

W.  Leslie  Smith,  Hartford 

Hoyt  C.  Taylor,  Meriden 

Archibald  W.  Thomson,  Jr.,  Middletown 

Stanley  B.  Weld,  Hartford 

Advisory  Committee  to  the  Public  Welfare  Department 
Edwin  R.  Connors,  Bridgeport,  Chairman 
Ettore  F.  Carniglia,  Hartford 
Mark  A.  Gildea,  Bridgeport 
Maxwell  Lear,  New  Haven 
Henry  Louderbough,  Watertown 
Donald  R.  Morrison,  Hartford 
Leonard  Parente,  Hamden 
J.  Harold  Root,  Waterbury 
Edwin  F.  Trautman,  Trumbull 
William  H.  Upson,  Suffield 
Harold  D.  VonGlahn,  Old  Lyme 

Delegates  to  Connecticut  Nutrition  Council 
Max  Caplan,  Meriden 
Robert  R.  Levin,  Hartford 

Representative — Connecticut  Committee,  Food,  Drugs, 
Cosmetics  and  Devices 
Hugh  L.  Dwyer,  Jr.,  New  Haven 

CoMMiurEE  on  Emergency  Medical  Service 

Benjamin  B.  Whitcomb,  Hartford,  Chairman 

Alfred  L.  Burgdorf,  Hartford 

Andrew  J.  Canzonctti,  New  Britain 

Luca  E.  Celentano,  New  Haven 

Francis  Gallo,  Winsted 

James  R.  Glessner,  Jr.,  Middletown 

Franklin  M.  Goodchild,  Storrs 

Edward  H.  Kirschbaum,  Waterbury 

John  C.  Larkin,  New  Britain 

Samuel  Spinner,  New  Haven 

Francis  P.  A.  Williams,  Stepney 

C.  Frederick  Yeager,  Bridgeport 
Henry  M.  Young,  New  Britain 
Representative  from  State  Department  of  Health 
Representative  from  Connecticut  State  Nurses’ 

Association 

Representative  from  Connecticut  Hospital  Association 
Representative  from  Connecticut  State  Dental 
Association 

Representative  from  Connecticut  Pharmaceutical 
Association 

Conference  Committee  for  the  Improvement  of  the  Care 
of  the  Patient 

Herbert  D.  Lewis,  New  Haven 

D.  Dillon  Reidy,  Hartford 


J.  Forbes  Rogers,  Stamford 

Representatives  from  Connecticut  State  Nurses' 
Association 

Representatives  from  Connecticut  Public  Health 
Association 

Representatives  from  Connecticut  I lospital  Association 
Representatives  from  League  of  Nursing 

Conference  Committee  with  Connecticut  State  Denial 
Association 

Edward  I'.  Wakeman,  New  Haven,  Chairman 
David  J.  Cohen,  Meriden 
Cornelius  S.  Conklin,  Bridgeport 
Camille  H.  Huvelle,  Torrington 
Brae  Rafferty,  Willimantic 

Committee  on  Building  Management 
Frank  H.  Couch,  Cromwell,  Chairman 
Stanley  B.  Weld,  Hartford 
President,  Connecticut  State  Medical  Society 

Committee  on  Perinatal  Morbidity  and  Mortality 
Roswell  D.  Johnson,  New  Britain,  Chairman 
William  K.  Bannister,  Hartford 
Ronald  S.  Beckett,  Hartford 
Martha  L.  Clifford,  Hartford 
David  J.  Cohen,  Meriden 
Joseph  A.  Fiorito,  New  Haven 
Robert  L.  Fisher,  Sharon 
Louis  Guss,  Norwich 
Winston  C.  Hainsworth,  Willimantic 
C.  Stanley  Hitchins,  New  Haven 
Charles  A.  Murphy,  Stamford 
Albert  U.  Peacock,  Hartford 
Charles  H.  Peckham,  Manchester 
Andrew  F.  Turano,  Middletown 

Representatives  of  Connecticut  Health  League 
Clement  F.  Batelli,  New  Haven 
Sue  T.  Gould,  Greenwich 
S.  Allison  Rose,  Stamford 

Conference  Committee  with  State  Bar  Association 
Thomas  M.  Feeney,  Hartford,  Chairman 
John  I).  Booth,  Danbury 
Andrew  J.  Jackson,  Waterbury 
Oliver  L.  Stringfield,  Stamford 

Connecticut  Committee  on  the  American  Medical 
Education  Foundation  (AMEF) 

William  G.  H.  Dobbs,  Torrington,  Chairman 
Fairfield — Milton  M.  Lieberthal,  Bridgeport 
Hartford — Charles  E.  Jacobson,  Jr.,  Hartford 
Litchfield — G.  Robert  Downie,  Winsted 
Middlesex — Louis  O.  LaBclla,  Middletown 
New  Haven — Orvan  W.  Hess,  New  Haven 
N ew  London — Paul  J.  Geritv,  New  London 
Tolland — Marjorie  A.  Purnell,  Rockville 
Windham — Mcrvyn  H.  Little,  Willimantic 
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INSURANCE  AND  THE  PHYSICIAN 

STIMULATING  PHYSICIAN  PARTICIPATION  IN  BLUE  SHIELD 

Thomas  J.  Danaher,  m.d.,  Torrington 


THIRD  PARTY  AGREEMENTS 

Some  years  ago  it  was  a disturbing  thought  to 
many  physicians  and  continues  to  be  to  some  physi- 
cians today  that  we  must  have  third  parties  with 
their  fee  schedules,  but  we  cannot  honestly  face 
the  facts  without  some  disturbing  reaction.  The  facts 
are  that  third  parties  are  with  us  and  tlieir  impact 
upon  medical  practice  is  great  and  will  increase. 
1 he  average  working  person  in  this  country  will 
have  the  bulk  of  his  medical  costs  insured,  and  the 
medical  services  covered  by  the  contracts  w ill  have 
to  be  paid  for  in  full  without  any  extra  charge  by 
the  physician  or  surgeon. 

There  are  many  types  of  third  party  agreements, 
but  the  best  for  both  the  people  and  the  physicians 
are  the  Blue  Shield  plans.  These  plans  are  operated 
on  the  community  enrollment  principle,  placing  in 
a pool  the  young  and  the  old,  the  sick  and  the  w ell, 
with  maximum  coverage  and  modest  premium,  so 
that  most  of  the  people  in  the  community  can  have 
insurance  against  the  cost  of  expensive  medical  pro- 
cedures. 

BLUE  SHIELD  PLANS 

Blue  Shield  plans  are  sponsored  by  medical 
societies.  They  always  have  a sufficient  number  of 
physicians  on  their  governing  boards  so  that  they 
are  sensitive  to  physician  opinion.  At  present  the 
plans  are  good,  but  in  frankness  we  know  that  they 
must  be  improved  or  other  insurers  will  supersede 
them  and  our  early  progress  will  be  erased. 

FEE  SCHEDULES 

Fee  schedules  will  have  to  give  physicians  and 
surgeons  adequate  remuneration  for  their  services, 
and  the  schedules  will  have  to  present  correct  rela- 
tionship between  the  services  rendered  in  the  vari- 
ous special  fields.  The  fees  allowed  in  the  schedule 
must  become  the  customary  fees  in  the  area  for  all 
except  those  who  are  well  above  the  average  income 
for  the  community.  These  fee  schedules  must  be 
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SUMMARY 

Third  party  arrangements  for  the  payment  of  physi- 
cians’ fees  are  here  to  stay.  Blue  Shield  plans  are  the 
best  but  they  can  be  improved.  In  addition  to  sponsor- 
ing Blue  Shield  plans,  medical  societies  must  actively 
cooperate  with  these  plans  if  the  latter  are  to  be  satis- 
factory. 

The  experience  in  Connecticut  with  a committee  to 
stimulate  such  joint  cooperation  is  outlined.  This 
committee  is  called  the  Professional  Policy  Com- 
mittee. The  large  proportion  of  participating  physi- 
cians to  the  total  number  practising  in  Connecticut  is 
a tribute  to  the  efficiency  of  this  committee. 


devised  by  the  medical  societies  themselves  or  by  the 
Blue  Shield  plans  sponsored  by  the  medical  societies. 
In  view  of  the  fact  that  the  Blue  Shield  plans  have 
had  considerable  experience  in  fee  schedules,  and 
also  in  deciding  what  can  and  cannot  be  covered 
under  insured  contracts,  it  would  appear  that  this 
group  should  be  utilized  by  State  and  county 
medical  organizations  to  provide  a solution  to  the 
problem. 

COOPERATION  BETWEEN  BLUE  SHIELD  AND  MEDICAL 
SOCIETIES 

It  must  be  realized  that  medical  society  sponsor- 
ing of  a Blue  Shield  plan  is  not  enough.  There  must 
be  constant  cooperation  between  the  society  and  the 
plan  if  a satisfactory  service  is  to  be  given  the 
people.  Too  often  in  the  past  medical  societies  spon- 
sored plans  and  then  left  them  to  their  own  devices 
without  continuing  cooperation.  This  is  like  horning 
the  baby  and  throwing  it  out  in  the  snow. 

The  problem  of  physician  and  medical  society 
participation  in  Blue  Shield  activities  is  a broad  one. 
1 will  confine  myself  to  the  aspect  of  planned  com- 
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mittee  activity  in  stimulating  physicians  partici- 
pating in  Blue  Shield  plans. 

COMMITTEE  STIMULATION 

In  Connecticut  we  have  had  some  experience  in 
using  a committee  to  stimulate  physicians  and  medi- 
cal society  participation  in  Connecticut  Medical 
Service,  the  Blue  Shield  Plan  of  Connecticut.  When 
Connecticut  Medical  Service  was  planned  in  1949, 
it  was  decided  that  the  governing  body  would  he 
made  up  of  six  physicians  and  six  nonphysicians. 
The  physicians  would  be  selected  by  the  Council  of 
the  State  Medical  Society.  In  addition,  there  would 
be  a Professional  Policy  Committee  of  nine  mem- 
bers. The  members  of  the  committee  must  all  be 
practicing  physicians;  four  of  them  were  members 
of  the  Board  of  Directors  and  five  additional  physi- 
cians were  nominated  by  the  Council  of  the  Con- 
necticut State  Medical  Society. 

The  powers  and  duties  of  the  committee  were 
defined  and  I quote  from  the  By-Laws  of  Con- 
necticut Medical  Service: 

“The  Board  of  Directors  shall  empower  the  Pro- 
fessional Policy  Committee  to  determine  the  follow- 
ing matters,  subject,  however,  to  the  right  of  the 
Board  of  Directors  to  exercise  final  authority  in  all 
such  matters: 

“a.  All  questions  involving  medical  ethics  or  pro- 
fessional practice. 

“b.  All  disciplinary  action  involving  physicians. 

“c.  Matters  arising  out  of  the  subscription  agree- 
ment or  the  agreement  with  Participating  Physicians 
involving:  the  amount,  tvpe  or  manner  of  rendering- 
professional  service;  changes  in  the  fee  schedule  for 
such  services;  standards  of  medical  care,  or  the  pro- 
fessional qualifications  of  any  physician  or  group  of 
physicians.” 

(I  wish  to  emphasize  this  one.) 

“d.  Prior  review  of  written  or  oral  representations 
which  the  Corporation  or  its  officers  shall  propose 
making  to  subscribers  or  the  public  which  concern 
professional  or  medical  matters. 

“e.  The  interpretation  of  the  Corporation’s  poli- 
cies, practices,  and  operations  to  Participating  Physi- 
cians, to  the  Connecticut  State  Medical  Society  and 
to  its  component  county  associations.  (T  his  is  a 
permanent  link  between  the  corporation  and  the 
medical  society.) 

“f.  The  maintenance  of  cordial  and  effective  liai- 
son between  the  Corporation  and  Participating 


Physicians,  the  Connecticut  State  Medical  Society 
and  its  component  county  associations.” 

As  you  notice,  the  physicians  on  the  committee 
were  selected  by  the  Council  of  the  Connecticut 
State  Medical  Society.  The  reason  for  this  special 
selection  of  physicians  for  the  Professional  Policy 
Committee  was  that  we  were  sure  it  was  necessary 
to  almost  handpick  interested  physicians  who  would 
willingly  give  generously  of  their  time  in  order  to 
get  the  enterprise  started.  It  was  felt  at  that  time  we 
just  could  not  be  too  democratic  in  the  selection  of 
members  of  that  committee.  As  time  went  on,  more 
physicians  became  interested  and  it  was  soon  evident 
that,  if  we  were  to  have  cooperation  with  the  various 
units  of  our  medical  society  and  the  physicians,  a 
more  popular  method  of  selecting  physicians  was 
necessary. 

COMPOSITION  OF  PROFESSIONAL  POLICY  COMMITTEE 

We  decided  that  the  physician  members  of  the 
Board  of  Directors  would  no  longer  serve  on  the 
Professional  Policy  Committee,  and  that  the  county 
associations  and  the  participating  physicians  them- 
selves, in  addition  to  the  Council  of  the  Connecticut 
State  Medical  Society  and  the  House  of  Delegates, 
should  have  something  to  say  about  who  would 
serve  on  the  Professional  Policy  Committee. 

As  a result  of  this  planning,  the  Committee  is  now 
made  up  as  follows: 

The  Chairman  of  the  Committee  is  a physician, 
nominated  by  the  president  of  Connecticut  Medical 
Service  and  is  the  only  member  of  the  committee 
who  is  a member  of  the  Board  of  Directors.  This 
provides  a liaison  between  the  committee  and  the 
governing  board. 

The  president  and  the  president  elect  of  the  Con- 
necticut State  Medical  Society,  by  virtue  of  their 
office,  are  members  of  the  committee.  These  men 
are  elected  to  their  office  by  the  House  of  Delegates 
of  the  Connecticut  State  Medical  Society.  They  are 
men  of  mature  judgment,  who  have  had  long  con- 
tact w ith  many  physicians  throughout  the  State. 
They  bring  something  to  Connecticut  Medical 
Service,  and  in  return  gather  knowledge  about  Con- 
necticut Medical  Service  that  they  may  not  have  had 
before. 

There  are  eight  county  associations  in  Connecti- 
cut, and  each  of  the  associations  nominate  three 
physicians  representing  various  specialties  and  gen- 
eral practice.  The  names  of  these  physicians  are 
placed  on  a ballot  and  a referendum  is  held  among 
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:hc  physicians  participating  in  the  plan  and  the  three 
top  men  are  nominated  for  membership  on  the  Pro- 
essional  Policy  Committee. 

Finally,  the  Council  of  the  Connecticut  State 
Medical  Society  selects  six  men  for  the  committee, 
two  each  year  for  a term  of  three  years;  these 
nominations  are  made  after  the  physicians’  refer- 
endum so  that  the  Council  can  know  who  has  al- 
ready been  nominated  to  the  committee.  With  this 
information,  nominees  can  be  selected  so  as  to  fill 
but  the  Committee  with  the  necessary  specialists 
from  the  proper  locations  in  the  State. 

This  makes  a committee  of  twelve  members:  six 
physicians  are  appointed  for  three  year  terms;  two 
for  two  year  terms  and  four  for  one  year  terms. 
These  may  be  re-elected. 

ADVANTAGES  AND  DISADVANTAGES  OF  COMMITTEE 
SELECTION 

i w lat  are  the  advantages  of  this  method  of  selec- 
tion of  the  Committee?  It  allows  all  components  of 
the  Society,  the  Council,  the  House  of  Delegates,  the 
County  Associations  and  the  Participating  Physi- 
cians themselves  to  take  part  in  selecting  the  mem- 
bership of  the  committee.  Also,  by  varying  the 
tenure  of  office,  the  committee  has  flexibility  and 
still  a group  of  experienced  members  is  assured. 

What  are  the  disadvantages  of  this  method  of 
selection  of  the  Committee?  The  disadvantages  are 
the  same  as  in  all  committees,  namely,  that  you  get 
a member  who  is  not  interested,  will  not  learn,  and 
does  not  attend  meetings.  Occasionally  there  is  a 
J member  who  does  not  have  broad  enough  vision  to 
see  the  enterprise  as  a whole  and  is  only  interested  in 
his  own  individual  problem.  These  men  remind  you 
of  a child  complaining  because  other  children  have 
larger  pieces  of  candy  than  he  has.  There  are  slight 
disadvantages  in  having  a committee  this  large  with 
changing  membership,  because  it  is  time  consuming 
for  the  physicians  more  experienced  w ith  the  Blue 
Shield  policies  and  operations  to  be  forced  to  stop 
and  spend  so  much  time  indoctrinating  new  mem- 
| hers,  but  this  is  one  of  the  penalties  of  what  we  call 
democracy. 

Our  experience  in  Connecticut  with  the  original 
Professional  Policy  Committee  is  interesting.  The 
members  worked  hard  in  carrying  out  the  duties 
that  were  delegated  to  them.  When  you  remember 
it  took  nine  years  from  the  time  we  had  a legislative 
enabling  act  until  we  had  a Blue  Shield  plan  in  1949, 
you  can  well  realize  that  our  physicians  in  Con- 


necticut were  either  resistant  or  apathetic  to  the 
Blue  Shield  idea. 

ACCOMPLISHMENTS  Ol  PROFESSIONAL  POLICY 
COMMITTEE 

Our  Professional  Policy  Committee  members  had 
to  carry  out  an  educational  program  throughout 
the  State  by  personal  contact  with  physicians  in  their 
localities  and  the  chairman  had  to  speak  before 
many  antagonistic  audiences  before  gaining  accept- 
ance. The  Professional  Policy  Committee  was  called 
upon  to  advise  the  Board  of  Directors  on  revisions 
in  the  contract,  and  the  committee  has  made  two 
complete  new  fee  schedules  and  many  minor 
changes.  Many  rulings  had  to  be  made  to  guide  the 
administrative  staff  in  processing  claims  for  unusual 
services  that  were  not  listed  in  the  fee  schedule. 

The  value  of  the  committee  in  stimulating  physi- 
cian participation  is  well  recognized  when  you 
note  that  in  Connecticut  we  have  approximately 
3,000  licensed  physicians;  some  of  these  are  not  in 
the  private  practice  of  medicine  or  are  in  fields  of 
practice  not  related  to  Connecticut  Medical  Service. 
Out  of  these  3,000  physicians,  we  have  2,600  par- 
ticipating physicians. 

When  you  realize  a physician’s  resentment  to  any 
group  that  takes  from  him  the  privilege  of  setting 
his  own  fees  for  services  rendered,  you  can  easily 
see  that  the  high  participation  of  our  physicians  is 
due  to  his  interest  in  our  Blue  Shield  plan  in  Con- 
necticut. 

Our  new  Professional  Policy  Committee  has  only 
been  in  existence  about  a year.  I know  that  it  can 
not  work  any  harder  than  the  original  committee, 
but  it  should  stimulate  even  more  physician  par- 
ticipation in  the  plan  that  now  covers  nearly  half 
of  our  population. 

In  Connecticut  we  do  not  feel  that  we  have  the 
only  answer  for  a method  to  stimulate  physician 
interest  and  participation  in  a Blue  Shield  plan,  but 
we  do  have  a committee  that  has  been  working  for 
several  years  and  has  accomplished  a great  deal.  We 
have  found  that  any  change  in  the  contract  relating 
to  physicians’  interests,  be  it  in  the  fee  schedule  or 
something  else,  that  has  been  approved  by  the  com- 
mittee, will  be  accepted  by  most  participating  physi- 
cians. As  knowledge  and  understanding  of  the 
intricate  details  of  prepaid  medical  service  operation 
and  its  basic  principles  increases  on  the  part  of 
physicians,  we  believe  the  somewhat  reluctant  co- 
operation by  a few  will  be  improved. 
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MEDICAL  LICENSURE  AFTER  FORTY  YEARS 
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The  Author.  Secretary-Treasurer,  Federation  of 
State  Medical  Boards  of  the  United  States 


board  regulations,  and  methods  of  licensure  exam- 
inations. 


Walter  L.  Bierring,  m.d.,  Des  Moines,  Iotcci 


'T'he  story  of  medical  licensure  during  the  past 
four  decades  is  closely  linked  with  that  of  the 
Federation  of  State  Medical  Boards  as  well  as  the 
period  of  service  of  its  present  secretary.  It  seems 
fitting,  therefore,  to  view  in  retrospect  some  of  the 
changes  from  then  to  now  and  thus  perchance  gain 
a better  perspective  of  the  problems  that  lie  ahead. 

The  Federation,  formed  in  February  1912,  was 
the  result  of  a merger  of  two  preceding  organiza- 
tions, the  National  Confederation  of  State  Medical 
Examining  and  Licensing  Boards,  and  the  American 
Confederation  of  Reciprocating,  Examining  and 
Licensing  Boards.  The  National  Confederation,  the 
older  organization  having  been  formed  in  1891,  was 
mainly  concerned  with  improving  the  standards  of 


medical  education  through  the  influence  of  state 


Regarding  some  of  its  activities,  we  note  that  in 
1896  a committee  of  this  Confederation  was  ap- 
pointed to  make  a survey  of  minimum  entrance 
requirements  to  medical  schools.  Its  report  in  1899 
distinctly  influenced  the  unifying  of  preliminary 
education  and  promoted  the  general  adoption  of  a 
full  high  school  training  as  a requirement  for  admis- 
sion to  medical  schools,  which  later  gradually  led  to 
the  one  and  two  year  premedical  college  require- 
ment. 


At  the  meeting  in  Atlantic  City  in  1904,  the  report 
of  the  Committee  on  Uniform  Curriculum  for 
Medical  Colleges  M as  presented  by  the  Chairman, 
Dr.  George  W.  Webster  of  Chicago,  and  adopted. 
This,  no  doubt,  had  a further  bearing  on  unifying 
the  courses  of  study  in  the  medical  schools  of  this 
country.  This  was  the  same  year  that  the  Council 


on  Medical  Education  of  the  American  Medical 
Association  was  organized,  and  began  the  important 
work  of  inspection  and  classification  of  American 
medical  schools. 

At  the  annual  session  of  the  National  Confedera- 
tion in  Atlantic  City,  June  7,  1909,  two  symposia 
were  arranged,  one  on  medical  colleges  and  the 
other  on  licensure  examinations,  with  special  refer- 
ence to  oral  and  practical  tests.  As  the  result  of  the 
discussion  on  examinations,  the  introduction  of 
practical  tests  by  state  boards  was  not  considered 
advisable  under  the  existing  status  of  clinical  teach- 
ing. "S  et,  at  the  twentieth  session  held  in  St.  Louis, 
June  6,  1910,  the  program  was  devoted  to  papers 
by  leading  clinical  teachers  “regarding  the  giving  of 
more  practical  clinical  work  to  medical  students  to 
enable  them  to  meet  practical  examinations  to  be 
instituted  by  state  medical  examining  boards.” 

I he  junior  Confederation,  called  the  American 
Confederation  of  Reciprocating,  Examining  and 
Licensing  Boards,  had  its  origin  as  the  result  of 
correspondence  between  Dr.  Beverly  D.  Harrison, 
secretary7  of  the  Michigan  State  Board,  and  the  secre- 
taries of  the  Wisconsin,  Illinois  and  Indiana  State 
Boards,  initiated  to  develop  an  acceptable  plan  of 
interstate  reciprocity  in  medical  licensure. 

A permanent  organization  was  effected  at  a meet- 
ing in  Chicago,  January  12,  1902;  Dr.  Harrison  being 
elected  the  first  secretary.  At  the  second  meeting  a 
year  later,  Dr.  William  A.  Spurgeon  of  Indiana  was 
named  president.  These  two  officers  were  reelected 
each  year  during  the  remaining  nine  years  that  the 
Confederation  continued  as  a separate  organization. 

The  American  Confederation  restricted  its  activ- 
ities largely  to  promoting  interstate  reciprocity 
within  the  scope  of  its  possibilities,  which  were  very 
constructive  and  of  fundamental  importance. 

At  the  meeting  in  1905  the  Confederation  adopted 
and  recommended  a standard  curriculum  of  study, 
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and  in  1908  it  suggested  a minimum  equipment  for 
medical  colleges  in  all  departments  of  teaching. 

In  1908  the  following  boards  were  in  active  mem- 
bership in  the  American  Confederation:  Georgia, 
Indiana,  Iowa,  Kansas,  Maryland,  Michigan, 
Nebraska,  Nevada,  North  Dakota,  Ohio,  Oklahoma, 
Utah,  West  Virginia  and  Wisconsin. 

After  a number  of  meetings  of  special  committees 
from  each  Confederation  regarding  a merger  of  the 
two  organizations  into  one  Federation,  this  was 
accomplished  at  a joint  conference  in  Chicago, 
March  3,  1912,  adopting  the  name  Federation  of 
State  Medical  Boards  of  the  United  States. 

It  is  interesting  to  note  who  were  present  at  this 
important  conference,  which  included  Dr.  Samuel 
Brown,  Louisiana,  president,  and  Dr.  George  H. 
Matson,  Ohio  secretary,  National  Confederation; 
Dr.  William  P.  Barlow,  Colorado,  president,  and  Dr. 
F.  C.  Zapffe,  secretary,  Association  of  American 
Medical  Colleges;  Dr.  William  A.  Spurgeon,  Indi- 
ana, president,  and  Dr.  Beverly  D.  Harrison,  Michi- 
gan, secretary,  American  Confederation;  Dr.  Arthur 
Dean  Bevan,  Chicago,  chairman,  and  Dr.  N.  P. 
Colwell,  Chicago  secretary,  Coouncil  on  Medical 
Education,  American  Medical  Association;  and  Mr. 
Abraham  Flexner  representing  the  Carnegie  Founda- 
tion for  the  Advancement  of  Teaching. 

The  interest  manifested  by  the  Council  on  Medi- 
cal Education  of  the  American  Medical  Association 
and  the  Association  of  American  Medical  Colleges  in 
promoting  the  formation  of  a strong,  single  Federa- 
tion, was  particularly  significant  and  evidently  en- 
gendered a cooperative  spirit  that  has  continued 
throughout  the  succeeding  years. 

The  first  meeting  of  the  Federation  of  State  Medi- 
cal Boards  was  held  in  the  Congress  Hotel,  Chicago, 
February  25,  1913.  The  topics  presented  for  discus- 
sion at  this  meeting  will  give  some  concept  of  the 
problems  which  concerned  state  medical  examining 
boards  forty  odd  years  ago. 

1.  Should  MedicaLBoards  Require  One  or  More 
Years  of  Premedical  College  Work?  W.  J.  Means, 
m.d.,  Ohio  Board. 

2.  Should  an  Internship  be  Required?  Dr.  Isadore 
Dyer,  dean,  Tulane  University  Medical  School,  New 
Orleans. 

3.  Rules  and  Regulations  Governing  Examinations. 
Dr.  J.  M.  Baldv,  president,  Pennsylvania  Bureau  of 
Medical  Education  and  Licensure. 


4.  Universal  Reciprocity.  Dr.  Beverly  I).  Harri- 
son, secretary,  Michigan  Board. 

5.  The  Qualifications  of  Examiners.  Dr.  P.  H. 
Tatum,  Arkansas  Eclectic  Board  of  Medical  Exam- 
iners. 

6.  The  Methods  of  State  Board  Record  Keeping. 
Dr.  Herbert  Harlan,  president,  Maryland  Board. 

7.  What  Fee  Shall  be  Charged  for  Examinations? 
Dr.  Charles  H.  Cook,  president,  Massachusetts 
Board. 

At  the  annual  meeting  of  the  Federation  in  1916, 
one  of  the  principal  topics  for  discussion  was  the 
need  of  a model  or  uniform  practice  act,  particularly 
for  the  purpose  of  stimulating  more  uniform  edu- 
cational requirements  for  licensure.  The  discussion 
revealed  some  of  the  difficulties  connected  with 
unifying  licensure  requirements  on  a national  basis 
at  that  time. 

Medical  education  as  related  to  licensure  was  con- 
trolled by  49  individual  States,  including  the  District 
of  Columbia,  each  of  which  in  these  matters  being 
independent  of  each  other.  In  these  49  States  there 
were  49  different  practice  acts,  providing  for  57 
different  licensing  boards,  no  two  of  which  entirely 
agreed  in  the  details  of  the  standards  enforced. 

In  38  States  the  statutes  provided  for  a mixed 
board  in  which  the  several  schools  of  medical  prac- 
tice were  represented.  In  five  States  there  was  a 
single  board,  the  members  all  belonging  to  the 
regular  school  of  practice,  and  in  the  remaining  six 
States,  two  or  three  separate  boards  were  provided- 
homeopathic,  eclectic  and  regular.  In  nine  States, 
representation  was  given  to  osteopaths  on  the  board; 
and  in  one  State,  with  a membership  of  nine,  there 
were  two  osteopaths.  In  19  States,  separate  boards 
had  been  granted  in  osteopathy,  and  in  four  States 
a special  provision  was  made  for  the  examination  of 
so-called  drugless  practitioners. 

Regarding  preliminary  or  premedical  education 
of  applicants  for  licensure  there  was  provision  in 
the  laws  of  45  States  for  some  form  of  premedical 
education,  while  in  four  States  there  was  no  such 
provision. 

In  37  States  a standard  of  four  years  of  high  school 
or  higher  was  required,  vet  during  the  next  year 
1917  in  24  States  a preliminary  premedical  require- 
ment of  one  or  two  years  of  college  work  was 
instituted,  while  in  seven  States  this  requirement  was 
to  be  definitely  two  years. 
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In  45  of  rhe  49  States  all  applicants  for  licensure 
w ere  required  to  he  graduates  of  a medical  school; 
in  four  States  the  law  did  not  specify  that  fact. 

The  laws  of  33  States  gave  full  authority  to  the 
board  to  refuse  recognition  to  graduates  of  low 
grade  medical  schools. 

All  States  forty  years  ago  required  some  form  of 
licensure  examination.  In  39  States  this  was  entirely 
written;  in  ro  States  some  form  of  practical  exam- 
ination was  given,  usually  in  the  laboratory 
branches.  In  one  State,  Pennsylvania,  a bedside 
examination  was  required  of  applicants  coming  from 
other  States. 

Five  States  had  added  an  additional  fifth  or  hos- 
pital intern  year  to  the  medical  educational  require- 
ments. 

In  regard  to  reciprocal  relation  with  other  boards, 
it  is  noted  that  in  39  States  there  was  provision  for 
reciprocity,  varying  in  number  from  seven  to  31 
reciprocating  States.  In  10  States  there  was  no  pro- 
vision for  reciprocity. 

The  term  reciprocity  implied  an  exchange,  or  the 
courtesies  of  licensure  usually  affected  by  the  ex- 
change of  a duly  executed  and  signed  contract 
stipulating  the  terms  of  acceptance  of  the  licentiates 
of  the  other  State.  In  some  States  this  was  governed 
by  a so-called  “gentleman’s  agreement”  and  in  others 
a simple  endorsement  of  the  requirements  of  the 
reciprocating  State. 

A supplemental  examination  was  required  in  those 
subjects  not  covered  by  the  other  board,  and  in  some 
States  an  additional  examination  or  laboratory 
service;  and  as  aforementioned,  in  Pennsylvania  a 
bedside  examination  was  required. 

While  no  definite  action  was  taken  towards  form- 
ing a more  uniform  medical  act,  a significant 
resolution  proposed  by  Dr.  J.  M.  Baldy  of  Penn- 
sylvania was  adopted  at  the  executive  session  of  the 
Federation  at  the  meeting  in  February  1916,  as 
follows: 

That  the  Federation  endorse  and  recommend  the 
following  standards  of  medical  education  for  admis- 
sion to  licensure: 

1.  Preliminary  qualification  of  two  years  of  col- 
lege grade,  including  an  approved  course  in  physics, 
chemistry  and  biology  in  addition  to  a four  year 
high  school  course. 

2.  Four  years  in  a medical  school  of  the  standard 
now  generally  acceptable. 

3.  One  year  of  approved  hospital  internship. 


While  a uniform  practice  act  was  probably  im- 
possible at  the  time,  the  need  of  a better  under- 
standing of  reciprocal  interests  and  a greater  uni- 
formity in  methods  of  procedure  was  generally 
recognized  and  in  this  direction  the  Federation  w as 
able  to  exert  its  particular  function. 

During  these  early  years,  several  of  the  leading 
spirits,  like  Dr.  J.  M.  Baldy  and  Dr.  Beverly  1). 
Harrison,  considered  a plan  of  central  examining 
board  as  a medium  for  unifying  medical  licensure 
standards  on  a national  basis. 

At  the  Federation  meeting  in  1915,  Dr.  R.  W. 
Powell,  registrar  for  the  Medical  Council  of  Canada, 
had  presented  an  interesting  address  on  the  new 
Canada  Medical  Act.  This  Federal  Act,  enacted  in 
1912,  constituted  a body  known  as  the  “Medical 
Council  of  Canada,”  giving  it  power  to  create  an 
examining  board  and  to  establish  a medical  register 
for  Canada.  When  a candidate  satisfactorily  com- 
pleted the  Council  examining  board,  it  granted 
registry  for  practice  in  any  of  the  Canadian 
provinces. 

Such  a federal  act  could  not  be  considered  in  the 
United  States  without  an  amendment  to  the  Con- 
stitution. 

The  plan  of  the  National  College  Entrance  Exam- 
ining Board  was  also  considered  as  a pattern.  It  was 
examining  each  year  large  numbers  of  high  school 
students  for  entrance  to  eighty-two  colleges  and 
universities,  of  which  thirty-two  had  medical  depart- 
ments. 

At  the  Federation  meeting  in  1914,  Colonel  Jeffer- 
son R.  Kean,  M.  C.,  U.  S.  Army  in  a very  interesting 
paper  advocated  the  use  of  the  government  medical 
services  in  raising  the  standards  of  medical  educa- 
tion. He  recommended  the  appointment  of  a board 
composed  of  representatives  from  the  different 
government  services,  one  from  the  Council  on 
Medical  Education,  American  Medical  Association, 
one  from  the  Association  of  American  Medical 
Colleges,  two  from  the  Federation,  who  would  ex- 
amine candidates  for  the  medical  corps  of  the  Army 
or  Navy,  and  if  these  were  generally  accepted  and 
licensed  by  the  State  boards  without  examination, 
the  first  step  toward  a central  examining  board 
would  have  been  realized. 

Another  proposal  that  was  considered  was  to  or- 
ganize a central  examining  board  w ithin  the  Federa- 
tion. Such  a central  board  should  in  no  w ay  super- 
sede the  State  boards,  but  it  could  set  a standard 
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w hich  all  could  accept,  and  do  away  with  many  of 
the  difficulties  incident  to  reciprocity  and  interstate 
:ertification. 

Attention  at  this  time  was  directed  towards  the 
National  Be  rd  of  Medical  Examiners  which  was 
organized  in  1915  and  held  its  first  examination  in 
Washington,  I).  C.  in  October  1916.  It  comprised 
in  its  membership,  representatives  from  the  medical 
corps  of  the  Army,  Navy  and  Public  Health  Service, 
the  Association  of  American  Medical  Colleges, 
Council  on  Medical  Education  of  the  American 
Medical  Association  and  two  representatives  from 
the  Federation. 

The  examination  was  patterned  after  that  of  the 
Conjoint  and  Triple  Qualification  and  Examining 
Boards  of  England  and  Scotland  and  comprised  a 
written  examination  w ith  practical  laboratory  and 
clinical  tests. 

Because  of  the  prominence  of  the  examiners,  this 
examination  procedure  gained  wide  and  favorable 
recognition.  Within  a comparatively  short  period 
a large  majority  of  the  State  boards,  by  legislative 
provision,  were  given  discriminatory  power  to 
accept  the  certificate  of  efficiency  granted  by  the 
National  Board  of  Medical  Examiners  in  lieu  of  the 
examination  required  for  licensure  in  the  State  con- 
cerned. It  was  further  recognized  that  these  exam- 
inations distinctly  influenced  the  character  of  medi- 
cal undergraduate  training  in  medical  schools  as  well 
as  the  examination  standards  of  State  licensing 
boards. 

For  a number  of  years  after  its  organization  the 
Federation  had  a standing  committee  on  classifica- 
tion and  standardization  of  medical  colleges  of 
which  Dr.  Beverly  I).  Harrison  was  chairman.  It 
submitted  its  first  report  in  1916  with  a suggested 
list  of  accredited  medical  schools  in  the  United 
States,  comprising  62  four-year  schools  of  which 
seven  were  listed  as  Homeopathic  and  one  as  Eclec- 
; tic,  as  well  as  eight  two-year  schools  in  the  basic 
medical  sciences. 

An  amended  report  was  submitted  in  1 9 1 S,  with 
no  change  in  the  list  of  schools. 

While  based  on  minimum  requirements  w ith  no 
attempt  to  grade  the  different  schools,  these  reports 
were  very  informative  as  regards  entrance  require- 
ments, courses  of  study,  teaching  staffs  and  physi- 
cal facilities  of  the  institutions  listed. 

After  1918  this  committee  was  discontinued  and 
it  was  recommended  that  State  boards  accept  the 
classification  and  listing  of  approved  medical  schools 


as  well  as  hospitals  approved  for  internship  by  the 
Council  on  Medical  Education,  American  Medical 
Association,  in  cooperation  with  the  Association  of 
American  Medical  Colleges.  The  annual  published 
reports  of  the  statistical  data  and  textual  informa- 
tion by  these  agencies  has  indicated  a steady  prog- 
ress in  the  field  of  medical  education,  which  has 
been  of  great  value  throughout  the  years  to  State 
licensing  boards.  In  the  report  for  1954-19551  it  is 
stated  that  there  are  now  75  approved  four  year 
medical  schools  and  six  schools  of  basic  medical 
science  in  the  United  States.  In  Canada  there  are  1 1 
approved  four  year  medical  schools  and  one  school 
of  basic  medical  science. 

W ith  the  increasing  number  of  limited  or  inade- 
quately prepared  practitioners  seeking  admission  to 
any  of  the  healing  arts  thirty  years  ago,  a require- 
ment for  some  form  of  preliminary  examination  in 
the  basic  medical  sciences  before  admission  to  licen- 
sure of  any  of  the  healing  arts  was  thought  to  be  the 
solution. 

I his  led  to  the  adoption  of  statutes  creating 
boards  of  examiners  in  the  basic  sciences  in  a number 
of  States.  1 he  prevailing  concept  was  to  provide 
by  law  “that  the  knowledge  of  only  a few  funda- 
mental sciences  be  required  legally  to  authorize  the 
individual  to  heal  the  sick,”  w ithout  regard  to  the 
method  of  the  treatment  of  disease. 

W isconsin,  w here  a board  of  examiners  in  the 
basic  sciences  was  established  by  law'  in  1925,  can 
be  regarded  as  a pioneer  in  this  form  of  legislation. 
I he  board  comprised  a membership  of  three  lay 
educators,  two  biologists,  and  one  chemist  to  exam- 
ine in  the  four  basic  sciences,  anatomy,  physiology, 
pathology  and  diagnosis.  I he  act  permitted  the 
selection  of  experts  in  the  different  sciences  to  con- 
duct the  several  examinations. 

I he  Board  was  regarded  as  a sifting  agency  and 
at  the  time  was  considered  a distinct  forward  move- 
ment to  advance  the  standards  of  education  as  well 
as  the  practice  of  medicine.  Since  then  similar  boards 
have  been  established  by  law  in  19  other  States,  the 
District  of  Columbia  and  the  Territory  of  Alaska. 

In  all  the  Basic  Science  statutes  thus  far  enacted 
the  emphasis  is  placed  entirely  on  the  examination 
as  the  sole  test  of  knowledge  in  each  of  the  particular 
subjects.  The  twenty  one  now  existing  basic  science 
laws  have  evidently  been  enacted  by  legislative 
action  without  regard  to  any  national  pattern  or 
uniformity  in  procedure  of  operation.  Except  in  a 
few  instances,  the  membership  is  limited  to  nonmedi- 
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cal  examiners.  During  the  early  period  the  evident 
purpose  was  to  develop  an  examination  in  the  basic 
sciences  as  a prerequisite  for  admission  to  the  licen- 
sing examination  in  the  several  healing  arts.  As  such 
it  was  evidently  intended  to  determine  a general 
knowledge  of  these  sciences  in  preparation  for  the 
more  comprehensive  knowledge  required  in  a medi- 
cal licensure  examination. 

A recent  review  of  some  of  the  questions  set  by 
basic  science  boards  indicates  a marked  change  in 
their  character.  They  now  appear  as  advanced  and 
comprehensive  as  those  given  in  an  average  state 
medical  licensing  examination.  In  one  State  where 
diagnosis  is  listed  as  a basic  science,  such  questions 
as  the  following  are  noted:  “symptoms  and  physical 
findings  in  acute  rheumatic  fever;”  “chief  signifi- 
cance of  auricular  fibrillation;”  “Corrigan  pulse;” 
“crepitant  rales;”  “Kernig’s  sign;”  “symptoms  and 
sitjns  of  tabes  dorsalis,”  etc.  The  membership  in  this 
board  consists  of  two  biologists  and  one  chemist. 

The  subjects  in  which  examinations  are  conducted 
are  all  specified  by  statute  and  great  variations  are 
noted.  All  of  the  twenty  one  boards  examine  in 
anatomy,  physiology,  and  pathology;  nineteen  in 
chemistry;  eighteen  in  bacteriology;  ten  in  hygiene; 
one  in  public  health;  and  two  in  diagnosis. 

There  is  considerable  variation  in  the  grades  re- 
quired for  passing  the  individual  basic  science  sub- 
jects, as  well  as  the  general  average  for  the  entire 
examination.  The  individual  grades  vary  from  70 
per  cent  to  75  per  cent  and  the  general  average  in 
all  States  is  75  per  cent  with  two  exceptions.  In  New 
Mexico  it  is  Ho  per  cent  and  in  Connecticut,  65  per 
cent.  Two  States  do  not  enter  into  reciprocity  w ith 
those  States,  where  the  required  passing  grade  for 
each  subject  is  below  75  per  cent. 

The  admission  requirements  to  the  basic  science 
examinations  of  graduation  from  an  approved  high 
school  remain  unchanged  except  in  two  instances. 
Hie  Rhode  Island  Basic  Science  Law,  enacted  in 
1940,  has  the  additional  requirement  of  one  year  of 
preprofessional  collegiate  education  in  an  accredited 
college  and  two  years  of  professional  training  in  the 
basic  sciences. 

In  the  District  of  Columbia,  the  Healing  Arts 
Practice  Act  (1929)  requires  two  years  of  prepro- 
fessional training  in  the  basic  sciences  in  an  approved 
college  or  university. 

In  nine  States  and  the  District  of  Columbia  the 
boards  of  medical  licensure  do  not  require  a separate 


examination  in  the  several  basic  sciences  if  satisfac- 
tory grades  have  been  obtained  in  a previous  exam- 
ination before  the  basic  science  board  of  the  respec- 
tive State. 

1 bus  the  recent  medical  graduate  is  admitted  to 
the  practice  of  medicine  in  these  States  based  on 
satisfying  a qualifying  examination,  one  half  of 
which  is  determined  by  a board  of  nonmedical 
examiners. 

In  a recent  report  by  the  Council  on  Medical 
Education  and  Hospitals,  American  Medical  Asso- 
ciation,2 the  following  data  are  interesting: 

In  1954  there  were  5,917  examinations  given  by 
basic  science  boards,  with  874  failures  or  18.2  per 
cent.  In  the  28  years  since  the  first  basic  science 
board  was  established,  73,176  certificates  in  the 
basic  sciences,  have  been  issued,  51,458  by  examina- 
tion and  21,718  by  reciprocity,  endorsement,  exemp- 
tion or  waivers,  with  a percentage  of  failures  in  this 
period  of  20.3  per  cent. 

While  definite  statistics  are  not  available  as  to  the 
number  of  nonmedically  trained  applicants,  it  is 
reasonable  to  conclude  that  they  did  not  exceed  at 
any  time  10  per  cent,  so  that  probably  an  additional 
10  per  cent  of  medically  prepared  applicants  were 
among  the  failures. 

In  order  to  control  this  ten  per  cent  of  inadequate- 
ly prepared  applicants  for  licensure,  the  remaining 
90  per  cent,  all  graduates  of  approved  medical 
schools  and  many  with  additional  graduate  training 
are  required  to  submit  to  this  extra  test  of  knowl- 
edge in  the  fundamental  medical  sciences  by  exam- 
iners not  always  familiar  with  the  modern  methods 
of  teaching  such  sciences. 

It  is  timely  therefore  that  the  interest  of  the  90 
per  cent  of  several  thousand  highly  trained  medical 
examinees  appearing  each  year  before  basic  science 
boards  be  more  adequately  conserved. 

To  this  may  well  be  added  the  6 per  cent  of  osteo- 
paths examined  each  year.  The  schools  of  oste- 
opathy are  making  definite  efforts  to  improve  the 
facilities  for  teaching  the  basic  medical  sciences  and 
the  examinations  given  by  State  boards  of  osteo- 
pathic examiners  in  these  sciences  are  being  pat- 
terned more  and  more  after  those  of  State  medical 
boards. 

As  this  condition  continues  it  will  be  increasingly 
difficult  to  harmonize  and  unify  medical  licensure 
on  a national  basis. 

Thirty  years  a?o  there  was  an  evident  need  for 
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c,  special  boards  of  examiners  in  the  basic  medical 
j;  sciences  but  this  need  does  not  prevail  today, 
c-  Within  the  past  tw  o years  a special  committee  of 
the  Federation  has  made  a comprehensive  study 
towards  formulating  the  essentials  of  a modern 
medical  practice  act.  With  educational  standards 
now  established  on  a common  and  national  basis, 
the  prospect  for  developing  a definitive  medical 
practice  act  is  greatly  facilitated.  By  clearly  de- 
fining the  educational  qualifications  to  be  met  by 
all  applicants  for  medical  licensure,  it  should  not 
be  difficult  to  formulate  an  act  that  will  be  generally 
acceptable  to  all  State  licensing  authorities. 

The  problem  of  the  foreign  medical  graduate  has 
become  increasingly  difficult  in  recent  years  because 
of  the  large  number  of  foreign  trained  physicians 
seeking  licensure  in  this  country.  A large  group  of 
these  physicians  come  as  immigrants  on  permanent 
visas,  and  the  remainder  enter  this  country  on  tem- 
porary visas  seeking  further  education  in  medicine 
with  the  understanding  that  they  will  return  to  the 
country  of  origin  when  that  education  is  completed. 

Many  of  the  physicians  educated  outside  the 
United  States  and  Canada  present  a different  and 
often  substandard  professional  education  as  com- 
pared with  that  required  of  American  medical 
graduates.  Because  of  the  lack  of  information  re- 
garding the  medical  schools  of  graduation,  it  will  be 
necessary  to  evaluate  these  graduates  on  an  indi- 
vidual basis  as  to  their  eligibility  for  licensure. 

In  1954  a Cooperating  Committee  on  the  Evalua- 
i tion  of  Foreign  Medical  Graduates,  representing  the 
Federation  of  State  Medical  Boards,  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association,  the  Association  of  American 
Medical  Colleges,  and  the  American  Hospital  Asso- 
ciation,  was  formed  to  seek  a solution  of  this  prob- 
lem. 

Definite  progress  is  being  made  in  developing  an 
evaluation  procedure  and  screening  program  to 
determine  qualification  for  hospital  service  as  intern 
or  resident  comparable  to  those  required  of  medical 
graduates  in  this  country.  It  is  hoped  to  have  such 
a plan  in  operation  by  1957. 

It  now  appears  as  if  history  is  repeating  itself  in 
the  manifest  trend  toward  developing  licensure 
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examinations  as  a medium  for  unifying  the  require- 
ments for  practice  on  a national  basis. 

1 he  able  address  of  the  president  of  the  Federa- 
tion, Dr.  M.  H.  Crabb,  presented  at  the  opening 
session  recommended  the  appointment  of  a perma- 
nent Committee  to  develop  and  activate  examina- 
tion institutes  in  the  major  branches  of  medicine 
covered  in  licensure  examinations  for  the  purpose 
of  developing  examinations  essentially  similar  in 
content  and  quality.  This  has  been  implemented  in 
a resolution  to  be  considered  at  the  Federation 
sesssion  this  afternoon. 

I his  proposal  is  similar  to  the  plan  established  by 
the  Association  of  American  Medical  Colleges  in 
having  institutes  on  the  teaching  methods  in  the 
several  basic  and  clinical  medical  sciences  for  the 
purpose  of  unifying  such  methods  of  instruction  in 
the  different  medical  schools  and  colleges  of  the 
United  States  and  Canada. 

I he  most  notable  devlopment  in  medical  licen- 
sure during  the  continuing  years  has  been  the  closer 
cooperation  and  affiliation  of  interests  between  the 
Federation  representing  the  individual  State  boards 
and  the  two  educational  agencies,  the  Association 
of  American  Medical  Colleges  and  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association. 

This  community  of  interest  has  stimulated  State 
licensing  authorities  to  keep  pace  with  the  constant 
progress  of  medical  education,  and  the  educational 
agencies  have  become  more  keenly  aware  of  direct- 
ing medical  training  to  meet  the  needs  of  medical 
service  and  the  practice  of  medicine. 

In  the  days  ahead  there  is  evident  need  for  change 
and  improvement  in  the  methods  of  determining 
fitness  for  licensure  and  the  practice  of  medicine  as 
distinguished  from  those  required  for  graduation 
from  an  approved  school  or  college  of  medicine. 

Medical  licensure  has  come  to  be  regarded  as  an 
essential  and  integral  part  of  the  training  and  wel- 
fare of  the  modern  physician,  and  such  must  ever 
be  its  destiny  and  its  goal. 

REFERENCES 

1.  Educational  Number,  J.  A.  M.  A.  159:6  (Oct.  8)  1955. 

2.  Federation  Bull.,  43:1  (Jan.)  1956,  p.  16. 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates1  have  written  on  the 
use  of  tetracycline  (Achromycin)  to  treat  118 
patients  having  various  infections,  most  of  them 
respiratory,  including  acute  pharyngitis  and 
tonsillitis,  otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis,  bron- 
chiectasis, bronchial  pneumonia,  and  lobar 
pneumonia.  Response  was  judged  good  or 
satisfactory  in  more  than  84%  of  the  total  cases. 

Each  month  there  are  more  and  more  reports 
like  this  in  the  literature,  documenting  the 
great  worth  and  versatility  of  Achromycin. 
This  antibiotic  is  unsurpassed  in  range  of  effec- 
tiveness. It  provides  rapid  penetration,  prompt 
control.  Side  effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you.  For  your 
convenience  and  the  patient’s  comfort,  Lederle 
offers  a full  line  of  dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Attacks  the  infection— defends  the  patient— 
hastens  normal  recovery.  For  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspension, 
125  mg.  per  5 cc.  teaspoonful. 

Ja  For  more  rapid  and  complete  absorption. 
■ Offered  only  by  Lederle ! 

filled  sealed  capsules 


'January,  IT  L.  et  al:  Clinical  experience  with  tetracycline. 
Antibiotics  Annual  1954-55,  p.  025. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 

*REQ.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  8 X 10  VIEW  CAMERA  — WIDE  ANGLE  LENS, 
p.32,  l/lO  SEC.,  FLOODS  AND  SPOTS,  ROYAL  PAN  FILM. 
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LOSS  OF  VISION 


Special  Article 

COMPENSATION  FOR  LOSS  OF  VISION 


■\Tany  requests  have  been  made  by  ophthalmolo- 
gists  and  adjusters  of  compensation  insurance 
for  the  compensation  table  used  for  estimating  the 
percentage  loss  of  vision. 

A committee  was  appointed  by  Dr.  Pinckney  W. 
Snelling  in  the  fall  of  1949  to  study  the  compensa- 
tion table  used  for  estimating  the  percentage  loss 
of  vision.  The  following  report  was  accepted  by 
the  members  of  the  Section  of  Eye,  Ear,  Nose  and 
Throat  of  the  Connecticut  State  Medical  Society 
assembled  in  Waterbury,  May  2,  1950.  The  report 
was  submitted  to  the  Connecticut  State  Compensa- 
tion Commission  and  it  was  accepted  by  the  Com- 
mission. 

It  was  agreed  that  the  compensation  for  loss  of 
vision  should  be  based  on  that  proportional  part  of 
the  compensation  provided  by  law  for  the  loss  of 
use,  or  loss  of  function,  of  one  or  both  eyes  which 
expressed  the  percentage  loss  of  visual  efficiency  of 
the  individual  in  pursuing  a gainful  occupation.  1 he 
percentage  loss  of  visual  efficiency  has  been  esti- 
mated in  the  same  table  in  terms  of  percentage  loss 
of  visual  acuity. 

Total  permanent  disability  of  both  eyes  is  identi- 
cal with  permanent  total  disability  of  the  indi- 
vidual. 

The  term  visual  acuity  as  herein  used  should  be 
understood  to  mean  absolute,  that  is,  the  acuity 
obtainable  with  ophthalmic  lens  or  devices  that  may 
improve  the  visual  acuity  without  distress  to  the 
injured  person. 

The  reduction  in  visual  acuity  to  20/200  is  the 
accepted  standard  of  industrial  blindness.  The  fol- 
lowing table  is  recommended  for  estimating  per- 
centage loss  of  visual  efficiency  and  percentage  loss 
of  visual  acuity. 

In  the  evaluation  of  the  permanent  loss  of  vision 
or  loss  of  function  of  one  or  both  eyes,  three  ele- 
ments of  vision  each  of  which  has  an  interdependent 
and  coordinate  relation  to  full  visual  efficiency  must 
be  considered.  These  factors  are  (a)  acuteness  of 
vision  (central  visual  acuity),  (b)  field  of  vision  and 
(c)  muscle  function.  Although  these  factors  do  not 
possess  an  equal  degree  of  importance,  no  act  of 


SNELLEN  NOTATION 
FOR  DISTANCE 

PERCENTAGE  LOSS 
OF  VISION 

PERCENTAGE  OF 
VISUAL  EFFICIENCY 
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0 
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70 

3° 

20/ 1 60 

80 

20 

20/ 1 80 

90 

10 

20/ 200 

IOO 
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vision  is  perfect  without  the  coordinate  action  of 
all. 

Other  functions,  though  secondary  and  depend- 
ent, are  recognized  as  important,  such  as  depth 
perception,  stereoscopic  vision,  fusion  sense,  color 
perception,  adaptation  to  light  and  dark  and  accom- 
modation. These  functions  are  inherently  dependent 
on  the  status  of  the  three  coordinating  functions 
of  vision,  and  they  also  depend  on  central  nervous 
function. 

T he  degree  of  loss  of  visual  field  should  be  esti- 
mated according  to  the  formula  recorded  in  the 
Standard  Method  Approved  by  the  Section  of 
Ophthalmology  of  the  American  Medical  Associa- 
tion. When  the  visual  field  is  constricted  to  less 
than  five  degrees  from  the  point  of  fixation,  the  loss 
of  function  should  be  considered  as  a total  loss. 

T he  muscle  function  shall  be  measured  in  all  parts 
of  the  motor  field,  recognized  methods  being  used 
for  testing.  The  formula  of  the  American  Medical 
Society  should  be  consulted  and  each  case  given 
individual  consideration.  When  diplopia  cannot  be 
eliminated  after  all  available  methods  of  restoration 
of  function  have  been  utilized,  the  eye  should  be 
considered  as  a total  loss  of  function. 

If  an  eve  has  developed  a cataract  because  of  an 
injury  or  occupational  hazard,  the  loss  of  function 
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shall  he  considered  as  60  per  cent  loss  of  vision. 
Should  the  cataract  he  removed  and  only  partial 
vision  be  restored,  the  loss  of  vision  will  then  be 
estimated  at  one  half  the  allowance  and  added  to 
the  60  per  cent  loss  given  for  the  formation  of  a 
cataract,  i.e.,  20/40  = 20  per  cent,  /z  = 10  per  cent, 
60  per  cent  plus  10  per  cent  = 70  per  cent  loss. 

Certain  types  of  ocular  disturbance  are  not  in- 
cluded in  the  foregoing  computations  and  these  may 
result  in  disabilities,  the  value  of  which  cannot  be 
computed  by  any  scale  as  yet  scientifically  possible 
of  deduction.  Such  are  disturbances  of  accommo- 
dation, of  color  vision,  of  adaptation  to  light  and 
dark,  metamorphopsia,  entropion,  ectropion,  lag- 
ophthalmos, epiphora,  and  muscle  disturbances  not 
included  under  diplopia.  For  such  disabilities  addi- 
tional compensation  shall  be  awarded,  but  in  no  case 
shall  such  additional  award  make  the  total  compen- 
sation for  loss  in  industrial  visual  efficiency  greater 
than  that  provided  by  law  for  total  loss  of  one  eye 
when  only  one  eye  is  involved  and  that  for  total 
permanent  disability  when  both  eyes  are  involved. 

Theodore  F.  Bevans,  m.d.,  Waterbury 
Walter  L.  Hogan,  m.d.,  Hartford 
Joseph  F.  Watts,  m.d.,  Bridgeport 
Arthur  M.  Yudkin,  m.d.,  New  Haven 
(Chairman) 

The  above  report  was  presented  by  Dr.  Arthur  M.  Yud- 
kin to  the  members  of  the  Section  of  Eye,  Ear,  Nose  and 
Throat  of  the  Connecticut  State  Medical  Society,  assembled 
in  Hamden,  Connecticut  on  April  26,  1956.  Permission  was 
granted  by  the  Section  to  publish  the  report  in  the  Con- 
necticut State  Medical  Journal  for  the  guidance  of  those 
interested  in  the  compensation  tables  used  for  estimating 
the  percentage  loss  of  vision. 


Two  New  People  Added  to  AMA  Staff 

Two  new  people  have  been  added  to  the  AMA 
headquarters  staff.  Philip  L.  White,  b.s.,  m.s.,  d.sc., 
who  has  been  with  the  Department  of  Nutrition  of 
the  Harvard  School  of  Public  Health  for  a number 
of  years,  is  the  new  secretary  of  the  AMA  Council 
on  Foods  and  Nutrition,  and  Wallace  Wesley,  b.ed., 
m.s.,  hs.d.,  has  been  appointed  consultant  in  health 
and  fitness  in  the  AMA  Bureau  of  Health  Education. 
Mr.  White,  who  succeeds  Dr.  James  R.  Wilson, 
who  left  the  nutrition  post  several  months  ago,  will 
take  over  his  new  job  on  September  1.  He  brings  to 
the  office  a rich  background  in  experience  in  public 
health  nutrition. 


THE  DOCTOR'S  OFFICE 

Willard  E.  Buckley,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  radiology  at  the 
Medical  Arts  Center,  195  South  Main  Street,  Middle- 
town. 

Joseph  C.  Czarsty,  m.d.  announces  the  opening  of 
an  office  for  the  general  practice  of  medicine  in 
Oakville. 

Marion  E.  Howard,  m.d.  will  close  her  office  at 
158  \\  hitney  Avenue,  New  Haven,  and  retire  from 
the  practice  of  internal  medicine  on  September  1, 
1956.  She  will  accompany  her  husband,  Dr.  A.  W. 
Oughterson,  to  South  America. 

Maurice  N.  Levy,  Jr.,  m.d.  anounces  the  opening 
of  an  office  for  the  practice  of  general  surgery  at 
480  Clinton  Avenue,  Bridgeport. 

George  A.  F.  Lundberg,  m.d.  annonunces  the 
association  of  George  A.  F.  Lundberg,  Jr.,  m.d.  with 
him  in  the  practice  of  internal  medicine  at  755  Main 
Street,  Manchester. 

Richard  C.  Manjoney,  m.d.  announces  the  opening 
of  an  office  for  the  practice  obstetrics  and  gyne- 
cology at  2464  East  Main  Street,  Bridgeport. 

I.  W.  Mohr,  d.d.s.  announces  the  opening  of  an 
office  for  practice  limited  to  oral  surgery  at  1260 
Chapel  Street,  New  Haven. 

I imothy  F.  Nolan,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  genitourinary  surgery 
at  54  Central  Avenue,  Waterbury. 

Ashley  W.  Oughterson,  m.d.  announces  that  he 
has  accepted  a position  on  the  staff  of  the  Rocke- 
feller Foundation  in  the  Division  of  Medical  Educa- 
tion and  Public  Health.  He  will  close  his  office  at 
158  Whitney  Avenue,  New  Haven,  and  retire  from 
the  practice  of  surgery  on  September  1,  19 56. 

L.  A.  Robinson,  Jr.,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  medicine  at  75  Broad 
Street,  Danielson. 

Sydney  Sewall,  m.d.  announces  the  association  of 
Dr.  Philip  Radding  in  the  practice  of  orthopedic 
surgery  at  64  Garden  Street,  Hartford. 

Elliott  B.  Sweet,  m.d.  announces  his  association 
with  Maurice  M.  Pike,  m.d.  and  J.  Whitfield  Larra- 
bee,  m.d.  in  the  practice  of  orthopaedic  surgery  at 
85  Jefferson  Street,  Hanford. 


Septe?)iber,  1956 


M W'S  I'ROM  WASHINGTON' 


NEWS  FROM  WASHINGTON 


C'C-s  nWn\'<S  SN^<^><^H^^><><><^><X^C<><^<c><£>CK^C<><^'<>C>0<>C,<><><2>^^ 


Action  on  Health  Bills  by  the  84th  Congress 

CONSTRUCTION  OF  MEDICAL  RESEARCH  FACILITIES 

Public  Law  835  authorizes  a 3 year  program  of 
Federal  matching  grants  to  public  and  nonprofit 
institutions  to  assist  in  construction,  expansion,  im- 
provement or  equipping  of  facilities  for  research  in 
the  medical  and  allied  sciences.  Maximum  of  $30 
million  appropriated  for  1956-57.  Advisory'  council 
now  being  formed  by  Public  Health  Service  and  first 
grants  scheduled  to  be  made  this  fall. 

MEDICAL  CARE  BENE E ITS  FOR  SERVICEMEN’S 
DEPENDENTS 

Public  Law  569  gives  Secretary  of  Defense  w ide 
latitude  in  fixing  terms  for  medical  care  and  hos- 
pitalization of  military  dependents  by  civilian  re- 
sources, at  government  expense.  New  law  also  sets 
uniform  pattern  for  benefits  which  may  be  obtained 
at  military  medical  facilities,  something  which  had 
never  been  done  before.  Civilian  care  program  now 
being  planned  by  Defense  Department,  in  coopera- 
tion with  organized  medicine.  Scheduled  inaugura- 
tion date  is  December  8,  1956,  or  earlier. 

SOCIAL  SECURITY  AMENDMENTS  OF  1956 

Public  Law  880,  in  the  nature  of  a 20th  anniver- 
sary' gift,  effects  many  liberalizing  changes.  Principal 
attention  has  been  given  to  the  features  making- 
covered  persons  eligible  for  monthly  benefits  at  age 
50  or  above,  in  event  of  permanent  and  total  dis- 
ability', and  lowering  retirement  age  of  women  to 
62.  An  important,  though  less  publicized,  provision 
of  the  act  is  that  increasing  Federal  matching  funds 
to  the  States  for  medical  care  of  adults  and  children 
receiving  public  assistance.  An  additional  825,000 
persons— farm  owners  and  operators  and  nearly  a 
quarter-million  self  employed  lawyers,  dentists,  doc- 
tors of  osteopathy  and  certain  other  professions 
hitherto  excluded— are  brought  under  social  security 
coverage.  Only-  m.d.’s  arc  not  covered,  by  request 
of  AM  A. 

MILITARY  COMMISSIONING  OF  DOCTORS  OF  OSTEOPATHY 

Public  Law  768  gives  statutory  sanction  for  com- 
missioning doctors  of  osteopathy  in  Medical  Corps 
of  Army,  Navy  and  Air  Force.  DO’s  are  now  quali- 
fied for  appointment  in  all  Federal  medical  branches. 


Public  1 lealth  Service  and  Veterans  Administration 
having  been  authorized  previously  to  engage  and 
utilize  them  on  same  basis  as  m.d.’s.  This  act  is  per- 
missive; armed  forces  are  under  no  compulsion  to 
commission  doctors  of  osteopathy. 

MEDICAL-DENTAL  CAREER  INCENTIVES  IN  ARMED 
SERVICES 

Public  Layv  497  was  enacted  at  urgent  request  of 
the  Administration  to  help  stem  resignations  from 
Medical  and  Dental  Corps,  strengthen  procurement 
of  doctors  for  career  duty  and  induce  more  2 year 
Reservists  to  volunteer  for  extended  service  or 
apply  for  transfer  to  the  Regulars.  Act  increases 
constructive  service  credit  so  as  to  hasten  promotion 
and,  of  more  immediate  interest,  raises  the  special 
pay'  of  medical  and  dental  officers  by'  $50  to  $150 
monthly,  depending  on  the  length  of  active  duty. 

I R AINEESHIPS,  HILL-BURTON  EXTENSION  AND 
MENTAL  HEALTH 

Public  Law'  91 1 is  a one-package  affair  inaugu- 
rating Federal  traineeships  in  public  health,  graduate 
nursing  and  practical  nursing;  giving  Hill-Burton 
hospital  construction  law  two  more  years  of  life, 
until  June,  1959,  and  broadening  Public  Health 
Service  authority  to  support  mental  health  projects, 
demonstrations  and  experiments.  Fast  progress  is 
being  made  toward  implementation  of  traineeship 
provisions  so  that  first  money  allocations  to  states, 
public  and  nonprofit  institutions  and  individuals 
may  be  awarded  this  fall. 

PERIODIC  AND  SPECIAL  SURVEYS  OF  ILLNESS 

Public  Law  652  directs  Public  Health  Service  to 
conduct  continuing  surveys  of  disease  and  injury 
incidence,  also  special  studies.  Projects  will  be 
undertaken  w ith  close  cooperation  and  participation 
of  Census  Bureau.  Potential  results  of  these  investi- 
gations are  of  incalculable  significance.  Findings  can 
influence  size  and  direction  of  governmental  and 
private  support  of  research;  medical  education; 
public  health  administration,  and  Capital’s  future 
role  in  medico-economic  affairs.  PHS  Division  of 
Public  Health  Methods,  headed  by-  George  St.  |. 
Perrott,  who  directed  the  made-work  sickness  sur- 
vey of  1936,  is  in  charge  of  the  program. 
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NATIONAL  LIBRARY  OF  .MEDICINE 

Public  Law  941  takes  the  Armed  Forces  Medical 
Library  from  Department  of  Defense,  reconstitutes 
ALML  as  the  National  Library  of  Medicine  and 
authorizes  erection  of  a new  building  to  replace  the 
creaky,  congested  19th  century  structure  which 
houses  the  world’s  greatest  medical  collections. 
Chicago  made  such  a stubborn  bid  for  new  NLM 
that  it  was  necessary,  to  assure  bill’s  passage,  to  effect 
a compromise  whereby  its  location  will  be  decided 
by  17  member  board  of  regents  (original  plan  was 
to  erect  building  on  grounds  of  National  Institutes 
of  Health  in  suburban  Bethesda,  Maryland).  Board 
will  be  composed  of  seven  ex  officio  Federal  officials 
and  10  citizens  appointed  by  the  President.  Congress 
granted  $350,000  to  plan  and  draw  up  specifications 
for  NLM. 

NARCOTIC  CONTROL  ACT  OF  1 956 

Public  Law  728  amends  Internal  Revenue  Code, 
Narcotic  Drugs  Import  and  Export  Act  and  other 
U.  S.  laws  to  increase  penalties  for  illegal  possession, 
transportation  and  sale  of  narcotics  and  marihuana. 

WATER  POLLUTION  CONTROL  ACT  AMENDMENTS  OF 
1956 

Public  Law  660  goes  further  than  President 
Eisenhow  er  had  recommended  by  providing  Federal 
grants  to  localities  to  help  finance  municipal  sew  age 
treatment  works.  In  accord  with  Administration’s 
w ishes,  it  strengthens  Water  Pollution  Control  Act 
of  1948  by  authorizing  program  grants  to  States, 
expansion  of  research  and  Federal  enforcement  on 
interstate  streams.  Shortly  before  adjournment, 
Congress  appropriated  $53  million  to  execute  new 
program,  under  direction  of  USPHS. 

MEDICAL  BENEFITS  IN  U.  S.  FOREIGN  SERVICE 

Public  Law  828  grants  additional  medical  expense 
protection  to  U.  S.  Foreign  Service  employees  and 
their  dependents  stationed  abroad.  Main  changes 
affect  dependents,  giving  them  full  medical  and  hos- 
pital expense  coverage  up  to  125  days  treatment 
(with  a $35  deductible)  and  authorizing  Federal 
payment  for  costs  of  necessary  medical  travel  by 
dependents  as  w ell  as  employees.  For  eligible  em- 
ployees, treatment  of  illness  or  injury  occurring 
overseas  will  be  paid  for  by  the  government  in  full, 
with  no  restrictions  relating  to  diagnosis  or  dura- 
tion, except  that  care  for  conditions  resulting  from 
“vicious  habits,  intemperance  or  misconduct”  will 
not  be  a Federal  responsibility. 


NATIONAL  INSTITUTE  OF  DEN  I AL  RESEARCH 

Public  Law'  732  amends  a 1948  law  which  author- 
ized construction  of  a $2  million  building  for  Na- 
tional Institute  of  Dental  Research,  which  is  a 
component  of  National  Institutes  of  Health.  Under 
this  amendment,  up  to  $4  million  may  be  spent  for 
this  project,  and  $200,000  was  appropriated  for 
architectural  planning  and  design. 

ALASKAN  MENTAL  HEALTH 

Public  Law7  830  is  for  the  purpose  of  “vesting  in 
the  Territory  of  Alaska  authority  comparable  in 
scope  to  that  of  the  States  and  other  Territories  of 
the  United  States  in  the  field  of  mental  health.”  It 
provides  funds  to  help  Alaska  plan  for  hospitaliza- 
tion of  its  own  mentally  ill  (instead  of  sending 
patients  to  the  mainland)  and  for  hospital  construc- 
tion, w'ith  a million-acre  land  grant  included. 

DONABLE  PROPERTY  FOR  CIVIL  DEFENSE 

Public  Law7  655  makes  public  and  nonpofit,  tax 
exempt  institutions  and  agencies  engaged  in  civil 
defense  activities  eligible  for  receipt  of  Federal  sur- 
plus property  on  essentially  the  same  basis  as  pub- 
lic health,  hospital  and  educational  institutions. 
Department  of  Health,  Education  and  Welfare  and 
Federal  Civil  Defense  Administration  will  collabo- 
rate in  administration.  Size  of  program  may  be 
gauged  by  fact  that  in  April-June  quarter  of  this 
year  alone,  more  than  $55  million  in  donable  sup- 
plies, equipment  and  real  property  was  distributed 
among  the  States  by  Department  of  HEW. 

1958  WORLD  HEALTH  ASSEMBLY  IN  U.  S. 

Public  Law  832  is  preparatory  to  holding  of  the 
11th  Assembly  of  World  Health  Organization  in 
this  country  in  1958,  10th  anniversary  year  of  WHO 
constitution.  The  law  authorizes  Congressional  ap- 
propriation of  $400,000  to  defray  additional  cost  of 
holding  meeting  aw  ay  from  WHO  headquarters  in 
Geneva. 

PERSONNEL,  TAX  RELIEF  AND  MISCELLANY 

Public  Law  492  gives  commissioned  personnel  in 
LT.  S.  Public  Health  Service  status  comparable  with 
that  of  members  of  Army,  Navy  and  Air  Force 
medical  departments. 

Public  Law  854  provides  for  salary  increases  to 
Surgeon  General  and  next  four  ranking  officers  of 
USPHS;  Special  Assistant  (Health  and  Medical)  to 
Secretary  of  HEW;  Assistant  Secretary  Defense 
(Health  and  Medical);  Chief  Medical  Director  of 
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Veterans  Administration,  his  deputy  and  assistant 
chiefs,  and  the  so-called  “super  grade”  medical  and 
biological  scientists  in  USPHS  and  other  Federal 
agencies. 

Public  Law  1022  adds  qualified  medical  research 
organizations  to  list  of  institutions  for  gifts  to 
w hich  individuals  may  take  deductions  up  to  30 
per  cent  of  adjusted  gross  income. 

Public  Law  41 1 extends  duration  of  financial 
assistance  to  the  States  for  procurement  of  polio- 
myelitis vaccine. 

Statement  by  the  President  on  Signing  the 
Social  Security  Bill 

Following  is  the  complete  text  of  a statement 
issued  by  President  Eisenhower  August  1 when  he 
announced  he  had  signed  the  social  security  hill, 
HR7225: 

“I  have  today  signed  HR7225,  the  Social  Security 
Amendments  of  1956.  1 he  new  law  embraces  a wide 
range  of  changes  in  old  age  and  survivors  insurance, 
the  public  assistance  programs,  and  child  welfare 
services. 

“This  Administration’s  strong  support  of  the 
social  security  program  was  demonstrated  by  the 
broad  expansion  and  improvements  enacted  in  1954 
at  my  recommendation.  I he  1954  Amendments, 
which  extended  coverage  of  the  program  to  milions 
of  additional  persons  and  included  higher  benefits 
for  all  who  were  then  or  who  would  become  bene- 
ficiaries, have  had  a major  impact  in  bringing  greater 
security  to  our  people. 

“The  new  law  also  contains  certain  major  pro- 
visions which  were  recommended  by  the  Adminis- 
tration. It  extends  social  security  coverage  to  about 
600,000  additional  farm  owners  or  operators  and 
about  225,000  self  employed  lawyers,  dentists,  and 
others. 

“It  provides  for  increased  Federal  funds  to  en- 
courage better  medical  care  for  the  needy  aged, 
blind,  disabled,  and  dependent  children.  I his  will 
help  meet  a critical  problem  for  these  groups. 

“Another  Administration  proposal  placed  in- 
creased emphasis,  in  public  assistance  programs,  on 
services  to  help  more  needy  people  build  toward 
independence.  The  law  initiates  new  programs  of 
grants  to  train  more  skilled  social  workers  and  to 
support  research  in  w ays  of  helping  people  over- 
come dependency.  Another  Administration  pro- 


posal w ill  increase  funds  for  child  w elfare  services. 

“ 1 he  law  also  includes  provisions  about  which 
the  Administration  had  serious  reservations  in  their 
initial  form;  these  provisions  were  modified  and  im- 
proved before  their  final  enactment  and  now  meet, 
in  part,  some  of  the  Administration’s  objections. 

“ I he  original  proposal  to  lower  the  retirement 
age  for  all  women  was  changed  to  provide  that  em- 
ployed women  and  wives  may  accept  reduced  bene- 
fits at  an  earlier  age  or  obtain  full  benefits  at  age 
65.  I am  hopeful  that  this  provision  will  now  have 
no  adverse  effect  on  employment  opportunities  for 
older  women.  The  law  allows  full  benefits  at  age  62 
for  widows  because  of  their  special  needs. 

“Congress  also  modified  somewhat  the  original 
proposal  to  provide  disability  benefits  at  age  50  or 
above.  A separate  trust  fund  was  established  for  the 
disability  program  in  an  effort  to  minimize  the 
effects  of  the  special  problems  in  this  field  on  the 
other  parts  of  the  program— retirement  and  sur- 
vivors' protection.  We  will,  of  course,  endeavor  to 
administer  the  disability  provisions  efficiently  and 
effectively,  in  cooperation  with  the  States.  I also 
pledge  increasing  emphasis  on  efforts  to  helD  re- 
habilitate the  disabled  so  that  they  may  return  to 
useful  employment. 

“The  original  proposal  would  have  imposed  a 25 
per  cent  increase  in  social  security  taxes  on  every- 
one covered  by  the  system.  I am  pleased  that  the 
tax  increase  has  now  been  cut  in  half.  Our  actuaries 
report  that  while  they  cannot  estimate  costs  of  the 
disability  program  with  certainty,  the  tax  increase 
should  be  adequate  to  finance  the  benefits,  assuming 
effective  administration. 

“Although  there  were  differences  of  opinion  over 
separate  provisions,  the  final  legislation  was  ap- 
proved overwhelmingly  by  Congress.  In  signing  this 
legislation,  I am  hopeful  that  this  new  law,  on  the 
w hole,  will  advance  the  economic  security  of  the 
American  people.” 

Cabinet  Status  to  be  Asked  for  U.  S.  Civil 
Defense  Agency 

The  next  Congress  will  be  asked  to  pass  legisla- 
tion creating  a cabinet  rank  Department  of  Civil 
Defense,  and  to  make  drastic  changes  in  the  entire 
national  civil  defense  concept.  Recommendations 
appeared  in  a report  by  the  Holifield  House  subcom- 
mittee, following  a year’s  study.  The  report  was 
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published  just  at  the  end  of  the  84th  Congress,  and 
no  attempt  was  made  to  get  action.  The  proposed 
department  would  merge  civil  defense  work  of  the 
Federal  Civil  Defense  Administration  and  the  Office 
of  Defense  Mobilization.  Other  points  in  the  report: 

1.  Neither  the  ODM  nor  FCDA  has  fully  grasped 
the  technical,  economic  or  administrative  require- 
ments of  civil  defense.  Their  reliance  on  evacuation 
is  “weak,  ineffective  and  dangerously  shortsighted.” 
Fhe  committee  instead  called  for  a national  program 
of  shelter  building,  financed  largely  by  the  federal 
government. 

2.  Industrial  dispersal  has  “little  promise”  because 
of  powerful  budgetary  obstacles  and  “sporadic  and 
limited  efforts  of  the  federal  government  in  pro- 
moting dispersal.” 

3.  Unless  a strong  national  civilian  program  is 
developed,  the  military  will  expand  its  civil  defense 
role  at  the  expense  of  civilian  authorities.  The  sub- 
committee urges  the  Secretary  of  Defense,  in  con- 
sultation with  FCDA,  to  set  up  an  effective  program 
to  train  active  and  reserve  personnel  in  civil  defense 
duties. 

4.  “Enormous  duplication  of  paperwork”  is  result- 
ing from  the  so-called  “survival  plan”  studies  now 
being  conducted  in  25  cities  and  they  should  be 
abandoned.  Furthermore,  FCDA  is  investing  $20 
million  in  the  two  year  projects,  the  subcommittee 
says,  as  a means  of  evading  the  legislative  ban  on 
federal  contributions  to  pav  administrative  expense 
of  State  and  local  civil  defense  organizations. 

HEW  is  Adding  to  its  Many  Advisory 
Groups 

With  hundreds  of  citizens  serving  on  its  scores 
of  advisory  councils,  committees,  boards  and  study 
sections,  Department  of  Health,  Education  and  Wel- 
fare is  in  process  of  creating  more  of  these  groups. 
One  is  required  to  advise  on  the  new  public  health 
traineeships  and  another  on  traineeships  in  graduate 
nursing,  according  to  provisions  of  S3958.  Appoint- 
ments are  scheduled  to  be  made  within  a few  weeks. 

With  exception  of  Office  of  Education,  all  bureaus 
of  Department  of  HEW  have  one  or  more  advisory 
groups  in  medical  spheres  of  activity.  Food  and  Drug 
Administration  utilizes  pediatricians,  radiologists, 
allergists  and  other  specialists.  Office  of  Vocational 
Rehabilitation  has  its  council  to  advise  on  project 
grants;  Social  Security  Administration,  a committee 
of  experts  on  disability  freeze  provisions. 


Refresher  Course  Expenses  Deductible 

The  U.  S.  Internal  Revenue  Service  has  just  issued 
a regulation  which  is  important  to  physicians. 
Efforts  over  a long  period  of  time  by  the  AMA  Law 
Department  to  get  the  Internal  Revenue  Sendee  to 
issue  a regulation  permitting  physicians  to  deduct 
their  expenditures  in  taking  postgraduate  “refresh- 
er” courses  have  finally  paid  off. 

I he  regulation,  effective  on  August  9,  provides 
that  expenditures  for  education  are  deductible  if 
they  are  for  a “refresher”  or  similar  type  of  course 
taken  to  maintain  the  skills  directly  and  immediately 
required  by  the  physician  in  his  employment  or 
business.  An  educational  course  to  be  covered  should 
be  designed  for  established  medical  practitioners  to 
help  them  keep  abreast  of  current  developments  in 
the  profession;  it  should  be  of  short  duration;  it 
should  not  be  taken  on  a continuing  basis,  and  should 
not  carry  academic  credit.  Education  designed  to 
prepare  the  practitioner  to  enter  a specialty  will  not 
be  acceptable. 

When  a physician  travels  away  from  home  pri- 
marily to  obtain  “refresher”  education,  his  expendi- 
tures for  travel,  meals,  and  lodging  while  away  from 
home  are  deductible.  However,  expenses  for  per- 
sonal activities  such  as  sightseeing,  social  visiting  or 
entertaining,  or  other  recreation  will  not  be  allowed. 

FTC  Continues  its  Investigation  of 
Antibiotic  Costs 

The  Federal  Trade  Commission’s  study  of  anti- 
biotics production  has  entered  a new  phase.  Pharma- 
ceutical manufacturers  have  been  sent  a question- 
naire requesting  information  for  the  years  1948 
through  1955  on  production  and  sales,  prices  for 
each  of  the  principal  dosage  forms  of  antibiotics  as 
well  as  bulk  prices,  manufacturers’  schedules  of 
discounts,  allowances  and  other  conditions  of  sale, 
and  a listing  of  all  patents  involving  the  manufac- 
ture of  the  particular  drug.  The  ETC  is  concerned 
about  what  it  calls  “the  high  cost  to  the  consumer” 
of  antibiotics.  However,  the  commission  emphasizes 
that  the  public  is  also  vitally  concerned  with  con- 
tinuation of  incentives  for  the  discovery  and  devel- 
opment of  antibiotics  “under  the  private  enterprise 
system.”  Earlier  the  FTC  had  conferred  with  medi- 
cal and  industry  representatives  to  map  the  course  of 
its  investigation.  Dr.  Quincy  Adams,  associate  chief 
of  the  FTC’s  division  of  economic  evidence  and  re- 
ports, is  in  charge  of  the  study. 


September,  1956 


NEWS  FROM  WASHINGTON 


73^ 

VA  to  Make  Study  on  Mental  Health 
Treatment 

A four-to-five-year  evaluation  of  procedures  in- 
volved in  the  treatment  of  mentally  disturbed  patients 
will  he  started  shortly  by  Veterans  Administration, 
with  1 2 VA  hospitals  cooperating  in  the  effort. 
There  are  three  objectives,  (a)  to  determine  the 
relative  effectiveness  of  different  techniques,  such  as 
drugs,  electroshock  and  group,  individual  and  other 
forms  of  psychotherapy,  (b)  to  evaluate  the  effec- 
tiveness of  varied  hospital  designs,  staffing  patterns 
and  program  emphasis,  and  (c)  to  reach  valid  esti- 
mates of  relative  costs  of  the  various  factors  in 
effective  treatment  programs.  The  study  will  be  in 
overall  charge  of  Dr.  Richard  L.  Jenkins  of  Mt. 
Alto  VA  hospital  in  Washington,  D.  C.  Hospitals 
participating  are  located  at  Brockton,  Massachusetts; 
Fort  Lyons,  Colorado;  Jefferson  Barracks,  Missouri; 
Lyons,  N.  J.;  Montrose,  N.  Y.;  Palo  Alto,  California; 
Roanoke,  Virginia;  St.  Cloud,  Minnesota;  Salisbury, 
N.  C.;  Salt  Lake  City,  Utah;  Topeka,  Kansas;  and 
Marian,  Indiana. 

Hill-Burton  Year-Old  Program  Moving 
Fast 

After  a slow  start,  the  new  part  of  Hill-Burton 
hospital  expansion  program  is  gaining  strong 
momentum.  Two  years  ago  Congress  amended  H-B 
Act  to  extend  Federal  grants  for  nonprofit  nursing 
homes,  diagnostic  and  treatment  centers  and  rehabil- 
itation facilities,  and  to  stimulate  attention  to 
chronic  disease  beds.  But  it  was  not  until  last  winter 
that  the  first  money  awards  were  made,  delay  being 
due  mainly  to  time  required  for  drafting  regulations. 
As  of  last  June  30,  however,  204  of  these  Part  G 
projects  had  been  approved,  of  which  187  already 
were  under  construction.  Seventy  nine  of  these 
approvals  came  in  month  of  June  alone. 

The  204  Part  G’s  encompass  77  diagnostic  and 
treatment  centers,  43  rehabilitation  facilities,  2,189 
beds  in  nursing  and  convalescent  homes  and  2,261 
beds  for  chronic  patients  in  hospitals.  1 heir  total 
estimated  cost  is  $124,787,498,  with  Federal  contri- 
bution totaling  $28,482,910. 

Hill-Burton  program,  which  is  10  years  old  and 
which  has  just  been  extended  through  June,  1959, 
now  has  3,047  project  approvals  to  its  credit.  1 heir 
aggregate  cost  is  estimated  at  $2.4  billion,  with 
$781.4  million  as  the  Federal  share.  Two  thirds  of 


these  projects  are  in  operation,  representing  93,000 
of  the  135,000  beds  being  added  to  country’s  hos- 
pital resources. 

In  numbers  of  projects  approved  to  date,  leading 
States  are  North  Carolina,  222;  Georgia,  189;  Texas, 

1 36;  South  Carolina,  1 30;  New  York,  109;  California, 
105;  Kentucky,  104,  and  Mississippi,  100.  In  terms 
of  dollars  invested  in  Hill-Burton  enterprises.  New 
York  is  at  the  top  with  $151.1  million.  Other  States 
in  plus-$ioo  million  class  are  Texas,  Pennsylvania, 
Ohio  and  California. 

End  of  GI  ''Bill  of  Rights” 

I he  GI  “bill  of  rights,”  w hose  benefits  ended  July 
25  for  all  but  a few  thousand  veterans,  resulted  in 
the  training  of  7,800,000,  according  to  Veterans  Ad- 
ministration. Of  these,  2,200,000  attended  college, 
about  10  per  cent  of  them  taking  scientific  courses, 
including  medicine. 

Food  and  Drug  Administration  Activities 

Recent  Food  and  Drug  Administration  seizures 
include  two  lots  of  clinical  thermometers  with  in- 
accurate readings  and  an  uncertified  antibiotic  for 
use  in  animal  food.  In  addition,  $146,000  in  drugs 
that  had  deteriorated  or  might  result  in  injury  to 
users  was  removed  from  the  market  by  the  owners. 

f Social  Security  for  Servicemen 

Under  a new  law  all  servicemen  are  placed  under 
social  security  and  increased  payments  arc  provided 
to  dependents  of  men  who  die  while  on  active  duty. 
The  act  also  does  away  with  the  $10,000  free  life 
insurance  set  up  during  the  Korean  war. 

Specialists  in  the  Army 

The  latest  Army  survey  shows  internal  medicine 
accounts  for  the  largest  number  of  specialists  among 
physicians  (reserve  and  regular)  on  active  duty.  Of 
the  681  Army  medical  officers  holding  specialty 
certification,  17  per  cent  are  in  internal  medicine  and 
1 5 per  cent  in  surgery. 

Dr.  Stone  Succeeds  Dr.  Gregg 

Dr.  Harvey  B.  Stone  of  Baltimore,  surgeon,  has 
replaced  Dr.  Allan  Gregg  on  the  National  Advisory 
Committee  to  the  Selective  Service  System,  which 
also  serves  as  the  Health  Resources  Advisory  Com- 
mittee to  the  Office  of  Defense  Mobilization.  Dr. 
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Gregg’s  reason  for  resigning  is  many  other  pressing 
duties. 

Army  and  Air  Force  Women  Get  New 
Appointment 

President  Eisenhower  has  signed  into  law  a bill 
authorizing  appointment  of  Army  or  Air  Force 
women  reserve  officers  as  nurses  or  women  medical 
specialists  in  the  Army  or  Air  National  Guard.  The 
law  is  aimed  at  strengthening  the  hospital  units  of 
the  Army  or  Air  National  Guard. 

New  Surgeon  General 

The  new  Surgeon  General  of  the  PHS  is  Dr. 
Leroy  E.  Burney,  a career  officer  in  the  commis- 
sioned corps  and  for  io  years  commissioner  of  health 
for  the  State  of  Indiana.  Until  his  nomination  bv  the 
President  he  was  deputy  chief  of  the  PHS  Bureau 
of  State  Services.  Dr.  Burney  received  his  medical 
degree  from  Indiana  University. 

Salk  Vaccine 

The  federal  government  withdrew  from  the  allo- 
cation of  the  Salk  poliomyelitis  vaccine  just  15 
months  after  the  first  release  of  the  vaccine,  but 
federal  grants  to  States  to  help  finance  inoculation 
programs  continue. 

Blood  Bank 

In  preparation  for  a national  blood  bank  direc- 
tory, the  Joint  Blood  Council  with  headquarters  in 
Washington  launched  a nation-wide  survey  Septem- 
ber 1 of  all  blood  banks. 


Study  of  1956  State  Medical  Association 
Dues 

The  Michigan  State  Medical  Society  recently  sur- 
veyed each  of  the  49  constituent  state  medical  asso- 
ciations (District  of  Columbia  and  48  States)  on 
current  State  dues. 

The  study  showed  that  the  average  American 
physician  pays  between  $50  and  $60  per  year  State 
association  dues.  His  county  society  dues  range  from 
$20  to  $70  per  year  depending  upon  whether  the 
county  or  component  society  maintains  an  executive 
office. 

Detailed  information  on  the  study  may  be  ob- 
tained from  Rowland  Kennedy,  executive  secretary 


of  the  Mississippi  State  Medical  Association,  or 
William  J.  Burns,  executive  director  of  the  Michigan 
State  Medical  Association. 

First  Meeting  of  U.  S.  Committee  of 
World  Medical  Association 

The  first  meeting  of  members  of  the  United  States 
Committee  of  The  World  Medical  Association,  held 
in  Chicago,  June  13,  was  an  outstanding  success. 
And,  if  the  clearly  expressed  wishes  of  the  more  than 
125  members  who  participated  in  this  initial  con- 
clave are  carried  out,  this  meeting  should  prove 
portentous  for  the  future  of  the  U.  S.  Committee 
and  its  service  to  W.M.A. 

Dr.  Austin  Smith,  president  of  the  U.  S.  Com- 
mittee, presided  during  the  session,  which  imme- 
diately preceded  a magnificent  reception  generously 
tendered  to  members  of  the  Committee  by  Mr. 
Alfred  N.  Steele,  chairman  of  the  Board  and  chief 
executive  officer  of  the  Pepsi  Cola  Company  and  a 
member  of  the  Board  of  Directors  of  the  U.  S.  Com- 
mittee of  W.M.A. 

The  members  attending  this  meeting  evinced  a 
lively  interest  in  the  activities  of  the  U.  S.  Com- 
mittee, a keen  desire  to  become  better  informed, 
and  a heartening  determination  not  only  to  partici- 
pate more  actively  in  the  Committee’s  work,  but 
also  to  enlist  more  of  their  American  colleagues  in 
the  Committee's  membership. 

In  discussing  the  future  plans  of  the  U.  S.  Com- 
mittee, Dr.  Bauer  pointed  out  that  a greatly  enlarged 
membership  program  is  being  developed  by  the 
Board  of  Directors  designed  to  accomplish  the  very 
objectives  that  were  recommended  by  the  members 
who  took  part  in  this  meeting.  As  a first  step,  a 
questionnaire  has  been  distributed  to  all  members  of 
the  Committee  asking  them  to  indicate  their  county 
medical  society  affiliation  and  to  signify  various 
ways  in  which  they  personally  would  like  to  pro- 
mote or  participate  in  Committee  activities.  Dr. 
Bauer  urged  any  who  have  not  returned  these  ques- 
tionnaires to  do  so. 

Apart  from  contemplated  plans  for  more  fre- 
quent liaison  between  the  Committee  and  its  indi- 
vidual members  and  the  development  of  local  units 
of  Committee  organization,  it  was  suggested  that  a 
more  formal  meeting  be  held  at  the  time  of  the  1957 
Annual  Meeting  of  AMA,  with  sufficient  time  pro- 
vided to  permit  a detailed  review  and  discussion  of 
the  Committee’s  program  of  service. 
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THE  SURGICAL-MEDICAL 
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GUARD  YOUR  HEALTH 
TODAY 

FOR  GOOD  HEALTH 
tomorrow 


Exhibits  of  this  type  are  being  displayed  at  16  Connecticut 


fairs  by  local  committees  of  the  Woman’s  Auxiliary. 


Designed  to  inform  people  about  the  value  of  health 
examinations  and  health  plan  membership,  each  exhibit 
contains  educational  leaflets  available  to  fair  patrons. 

The  project  is  sponsored  by  the  Society’s  Committee  on 
Rural  Health,  the  Public  Relations  Committee  and  Con- 
necticut Medical  Service. 
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COMMITTEE  ON  PUBLIC  RELATIONS 


William  G.  IT  Dobbs,  Torrington 
Chairman 

Harold  A.  Bergendahl,  Norwich 
James  C.  Canniff,  Torrington 


D.  Olan  Meeker,  Riverside 
Harry  C.  Knight,  Middletown 
Stewart  P.  Seigle,  Hartford 


James  F.  Jones,  Danielson 
James  H.  Root,  Jr.,  Waterbury 
William  A.  Richardson,  Noroton 
Associate  Member 


Health  Exhibits  Being  Displayed  at  Sixteen 
Connecticut  Fairs 

Exhibits  concerning  the  value  of  health  examina- 
tions and  continuing  family-physician  relationships 
are  being  displayed  at  sixteen  country  fairs  in  Con- 
necticut by  the  Society’s  Committee  on  Rural 
Health  and  the  Woman’s  Auxiliary.  The  exhibits 
were  designed  in  cooperation  with  Connecticut 
.Medical  Service  and  contain  a message  concerning 
the  importance  of  health  protection  through  mem- 
bership in  the  plan. 

Mrs.  Dewey  Katz,  Hartford,  chairman  of  the 
Auxiliary’s  Public  Relations  Committee,  is  in  charge 
of  the  field  operation  of  the  project.  Local  com- 
mittees of  the  Auxiliary  have  been  organized  in  the 
several  counties  to  manage  the  exhibits  and  to  pro- 
vide for  distribution  of  health  education  leaflets  to 
fairgoers. 

The  exhibits  were  displayed  at  the  following  early 
fairs;  New  Haven  County  -pH,  North  Haven, 
August  io,  1 1 and  12;  Fairfield  County  -pH,  Wilton, 
August  17  and  18;  Middlesex  County  .pH,  Durham, 
August  17,  18  and  19;  Harmony  Grange,  Monroe, 
August  24  and  25;  Brooklyn,  August  24,  25  and  26; 
Wethersfield,  August  30  and  31;  Goshen,  September 
1,  2 and  3;  North  Haven,  September  6,  7,  8 and  9; 
Bethlehem,  September  8 and  9;  Echo  Grange,  Mans- 
field, September  8;  Guilford,  September  21  and  22. 

Other  fairs  scheduled  for  exhibits  include:  Dur- 
ham, September  28,  29  and  30;  Stafford,  Stafford 
Springs,  October  4,  5,  6 and  7;  Berlin,  October  5, 
6 and  7;  Glastonbury,  October  13;  and  Riverton, 
October  13  and  14. 

Connecticut  TV  Committee  for  Health 
Education  Announces  New  Series 
of  Telecasts 

The  Connecticut  Television  Committee  for 
Health  Education  recently  announced  a new  13 


week  series  of  health  education  programs  to  be  tele- 
cast from  the  studios  of  WKNB-TV,  Channel  30, 
New  Britain. 

It  was  also  announced  that  the  new  series,  to  be 
titled  Stay  Well,  will  be  produced  in  addition  to 
the  current  "Accent  on  Living  Series”  now  tele- 
cast through  the  facilities  of  WGTH-TV,  Channel 
18,  Hartford.  The  committee,  now  in  its  third  year 
of  operation,  comprises  representatives  from  18 
principal  statewide  health  organizations  and  four 
television  stations.  I he  committee  w as  organized  to 
piovide  television  audiences  with  continuing  pro- 
gums  of  authentic  health  information.  All  programs 
aie  presented  as  a public  service  by  the  television 
stations. 

National  Science  News  Survey  Announced 

A $70,000  national  survey  to  determine  the  type 
of  science  news  the  public  likes  to  read  in  news- 
papers and  magazines,  hear  on  radio  and  see  on  tele- 
vision w ill  be  initiated  next  February. 

In  announcing  the  survey,  Roland  R.  Berg,  presi- 
dent of  the  National  Association  of  Science  Writers, 
pointed  out  that  both  editors  and  w riters  have  long- 
felt  a need  for  a better  evaluation  of  public  likes  and 
dislikes  in  connection  with  scientific  information. 

The  survey  will  be  administered  by  New  York 
University  under  a grant  from  the  Rockefeller 
Foundation  and  field  work  w ill  be  conducted  by  the 
Science  Reserve  Center  of  the  University  of  Michi- 
gan. 

The  questionnaire  to  be  used  will  be  a revision  of 
one  used  in  a pilot  study  last  year  with  a sample  of 
200  people.  That  survey  showed  a very  high  public- 
acceptance  of  news  concerning  medical  science.  The 
size  of  the  sample  for  the  new  survey  will  be  in- 
creased to  about  2,000  people  and  the  final  report 
is  scheduled  for  January,  1958. 


September,  1956 


742 


PUHL1C  RELATIONS 


0 


Medical  Society  Executives  Attend  AMA 
Public  Relations  Institute 

I he  1956  Public  Relations  Institute  sponsored  by 
the  American  Medical  Association  was  attended  by 
more  than  300  medical  society  executives  and  public 
relations  chairmen  August  29-30  in  Chicago. 

1 he  two  day  session  included  talks  and  panel  dis- 
cussions on  science  fairs,  legislation,  membership 
indoctrination,  tested  public  relations  activities  and 
plans  for  the  coming  year.  A half  day  was  devoted 
to  a radio-television  workshop  on  local  program 
planning. 

A variety  of  AMA  exhibits  for  use  of  state  and 
county  medical  societies  were  on  display  and  several 
new  films  were  shown  which  also  will  be  made 
available  to  local  associations. 

New  Film  on  Auto  Crash  Injuries 

A 15  minute  motion  picture  on  the  part  being 
played  by  the  medical  profession  in  the  prevention 
of  auto  crash  injuries  has  been  released  jointly  by 
the  American  Medical  Association  and  the  Ford 
Motor  Company. 

Entitled  “On  Impact,”  the  film  is  based  on  scien- 
tific information  about  auto  injuries  presented  at 
the  AMA’s  Annual  Meeting  last  June.  Participants 
include  Dr.  Fletcher  D.  Woodward  of  the  Univer- 
sity of  Virginia  School  of  Medicine  and  chairman 
of  AMA’s  Committee  on  Medical  Aspects  of  Auto- 
mobile Injuries  and  Death  and  John  O.  Moore, 
director  of  Automotive  Crash  Injury  Research,  of 
Cornell  University  Medical  College. 

One  interesting  sequence  in  the  motion  picture 
shows  how  design  engineers  run  test  accidents  to 
see  what  the  impact  does  to  dummy  occupants. 

Prints  of  “On  Impact”  are  being  sent  to  all  tele- 
vision stations  in  the  United  States  for  possible  use 
on  public  service  time.  In  addition,  the  feature  can 
be  booked  from  the  AMA’s  Film  Library  by  county 
and  state  medical  societies  and  their  auxiliaries  for 
showing  at  meetings  or  to  the  general  public. 


Sears  Foundation  Announces  Loans 

Assistance  in  establishing  1 1 new  medical  prac- 
tices through  13  loans  to  physicians  was  announced 
in  July  by  the  Sears-Roebuck  Foundation. 

I he  loans,  ranging  from  $3,000  to  $15,000,  were 
made  under  the  Foundation’s  recently  established 
Plan  of  Assistance,  and  totalled  $71,500.  This  brings 
to  $172,500  the  total  granted  since  the  plan  began 
in  1955.  I hirty  one  physicians  in  17  States  have  re- 
ceived grants. 

1 he  new  loans  go  to  physicians  in  Georgia,  South 
Carolina,  central  Colorado,  southern  Michigan, 
Oregon,  South  Dakota,  northern  Minnesota,  the 
Rio  Grande  valley  of  Texas,  and  a suburban  area  of 
N ew  Haven,  Connecticut. 

T he  Sears  Foundation  made  the  first  $125,000 
grant  available  for  loan  purposes  in  1955,  in  a revol- 
ving assistance  fund.  The  Foundation  makes  annual 
grants  to  the  fund,  and  money  repaid  by  the  physi- 
cians is  returned  to  the  fund  for  further  loans. 

So  far  most  of  the  loans  have  gone  to  doctors  just 
opening  practices  in  critical  areas,  and  established 
physicians  in  rural  areas  where  medical  facilities 
must  be  expanded  to  provide  adequate  care.  The 
loans  are  granted  only*  after  all  local  efforts  to  finance 
medical  practice  have  been  exhausted. 

The  Plan’s  purpose  is  to  help  physicians  to  supple- 
ment this  personal  and  local  financing  when  it  is 
insufficient,  especially  in  areas  with  inadequate 
medical  care.  The  Foundation  administers  the  plan, 
while  screening  and  selection  of  applicants  is  done 
by  a 17  member  advisory  board  of  physicians,  nom- 
inated by  the  Board  of  Trustees  of  the  American 
Medical  Association. 

Theodore  V.  Houser,  president  of  the  Founda- 
tion, announced  that  applications  are  being  received 
for  loans  from  an  approximate  $Xo,ooo  available  for 
the  last  half  of  1956.  Applications  received  prior  to 
October  1 will  be  processed  and  final  determination 
made  by  December  15. 
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Social  Security  in  The  Netherlands 

The  medical  profession  in  The  Netherlands  be- 
lieves that  social  security  is  necessary  from  the  point 
of  view  of  the  general  health  of  those  who  are  un- 
able to  carry  the  financial  risks  themselves.  Since 
1954,  however,  the  Netherlands  Medical  Association 
has  become  convinced  that  the  increased  cost  of  the 
medical,  pharmaceutical  and  hospitalization  phases 
of  treatment  has  made  the  individual’s  burden  for 
the  cost  of  illness  for  the  greater  part  of  the  popu- 
lation still  harder  to  bear.  The  Medical  Association 
therefore  agreed  to  raise  the  salary  limit  to  which 
people  are  allowed  to  become  members  of  the 
mutuals  (the  social  security  system).  Compulsory 
inclusion  in  social  security  now  comprises  all  people 
with  salaries  up  to  f. 6,000.  Voluntary  inclusion 
covers  all  nonsalaried  people  whose  income  does  not 
exceed  f.6,000.  By  this  law,  80  per  cent  of  the  popu- 
lation have  become  members  of  the  mutuals  and  in 
some  industrial  districts  this  reaches  100  per  cent. 

The  mutuals  and  the  physicians  have  reached  the 
following  agreement  for  physicians’  fees: 

a.  f.  10.20  for  each  insured  person  enrolled  on  his 
list  up  to  2,000  members  as  a maximum; 

b.  f.7.50  for  each  insured  person  enrolled  on  his 
list  above  the  2,000  mentioned  above. 

It  will  depend  upon  a doctor’s  energy,  capacities 
and  ambitions  whether  he  will  have  a complimentary 
income  from  private  practice,  obstetrics,  medical 
examinations,  etc.  The  calculation  of  the  fees,  how- 
ever, is  based  on  the  reasoning  that  general  practi- 
tioner, having  no  possibility  of  obtaining  other  than 
insured  patients,  must  have  a reasonable  income  from 
a normal  practice. 

I xccrpts  from  World  Medical  journal,  July,  1956 

New  Hospital  in  Peru 

On  July  24  a Central  Employees’  Hospital  was 
opened  in  Lima,  Peru.  This  is  said  to  be  among  the 
best  equipped  medical  institutions  in  the  world. 
Erected  at  a cost  of  $17,000,000,  its  facilities  will  be 
available  to  75,000  workers  who  contribute  to  the 
National  Social  Security  Fund.  The  project  was 
financed  by  this  insurance  fund  to  which  employees 


pay  1.5  per  cent  of  their  salaries,  employers,  3 per 
cent,  and  the  Government,  0.5  per  cent.  The  hos- 
pital will  accommodate  850  patients  as  well  as  an 
average  of  1,200  outpatients  daily. 

The  U.  S.  Public  Health  Ser  vice  acted  as  consult- 
ant to  the  Peruvian  Government  on  the  project. 
Almost  all  of  the  equipment,  w hich  cost  approxi- 
mately $3,300,000,  was  imported  from  the  United 
States.  A staff  of  100  physicians,  400  nurses,  and 
1,500  other  persons  will  be  required  to  run  the  hos- 
pital. 

Medical  Problems  in  the  General  Press  in 
Germany 

As  in  the  United  States,  the  German  daily  and 
weekly  publications  carry  information,  more  or  less 
correct,  on  various  aspects  of  medicine.  Much  space 
is  given  to  topic  of  illness,  its  prevention  and  cure, 
and  also  to  the  physician  in  his  role  as  an  authority 
and  a helper  between  life  and  death.  The  German 
medical  profession,  perhaps  not  unlike  the  Ameri- 
can, has  been  watching  these  developments  with 
some  concern.  Intrusion  upon  the  privacy  of  the 
physician  and  his  patient,  the  kindling  of  neuroses, 
the  breeding  of  hypochondriacs,  the  nourishing  of 
false  hopes,  the  arousing  of  the  avidity  of  panel 
patients,  and  the  encouraging  of  self  medication 
appear  to  the  physician  to  be  the  tendency. 

The  general  public  is  showing  a desire  for  the 
open  discussion  of  scientific  questions.  An  extra- 
ordinary profusion  of  feature  stories  on  medical 
subjects  is  appearing  in  the  press,  first  in  the  week- 
lies and  then  in  the  dailies.  There  seems  to  be  almost 
nothing  the  medical  profession  can  do  to  stem  the 
tide.  It  has  repeatedly  requested  that  journalistic 
limits  in  medical  questions  be  observed  with  a great- 
er feeling  of  responsibility,  but  only  a few'  of  the 
illustrated  periodicals  have  paid  any  attention  to 
these  appeals.  The  same  few  papers  are  the  flagrant 
offenders. 

k'or  the  purpose  of  establishing  cooperation  with 
the  press  the  German  medical  profession  has  set  up 
the  “Press  Offices  of  the  German  Medical  Profes- 
sion” with  main  offices  at  Bonn  and  Cologne  and 
other  offices  in  Hamburg,  Munich  and  Stuttgart. 
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These  press  offices  have  a twofold  mission:  in  the 
general  press  they  are  attempting  to  create  an  under- 
standing of  the  physician’s  point  of  view,  promoting 
a journalistic  sense  of  responsibility  in  medical  mat- 
ters; at  the  same  time,  however,  they  must  give  the 
profession  a better  understanding  of  the  job  of  the 
general  press.  This  is  not  an  easy  task  but  should  be 
possible  of  attainment  if  both  callings  understand 
each  other. 

Excerpts  from  World  Medical  Journal , July,  1956 

Degradation  of  Doctors  in  Hungary 

1 he  attention  of  4 he  World  Medical  Association 
has  been  directed  to  the  degradation  which  has 
become  the  common  lot  of  the  professionally  edu- 
cated person  in  Hungary  who  prior  to  the  current 
government  regime  elected  private  practice  rather 
than  government  employment.  These  doctors,  en- 
gineers and  architects  who  formerly  employed  free 
enterprise  as  a means  of  earning  their  living  are  now 
reduced  to  a status  of  extreme  poverty  and  many 
of  them  arc  literally  starving  to  death. 

A specific  instance,  typical  of  many  reported  by 
first  hand  observers  is  cited  here  as  an  example. 

A doctor,  while  earning  his  living  through  private 
practice,  provided  for  his  old  age  retirement  by 
buying  a modest  home  with  apartments  which  he 
could  rent  and  invested  his  savings  in  insurance  in 
U.  S.  dollars. 

1 he  government  nationalized  all  houses  with 
apartments.  Although  legislation  provides  for  com- 
pensation to  the  original  owner,  the  government 
refuses  to  pay  anything  to  this  doctor  for  his  prop- 
erty. The  insurance  companies  are  also  nationalized 
and  while  insurance  in  U.  S.  dollars  is  continued  and 
the  State  accepted  all  obligations  associated  with  this 
insurance,  it  refuses  to  make  any  payments  to  the 
insured. 

I he  doctor  is  83  years  old,  deaf  and  almost  blind. 
He  is,  therefore,  unable  to  practice  his  profession. 
With  all  his  retirement  resources  nationalized  and 
the  government  refusing  to  reimburse  him  for  his 
house  or  pay  him  his  retirement  benefits,  he  and  his 
74  year  old  wife  arc  assigned  to  live  in  a single  small 
room  built  for  a servant.  Their  only  food  each  day 
consists  of  a lunch  of  soup  and  one  vegetable  which 
is  provided  for  them  at  the  poor  house. 


Unfortunately,  The  World  Medical  Association  is 
powerless  to  bring  pressure  to  bear  for  the  allevia- 
tion of  this  situation  among  the  professional  people 
in  Hungary.  However,  by  reporting  this  condition 
to  the  national  medical  associations,  it  is  to  be  hoped 
that  the  member  associations  will  be  sufficiently 
moved  by  the  inhuman  and  disgraceful  status  of 
colleagues  in  I lungary  to  urge  their  governments  to 
bring  pressure  on  the  Hungarian  government 
through  their  United  Nations  delegations.  Certainly 
situations  of  this  type  are  not  in  accord  with  the 
International  Covenant  on  Human  Rights  nor  does 
it  promote  the  objective  of  The  World  Health 
Organization  toward  “the  attainment  by  all  peoples 
of  the  highest  possible  level  of  health.” 


The  Soul  of  the  Hospital 

It  is  a truism  that  the  quality  of  a hospital  is  deter- 
mined by  its  staff  of  physicians.  Today,  however, 
it  is  easy  to  forget  it.  The  size  and  magnificence  of 
new  buildings,  the  impressive  technical  improve- 
ments in  shiny  equipment,  gadgets  and  drugs,  the 
advances  in  scientific  knowledge  all  tend  to  obscure 
the  role  of  the  physician— a mind,  a heart  and  a 
spirit.  It  is  the  task  of  the  hospital  to  “run  interfer- 
ence” for  the  physician,  to  create  an  environment 
and  climate  where  he  can  grow  and  do  the  best 
work  of  which  he  is  capable.  We  are  acutely  aware 
of  the  limitations  imposed  by  circumstances  on  our 
physicians  and  appreciative  of  their  tolerance. 

If  the  quality  of  a hospital  is  set  by  the  physicians, 
the  atmosphere  is  largely  determined  by  the  nurses. 
It  is  they  who  are  close  to  the  patients  night  and 
day.  It  is  they  who  comfort  and  inspire  the  patients. 
In  no  department  of  the  hospital  are  today’s  eco- 
nomic pressures  so  acutely  felt  as  in  nursing.  We 
seem  to  have  our  share  of  the  available  nurses,  in- 
sufficient though  the  number  is.  Nevertheless,  our 
nurses  do  a magnificent  work.  Projections  of  the 
number  of  nurses  in  the  next  ten  years  offer  reason- 
able expectation  of  a resolution  of  at  least  some  of 
our  staffing  difficulties.  To  make  this  possible,  how- 
ever, a major  expansion  in  educational  facilities  is 
necessary.  We  must  prepare  to  undertake  our  due 
part  in  this  expansion. 

From  Annual  Report  of  Superintendent,  Massachusetts 
Memorial  Hospital,  Boston. 
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“Prevent  Retrolental  Fibroplasia”  is  the  title  of  a 
card  being  mailed  to  the  doctors  and  hospitals  in 
the  State  of  Wisconsin  by  the  State  Medical  Society 
and  the  State  Board  of  Health  (Hunter,  Wis.  Med. 
Jour.,  54:10,  p.  513).  The  interesting  observation 
to  he  made  is  that  if  the  instructions  are  followed 
everywhere  retrolental  fibroplasia  will  quickly  be- 
come a medical  curiosity. 

The  rules  are  not  many  and  they  are  simple. 
Oxygen  is  to  be  used  in  the  care  of  infants  only 
w hen  medically  required  and  only  on  a physician’s 
w ritten  order.  Minimal  concentration  of  oxygen 
should  he  used,  never  over  40  per  cent.  Oxygen 
should  he  used  for  the  shortest  possible  period  of 
time.  Medical  revaluation  of  the  infant’s  needs 
should  be  made  tw  ice  a day.  Oxygen  concentration 
determinations  should  be  made  at  eight  hour  inter- 
vals, using  the  oxygen  analyzer.  An  ophthalmologi- 
cal  examination  of  the  immature  infant’s  eyes  should 
be  made  as  early  as  feasible. 

# # * * 

Colonic  diverticulosis  most  commonly  occurs  in 
people  past  middle  age.  The  etiology  of  the  condi- 
tion is  obscure.  McGinty  and  Lischer  stress  the 
difficulty  of  diagnosis  and  outline  instructively  the 
diagnostic  steps  to  be  taken  to  rule  out  carcinoma 
(Missouri  Med.,  53:1,  pp.  27-34).  Barium  enema  is 
by  far  the  most  important  procedure  in  making  the 
diagnosis.  Other  measures  are  sigmoidoscopy  (usual- 
ly ineffective  because  the  diverticula  are  too  high), 
colostomy,  and  sterile  endoscopy  (excellent  method 
of  ruling  out  carcinoma). 

The  authors  list  the  common  complications  of 
diverticulitis  as  perforation  with  localized  or  gen- 
eralized peritonitis,  intestinal  obstruction,  hemor- 
rhage, and  recurrent  disabling  bouts  of  diverticu- 
litis with  resulting  scarred,  strictured  sigmoid  colon. 

Clinically  colonic  diverticulitis  may  simulate  many 
abdominal  conditions  such  as  gastrointestinal  hemor- 
rhage,  internal  or  external  fistulae,  perforated  appen- 
dix, cholecystitis,  urinary  infection  and  carcinoma- 
tosis. 

The  authors  provide  a long  discussion  of  opera- 
tions of  choice,  and  of  procedures  that  are  to  be 
adopted  to  fit  special  conditoins. 


Kay  and  Taylor  in  the  Canadian  Medical  Associa- 
tion Journal  (74:1,  pp.  13-20)  report  on  the  suc- 
cessful treatment  of  an  eighty  per  cent  burn.  The 
exposure  method  of  treatment  on  a Stryker  frame 
was  the  method  of  choice,  in  spite  of  the  circum- 
ferential burns  of  the  trunk.  Minimum  local  treat- 
ment was  carried  out  because  of  shock.  Loose  skin 
was  snipped  off,  and  soot  and  grit  were  removed 
with  C.etavlon.  I he  patient  w’as  placed  between 
sterile  sheets  under  a heat  cradle.  Emergency 
measures  included  sedation  with  intravenous  mor- 
phine, an  indwelling  urethral  catheter,  aqueous 
penicillin  500,000  units  q.qh.,  and  cortisone  100  mg. 
q.6h.  intramuscularly.  During  the  next  24  hours  the 
patient  developed  an  adynamic  ileus  which  respond- 
ed slowly  to  continuous  Wangensteen  suction. 

Skin  grafting  began  16  days  after  admission  to 
the  hospital.  A total  of  19  skin  donors  was  needed. 
There  were  many  failures  and  partial  successes.  At 
the  end  of  four  months  the  patient  developed  a 
state  of  malnutrition  (chronic  burn).  Intravenous 
plasma  and  protein  hydrolysate  were  only  of  tem- 
porary benefit.  The  oral  intake  of  protein  was 
pushed  vigorously.  Testosterone  was  administered 
regularly  for  its  beneficial  affect  on  nitrogen  bal- 
ance, and  therefore  on  wound  healing.  Ambulation 
was  started  early. 

After  eight  months  treatment  the  authors  feel 
that  the  return  of  their  patient  to  full  employment 
is  not  too  far  off.  He  still  needs  to  regain  full  ranges 
of  joint  movement  and  some  plastic  surgery  will 
have  to  be  done  before  he  can  be  fully  returned  to 
society. 

* # # # 

Money  et  al.  state  that  there  are  seven  sexual 
variables  w hich  may  operate  independently  of  one 
another  in  hermaphroditism  (Bull.  Johns  Hopkins 
Hosp.,  97:4  pp.  284-300).  On  the  basis  of  chromo- 
somal, gonadal  and  hormonal  sex,  seven  varieties  of 
hermaphroditism  have  been  described.  These  three 
criteria,  singly  or  together,  are  never  sufficient  when 
practical  decisions  about  assignment  or  change  of 
sex  have  to  be  made.  In  the  case  of  the  neonatal  and 
very  young  infant  hermaphrodites  the  authors 
recommend  that  sex  be  assigned  primarily,  though 
not  exclusively,  on  the  basis  of  external  genitals  and 
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how  well  they  lend  themselves  to  surgical  recon- 
struction in  conformity  with  the  assigned  sex.  For 
older  hermaphroditic  infants,  children  and  adults 
the  authors  recommend  that  first  consideration  be 
given  to  the  degree  that  a gender  role  has  been 
indelibly  established  in  the  sex  already  assigned,  and 
that  change  of  sex  be  scrupulously  avoided  except  in 
rare  and  carefully  appraised  instances. 

This  study  was  based  on  a series  of  seventy-six 
hermaphroditic  patients.  The  common  procedure 
has  been  to  assign  the  newborn  baby  to  that  sex 
which  it  most  resembles  in  external  genital  appear- 
ance. Klebs  archaic  classification  was  based  on  the 
sex  of  the  child  on  microscopic  criterion  and  has 
survived  down  to  the  present  time  in  spite  of  the 
fact  that  it  was  propounded  before  anything  was 
known  of  endocrine  secretion  and  sex  hormones. 
The  authors  feel  that  the  criteria  to  be  more  seri- 
ously considered  and  appraised  for  their  relative 
importance  are  (1)  external  genital  morphology, 
(2)  hormonal  sex,  and  (3)  the  gender  role  estab- 
lished and  ingrained  through  years  of  living  in  a 
sex  already  assigned. 

# # # # 

According  to  Adlersberg  there  is  increasing  evi- 
dence that  ideopathic  sprue  represents  an  inborn 
error  of  metabolism,  the  real  nature  of  which  is 
obscure  (Problems  of  Management  of  Idiopathic 
Sprue,  N.  Y.  State  four.  Med.,  55:24,  pp.  3575-3582). 
Recent  research  supports  the  concept  that  impaired 
intestinal  absorption  of  fat,  resulting  in  steatorrhea, 
is  only  one  of  the  disturbances  observed  in  idio- 
pathic sprue.  On  study  it  is  found  that  there  are  in 
addition  disturbances  in  protein,  carbohydrate, 
lipid,  iron  and  electrolyte  metabolism. 

The  dietary  and  drug  treatment  of  idiopathic 
sprue  is  empiric.  It  requires  flexibility  of  approach 
and  careful  observation  of  the  symptoms  and  signs 
of  the  patient.  Prolonged  treatment  with  cortico- 
tropin, cortisone  and  hydrocortisone  does  not  cure 
sprue  but  it  results  in  subsidence  of  diarrhea,  im- 
proved appetite,  often  considerable  gain  in  weight 
and  ability  to  lead  a normal  life.  In  some  instances 
serum  albumen  and  calcium  return  to  normal  levels, 
and  there  is  evidence  of  improved  absorption  of  fat, 
and  perhaps  of  iron. 

Recently  treatment  with  prednisone  has  been  tried 


out  in  12  cases.  This  drug  is  far  more  effective  than 
the  other  preparations  of  cortisone  in  the  treatment 
of  idiopathic  sprue.  Prolonged  corticosteroid  ther- 
apy requires  careful  observation  of  the  patient  for 
possible,  though  rare,  complications.  The  hazards 
include  ulceration  and  perforation,  masked  infec- 
tion, bone  changes  resulting  in  multiple  fractures, 
and  perhaps  enhanced  degenerative  neurologic  mani- 
festations. 

# # # # 

In  “Medical  Aspects  of  the  Common  Cold”  Glea- 
son speculates  on  whether  or  not  immunologic  data 
may  not  in  the  end  cast  doubt  on  the  existence  of 
the  “common  cold”  as  an  entity.  All  acute  upper 
respiratory  diseases  on  this  theory  may  be  finally 
classified  as  to  type-specific  virus  (four.  Med.  Soc. 
New  Jersey,  52:12,  pp.  619-623). 

Dr.  Gleason  agrees  that  the  administration  of  oral 
penicillin  and/or  an  antihistamine  does  not  material- 
ly influence  the  recovery  of  the  average  patient  with 
nonspecific  and  afebrile  upper  respiratory  infec- 
tion. Furthermore  he  suspects  that  chemotherapy 
and  antibiotic  agents  have  been  commonly  used  in 
recent  years  in  many  self-limiting  and  relatively 
harmless  diseases.  However,  who  is  to  know  whether 
a “self-limiting  and  harmless”  disease  will  remain 
in  that  state.  Dr.  Gleason  raises  the  question  of  the 
not  so  mythical  “secondary  invaders.”  T he  acute 
febrile  catarrh  can  develop  a complicating  sinusitis, 
otitis,  pneumonitis,  lung  abscess,  nephritis,  or  one 
of  the  rheumatic  states.  As  is  the  case  with  most  of 
us,  he  has  prescribed  during  periods  of  multiple 
febrile  respiratory  epidemics  an  antibiotic  in  the 
tetracycline  group,  chosen  for  its  versatility  and  its 
reportedly  low  rate  of  toxicity  and  sensitivity. 
Penicillin  has  been  deliberately  avoided,  except 
when  specifically  indicated,  because  of  its  relatively 
high  incidence  of  allergic  and  anaphylactic  reactions. 
In  spite  of  editorials  pointing  out  that  antibiotics 
are  essentially  worthless  and  may  be  hazardous  in 
the  treatment  of  the  common  cold,  most  of  us  will 
continue  to  prescribe  them  on  suitable  occasions, 
and  with  proper  caution,  if  for  no  other  reason  than 
the  fact  that  we  fear  the  “secondary  invaders.”  It  is 
probable  that  the  common  cold  will  be  the  last 
human  infection  to  be  overcome.  We  can  hope  that 
in  the  end  science  will  abolish  it. 
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Harold  H.  Heyer,  M.D. 
1864  - 1956 


Dr.  Harold  H.  Heyer,  92,  of  70  Coit  Street,  New 
London,  Connecticut  died  at  his  home  on  June  13, 
1956  after  a Ions;  illness.  Dr.  Heyer  was  born  April 
7,  1864,  in  New  York  City  and  attended  school  in 
1 New  York  and  Greenwich  Village.  He  was  gradu- 
ated from  the  College  of  the  City  of  New  York 
and  received  his  m.d.  degree  with  the  class  of  1887 
from  the  medical  department  of  New  York  Univer- 
sity. 

While  practicing  privately  in  New  \ork  City, 
Dr.  Heyer  was  given  an  opportunity  to  gain  hos- 
pital experience  at  Bellevue  Hospital  for  a few  years 
before  moving  to  Peekskill,  New  York  where  he 
practiced  for  five  years.  He  finally  settled  in  New 
London  in  1894  and  was  a member  of  the  surgical 
staff  of  the  old  Memorial  Hospital  and  the  former 
Home  Memorial  Hospital. 

During  World  War  I the  doctor  served  on  the 
Medical  Draft  Board.  He  was  a 50  year  member  of 
the  Connecticut  State  Medical  Society  and  was 
eligible  for  membership  in  the  Holland  Society  since 
his  ancestors  were  among  the  early  Dutch  settlers 


in  New  Amsterdam.  He  had  lived  in  retirement  for 
the  past  twenty  years. 

Dr.  Heyer  was  always  very  much  interested  in 
civic  affairs  and  had  served  on  the  School  Board 
from  1900  to  1912,  during  the  period  when  each 
member  was  assigned  to  a school  as  a supervisor, 
acting  in  an  advisory  capacity.  He  was  associated 
with  the  Harbor  School  and  was  instrumental  in 
the  construction  of  the  present  building  which 
stands  as  a monument  to  his  public  spirit,  courage 
and  determination.  At  the  time  of  his  election  to  the 
School  Board  this  school  was  located  in  an  old 
wooden  structure  badl\r  in  need  of  repair.  He  insist- 
ed that  the  district  should  have  a new  and  adequate 
school  building  and  when  the  majority  of  the  board 
decided  upon  repairing  the  old  building  at  a cost  of 
more  than  fifty  per  cent  of  its  value,  Dr.  Heyer 
went  over  their  heads  to  the  Common  Council.  He 
made  such  a strong  plea  that  he  was  finally  success- 
ful in  procuring  an  appropriation  of  $120,000  for  a 
new,  modernly  equipped  brick  structure  for  the 
Harbor  School  district. 

His  wife,  the  former  Margaret  Lane,  whom  he 
married  July  25,  1897  in  New  London  died  Decem- 
ber 12,  1946.  His  only  survivor  is  a daughter.  Miss 
Margaret  G.  Heyer,  art  supervisor  in  the  New  Lon- 
don public  school  system. 

Dr.  Heyer  was  a most  conscientious,  thorough 
practitioner  whose  only  thoughts  were  the  welfare 
of  his  patients.  His  integrity  and  sterling  character 
were  unquestioned  and  he  will  be  greatly  missed  by 
the  entire  community. 

E.  L.  Douglass,  m.d. 

Walter  Gray  Crump,  Jr.,  M.D. 

1901  - 1956 

Dr.  Walter  Gray  Crump,  Jr.  xvas  taken  from  us 
by  sudden  death  on  May  9,  1956  in  New  York  City. 
As  a resident  of  Darien,  Connecticut,  as  well  as  New' 
York,  he  was  a member  of  the  courtesy  staffs  in  the 
Departments  of  Surgery  at  the  Stamford  Hospital 
and  at  St.  Joseph’s  Hospital. 

d'he  son  of  Eudora  Leighton  Wright  and  Dr. 
Walter  Gray  Crump,  he  wras  born  in  New  York, 
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New  \ ork  on  June  17,  1901.  He  studied  at  The 
Buckley  School,  New  York  City  and  Columbia 
College,  w here  he  was  a member  of  the  Class  of 
1924.  He  continued  the  medical  tradition  of  his 
father,  who  was  also  a surgeon,  and  received  his 
degree  in  medicine  from  New  York  Medical  Col- 
lege in  1 92 S.  He  became  a Fellow  of  the  American 
College  of  Surgeons  in  1941. 

Assistant  professor  of  surgery  at  the  New  'i  ork 
Medical  College  and  a member  of  the  faculty  there, 
l)r.  Crump  was  on  the  staff  of  the  Flower  Fifth 
Avenue  Hospital.  Besides  his  activities  in  academic 
and  hospital  medicine,  Dr.  Crump  was  president  of 
the  Homeopathic  Society  of  the  State  of  New  York 
and  belonged  to  the  Homeopathic  Society  of  the 
State  of  Connecticut.  He  was  on  the  State  Grievance 
Committee  for  New  ork  State  and  was  a member 
of  the  Dunham  Club  in  New  York. 

1 he  funeral  service  was  held  at  Christ  Episcopal 
Church  in  Pittsford,  New  \ ork  and  burial  was  in 
the  family  plot,  Oakwood  Cemetery,  Troy,  New 
York.  Dr.  Crump  is  survived  by  his  wife,  Claire 
Cecil  Conroy,  w hom  he  married  in  1930,  two  daugh- 
ters, Constance  Eudora  and  Cynthia  Beale,  and  a 
son,  Walter  Gray  Crump,  III. 

We  shall  remember  Dr.  Crump  not  only  for  his 
capability  and  contributions  in  surgery,  but  also  for 
his  quiet  and  deep  understanding  in  human  relation- 
ships. I hose  of  us  who  as  members  of  the  medical 
profession  knew  him  as  patients  and  as  friends  deep- 
ly regret  his  loss. 

A.  Frederick  McGoutry,  m.d. 

Louis  Harold  Cohen,  M.D. 

1906-  1955 

On  December  30,  1955  Dr.  Louis  Harold  Cohen 
passed  away  and  New  I laven  lost  an  illustrious 
physician,  the  world,  a celebrated  authority  in  the 
field  of  psychiatry,  and  his  colleagues,  a dear  friend. 

Dr.  Cohen  was  born  in  New  Haven  on  July  9, 
1906,  the  son  of  Samuel  and  Ida  Cohen.  He  gradu- 
ated from  Yale  College  in  1926.  His  career  from  this 
point  was  remarkable.  In  1927  he  received  an  m.a. 
in  psychology  at  Yale;  in  1929  a ph.d.,  and  in  1931 
his  m.d.  His  subsequent  training  was  impressive. 
Assistant  resident  in  psychiatry  in  New  Haven  Hos- 
pital. National  research  council  fellow'  at  Yale. 
Clinical  assistant  at  Guy’s  Hospital  in  London. 
Senior  research  psychiatrist  at  Worcester,  Massa- 
chusetts Hospital.  Clinical  director  of  psychiatry  at 


University  of  Illinois  College  of  Medicine,  and  clini- 
cal director  at  Norwich  State  I lospital.  1 le  w as 
associate  professor  of  psychiatry  at  the  University 
of  Connecticut  1941-45.  Assistant  clinical  professor 
of  psychiatry  at  Yale  1942-1947  and  associate  clini- 
cal professor  at  ale  1947-4K.  Since  1942  lie  has  been 
attending  psychiatrist  at  Grace-New  Haven  Hos- 
pital and  at  Sr.  Raphael’s  I lospital  since  194H. 

Throughout  a busy  practice  he  found  time  to 
carry  on  investigative  work  of  a fundamental  nature 
in  neuropsychiatry  and  his  bibliography  consists  of 
over  64  articles  published  in  the  journals  of  the 
various  learned  societies  both  here  and  abroad.  The 
book  which  made  history,  as  well  as  a great  reputa- 
tion in  medicolegal  psychiatry  for  Dr.  Cohen  was 
entitled  “Murder,  Madness  and  the  Law.”  In  it  ap- 
peared clearly,  not  only  the  responsibility  of  the 
psychiatrist  to  the  mentally  ill,  but  to  the  public  as 
well.  I he  psychiatrist  must  never  overlook  the 
danger  to  a community  by  premature  discharge  of 
a psychotic  patient  who  superficially  appeared  to 
be  cured. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, Connecticut  State  Medical  Society,  American 
Psychological  Association,  Connecticut  State  Psy- 
chological Society,  Connecticut  Valiev  Association 
of  Psychologists,  American  Academy  of  Neurology, 
New  England  Society  of  Psychiatry,  Connecticut 
Society  of  Psychiatry  and  Neurology,  American 
Academy  of  Forensic  Sciences,  Fellow  of  American 
Psychiatric  Association,  chairman,  Committee  on 
Expert  Medical  Testimony,  Connecticut  State  Medi- 
cal Society. 

Those  of  us  who  knew  him  best  saw  him  in  role 
of  friend  and  counsellor.  Our  last  memory  is  not  as 
depressing  as  it  might  have  been  in  a dear  friend 
dying  of  cancer.  For  we  saw  his  triumph  over  death 
in  the  fact  that  he  was  seeing  patients  almost  to  the 
very  end  of  his  life  with  great  courage  and  clarity 
of  mind  in  the  face  of  death.  This  had  the  effect 
upon  us  like  classical  tragedy,  of  forging  the  spirits 
around  him,  giving  them  hope,  courage  and  affirma- 
tion. Even  in  the  last  weeks  of  his  life  he  exhibited 
the  qualities  which  made  him  wonderful  to  know— 
the  subtle  blending  of  wit  and  wisdom,  warmth  and 
affection,  intelligence  and  insight  and  all  in  the  right 
proportion. 

He  loved  music  and  the  theatre,  gardens  and 
books,  had  an  interest  in  world  affairs,  conversation 
and  friends,  family  and  children,  dedication  to  his 
work.  What  he  disliked  were  sham  and  hypocrisy. 
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stupidity  and  greed,  and  all  those  conditions  that 
led  to  illness,  unhappiness,  and  misery  in  people’s 
lives. 

He  turned  his  skill  and  his  therapy  to  combat  these 
evils  so  that  the  world  might  know  more  sanity  and 
decency.  Everything  he  said  and  did  was  to  help 
make  the  world  a better  place  in  which  to  live. 

In  his  serious  and  light  moods  and  moments  he  was 
a thoroughly  integrated  personality,  consistent 
[ throughout  with  an  inner  strength  and  dignity  that 
I cared  little  for  recognition  or  glory  or  the  trappings 
of  honor  given  by  any  man.  His  resources  for  living 
beautifully  and  nobly  came  from  within  so  that  he 
had  no  need  to  win  attention  or  applause. 

He  leaves  his  wife,  Sylvia,  two  sons,  Jonathan  and 
James,  and  a daughter,  Elizabeth. 

Louis  H.  Nahum,  M.n. 


Charles  A.  Whitty,M.D. 
1903  - 1956 


Dr.  Charles  A.  Whitty  died  suddenly  at  the 
Grace-New  Haven  Hospital  in  New  Haven  on  June 
18,  1956.  He  had  undergone  extensive  thoracic  sur- 
gery two  weeks  prior  to  his  death. 

Dr.  Whitty  was  born  in  Toronto,  Ontario,  Canada 
on  October  17,  1903.  He  received  his  medical  degree 
at  the  Queens  University  Faculty  of  Medicine, 
Kingston,  Ontario,  and  served  internships  at  Kings- 
ton, Ontario,  and  New  York  hospitals.  He  entered 
the  service  of  the  State  of  Connecticut  on  April  1, 
1931,  serving  as  a resident  surgeon  and  a senior 


resident  surgeon  at  Uncas-on-Thames  until  1939 
and  at  Cedarcrest  from  that  date  until  his  retirement 
on  disability  on  March  15,  1950. 

Dr.  Whitty  became  an  American  citizen  in  No- 
vember of  1937.  He  was  a member  of  the  American 
College  of  Surgeons,  of  the  American  Trudeau 
Society,  of  the  Hartford  County  Medical  Associa- 
tion, of  the  Connecticut  State  Medical  Society,  and 
the  American  .Medical  Association.  For  the  last  two 
years  he  was  director  of  health  for  the  town  of 
Bozrah. 

Dr.  Whitty’s  kindness  and  consideration  of 
patients  will  long  be  remembered  by  many  patients 
who  came  under  his  care  both  at  Uncas-on-Thames 
and  at  Cedarcrest  Hospital.  In  1949  it  became  appar- 
ent that  he  had  become  a victim  of  the  disease  which 
had  taken  up  so  much  of  his  professional  time  and 
skill. 

He  leaves  his  wife,  Mary  Fields  Whitty,  and  his 
son,  Charles  A.  Whitty,  Jr.,  who  reside  at  Norwich- 
town,  Connecticut.  In  addition,  he  is  survived  bv 
his  two  sisters,  both  of  whom  live  in  Kingston, 
Ontario. 

Dr.  Whitty  will  be  remembered  by  his  many 
friends  and  associates  in  the  medical  profession  for 
his  honesty,  sincerity  and  his  ability  to  face  the 
future  cheerfully  and  courageously  under  extenu- 
ating circumstances. 

Reginald  C.  Edson,  xi.d. 


Dr.  Burton  H.  Fern  Given  Benefit 

Burton  H.  Fern,  a young  Stratford  pediatrician 
v ho  was  stricken  with  polio  in  the  summer  of  1955, 
was  given  a preview  showing  of  “The  Taming  of 
the  Shrew”  at  the  Stratford  Theatre  on  August  1. 
The  demand  for  tickets  was  so  great  that  the  com- 
mittee has  plans  for  later  performances  of  the  same 
play,  the  income  to  be  added  to  the  Fern  fund. 

I his  special  fund  was  started  by  families  of  Dr. 
Fern’s  patients.  It  will  be  used  to  finance  alterations 
to  the  Fern  home  to  facilitate  the  physician’s  care 
and  treatment  of  patients,  to  purchase  a special 
vehicle  for  his  transportation,  and  to  pay  for  the 
services  of  a medical  attendant.  This  will  be  in 
addition  to  equipment  and  services  provided  by  the 
National  Foundation  for  Infantile  Paralysis  which 
had  underwritten  Dr.  Fern’s  care  since  last  autumn. 
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WOMAN  S AUXILIARY 

TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


President,  Mrs.  E.  Roland  Hill,  Mystic 
President-Elect,  .Mrs.  Paul  W.  Fisher,  New  Britain 
First  Vice-President,  Mrs.  Edwin  R.  Connors,  Bridgeport 
Second  Vice-President,  Airs.  Charles  Murray  Gratz,  Cos  Cob 
Corresponding  Secretary,  Mrs.  Saul  Karpel,  New  London 


Recording  Secretary,  Mrs.  Norman  H.  Gardner, 
East  Hampton 

Treasurer,  Mrs.  J.  Alfred  Wilson,  Meriden 
President,  Mrs.  E.  Roland  Hill 


,\1 1'DICAL  ADA  ISORY  COMMITTEE  TO  THE  WOMANS 
AUXILIARY  1956-57 

Dr.  Oliver  String-field,  Fairfield. 

Dr.  Orvan  Hess,  New  Haven. 

Dr.  Winfield  O.  Kelly,  New  London,  Chairman. 
“T  he  purpose  of  this  committee  is  to  serve  in  an 
advisory  capacity  to  the  Woman’s  Auxiliary  of  the 
State  Medical  Society  in  matters  of  general  policy, 
in  so  far  as  they  relate  to  the  program  of  the  State 
Medical  Society  and  upon  retpiest,  to  confer  with 
the  Auxiliary  in  the  development  of  their  program.” 

BOARD  OF  DIRECTORS  MEETING 

The  first  Board  of  Directors  Meeting  was  held 
July  9 at  10:30  o’clock  at  the  Ram  Island  Yacht 
Club,  Noank.  The  members  w ere  luncheon  guests 
of  the  president,  Mrs.  E.  Roland  Hill.  There  was  a 
record  attendance  with  thirty  one  of  the  thirty  four 
members  of  the  Board  present.  Mrs.  Hill  gave  a 
comprehensive  report  of  the  33rd  Annual  Convention 
which  she  attended  in  Chicago,  June  11-15,  as  the 
Presidential  delegate.  Mrs.  F.  Erwin  Tracy,  National 
Public  Relations  chairman,  was  Connecticut’s  only 
other  delegate  after  Mrs.  Robert  Nespor,  Fairfield, 
became  ill  and  was  unable  to  attend  but  one  session. 
Reports  were  given  by  all  members  present  and 
filed  with  the  recording  secretary,  Mrs.  Norman 
Gardner. 

IMPORTANT  DATES  lO  MARK  OX  YOUR  CALENDAR 

1.  September  10:  “School”  of  Instruction,  Church 
of  Redeemer,  New'  Haven 

2.  October  1-2-3:  President  and  Presidents-Elect 
Conference,  Chicago 

3.  October  8:  Board  of  Directors  Meeting,  New 
Haven 

4.  October  30:  Semi-Annual  Meeting,  Lighthouse 
Inn,  New  London 

5.  December  3:  Board  of  Directors  Meeting,  New 
Haven 

6.  February  25:  Board  of  Directors  Meeting,  New7 
Haven 


Board  of  Directors  1956-1957 
State  Officers 

President:  Mrs.  E.  Roland  Hill,  43  East  Main  Street,  Mystic 

President-Elect:  Mrs.  Paul  W.  Tisher,  389  Shuttle  Meadow 
Road,  New  Britain 

First  Vice  President:  Mrs.  Edwin  R.  Connors,  416  Boston 
Avenue,  Bridgeport 

Second  Vice  President:  Mrs.  Charles  M.  Gratz,  Cognewaugh 
Road,  Cos  Coh 

Recording  Secretary:  Mrs.  Norman  Gardner,  22  Summit 
Street,  East  Hampton 

Corresponding  Secretary:  Mrs.  Saul  Karpel,  275  Glenwood 
Avenue,  New  London 

Treasurer:  Mrs.  J.  Alfred  Wilson,  1051  Main  Street,  Meriden 

Standing  Committee  Chairmen 

Art:  Mrs.  Ralph  Ogden,  15  Thicket  Lane,  Sunset  Farm,  West 
Hartford 

Civil  Defense:  Mrs.  Winston  C.  Hainsworth,  Windham 
Center 

Editor:  Mrs.  F.  Erwin  Tracy,  202  Old  Mill  Road,  Middle- 
town 

Finance:  Mrs.  Alfred  B.  Sundquist,  50  Wyllys  Street,  Man- 
chester 

Historian  and  Necrology:  Mrs.  T.  Smith  .McLean,  80  Oriole 
Lane,  Trumbull 

Hospitality:  Mrs.  Charles  Krinsky,  943  Ocean  Avenue,  New 
London,  and  Mrs.  Willard  Buckley,  Ballfall  Road, 
Middletown 

Legislation:  Mrs.  G.  Gardner  Russell,  118  Steele  Road, 
W est  Hartford 

Membership:  Mrs.  Edwin  Connors,  416  Boston  Avenue, 
Bridgeport 

Mental  Health:  Mrs.  Richard  Karpe,  f>  Bcvcrlv  Road,  West 
Hartford 

National  Bulletin:  Mrs.  Winfield  Wight,  24  Goodwin  Court, 
Thomaston 

Parliamentarian:  Mrs.  Creighton  Barker,  119  Armory  Street, 
New  Haven 

Prograni:  Airs.  Charles  M.  Gratz,  Cognewaugh  Road,  Cos 
Cob 

Publicity  and  Press:  Mrs.  William  Horton,  241  Bloomfield 
Avenue,  Windsor 

Recruitment:  Airs.  Louis  Saxe,  4 Clark  Street,  Niantic 
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CORRECTS  MOST  TYPES  OF  CONSTIPATION 


Metamucil 
Blends  with  the 


Intestinal  Contents, 
Soothes  the  Mucosa 


Metamucil  is  highly  refined; 
it  stimulates  the  bowel 
musculature,  not  the  mucosa. 


When  you  specify  Metamucil  in  con- 
stipation management  you  are  select- 
ing a product  which  has  been  made  at 
least  99.6  per  cent  pure  through  a 
complete  process  of  refinement. 

All  possible  irritants  (rough  parts 
of  the  psyllium  seed,  undesirable  oils 
and  similar  materials)  are  discarded 
during  the  refining  process.  A rela- 
tively small  quantity  of  purified  mu- 
cilloid  powder  is  the  result.  To  this  is 
added  an  equal  weight  of  pure  anhy- 
drous dextrose  to  insure  complete  dis- 
persion in  the  colon. 

Such  meticulous  preparation  as- 
sures that  only  the  bulk-producing 
mucilloid  portion  of  the  psyllium 
seed  remains  and  that  Metamucil  will 
act  as  a purely  “physiologic”  con- 
stipation corrective,  providing  bland 
distention  to  stimulate  the  bowel 
muscularis. 

The  Metamucil  mixture  (formed  by 
adding  water  to  Metamucil)  elicits 
gentle  colonic  reflex  peristalsis.  Evac- 
uations are  normally  formed  and  are 
not  irritating.  The  bowel  stimulation 
imparted  by  Metamucil  is  only  suffi- 
cient to  clear  the  colon  of  its  contents; 
patients  are  not  annoyed  by  the  re- 


peated diarrheal  evacuations  that  re- 
sult from  mucosal  irritation  by  drastic 
cathartics. 

The  blandness  of  Metamucil  makes 
it  an  ideal  choice  for  constipation  as- 
sociated with  a soft  diet,  constipation 
of  pregnancy  and  in  the  aged  and  as 
an  aid  in  reestablishing  normal  bowel 
habit  after  anorectal  surgery.  Daily 
use  of  Metamucil  for  a limited  time 
will  often  return  an  atonic  colon  to 
normal  function. 

Metamucil®  is  the  highly  refined 
mucilloid  of  Plantago  ovata  (50%), 
a seed  of  the  psyllium  group,  com- 
bined with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  con- 
tainers of  1 pound— also  4 ounces  and 
8 ounces. 

G.  D.  Searle  & Co.,  Chicago  80, 
Illinois,  Research  in  the  Service  of 
Medicine. 
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woman’s  auxiliary 


Revision:  Airs.  Newell  \V.  Giles,  io  Watch  Tower  Road, 
Darien 

Rural  Health  PR:  .Mrs.  Dewey  Katz,  140  Fern  Street,  Hart- 
ford 

School  Health:  Mrs.  James  Van  Leuvan,  62  Hillcrest  Ter- 
race, Meriden 

Today's  Health:  .Mrs.  Royal  A.  Meyers,  54  I lillcrcst  Avenue, 
Watertown 

A.M.E.F.:  Mrs.  Angelo  J.  Gulino,  Plainfield 

Safety:  Mrs.  Norman  J.  Barker,  R.  D.  No.  1,  Brook  Hill, 
Collinsville 

County  Presidents 

Fairfield:  Mrs.  Robert  W.  Nespor,  178  Compo  Road,  West- 
port 

Hartford:  Mrs.  John  D.  O'Connell,  42  Fulton  Place,  West 
Hartford 

Litchfield:  Mrs.  Joseph  H.  Kott,  28  Pearl  Street,  Torrington 

Middlesex:  Mrs.  Louis  SorefT,  17  Main  Street,  l ast  Hampton 

New  Haven:  Mrs.  F.dward  T.  Wakeman,  Sperry  Road, 
Bethany 

New  London:  Mrs.  II.  Norman  Rasmussen,  Box  388,  Uncas- 
ville 

Windham:  Mrs.  John  Woodworth,  Daggett  Street,  Moosup 


What  Doctors  Do 

I he  training  and  subsequent  public  services  of 
doctors  are  becoming  matters  concern  in  these  days 
of  expanding  demands  for  medical  service.  Anyone 
interested  in  this  subject  and  we  all  should  be,  will 
do  well  to  read  “Trends  In  Medical  Practice,”  an 
analysis  of  the  distribution  and  characteristics  of 
medical  college  graduates,  191 5-1945,  prepared  after 
long  research  and  study  by  Herman  G.  Weiskotten, 
xi. d.,  dean  emeritus  of  the  State  University  of  New 
York  College  of  Medicine  at  Syracuse  and  Miss 
Marion  E.  Altenderfer,  statistician  in  the  Division  of 
Public  Health  Methods,  Public  Health  Service, 
under  a grant  provided  by  the  Public  Health  Serv- 
ice. The  report  was  published  as  a special  supple- 
ment to  the  July  1956  issue  of  the  Journal  of  Medical 
Education. 

The  authors  have  used  a unique  method  in  pre- 
senting their  data.  The  summary  is  given  first  and 
the  items  in  it  are  later  explained  and  supported  by 
scores  of  tables  and  analyses.  The  summary  contains 
these  items  which  have  important  and  permanent 
influence  upon  the  distribution  of  physicians. 

Practically  all  graduates  of  our  medical  schools 
practice  in  the  United  States. 

The  differences  in  the  distributions  of  medical 


graduates  and  of  total  population  among  the  States  { 
are  not  great. 

Although  there  is  great  variation  among  the  : 
graduates  of  the  different  schools,  an  increasing 
proportion  of  graduates  are  tending  to  locate  in 
smaller  communities. 

Many  factors  influence  the  choice  of  place  of 
practice  of  graduates.  Three  out  of  10  tend  to  prac-  I 
tice  in  their  “home  towns”  and  an  additional  three 
out  of  10  tend  to  practice  in  their  home  States. 

Graduates  whose  prior  residence  was  in  small 
communities  show  a greater  tendency  to  locate  in 
such  communities  than  do  those  from  the  larger 
communities. 

As  a group,  the  publicly  supported  schools  draw 
a higher  proportion  of  their  students  from  smaller 
communities  and  contribute  comparatively  more 
physicians  to  them  than  do  the  private  schools. 

Prior  residence  is  a more  important  factor  in 
determining  place  of  practice  than  location  of  medi-  I 
cal  school  or  internship.  Place  of  residency  training 
is  likewise  more  important  than  is  place  of  intern- 
ship. 

There  is  a continuing  increase  in  the  proportion 
of  graduates  limiting  their  practice  to  a specialty— 74 
per  cent  of  the  1945  graduates. 

An  increasing  number  of  those  limiting  their 
practice  are  locating  in  smaller  communities. 
Twenty  tw  o per  cent  of  the  1945  graduates  limiting 
to  a specialty  are  located  in  communities  of  less  than 
25,000  as  compared  with  15  per  cent  of  the  1935  and 
1940  graduates. 

Graduates  whose  prior  residence  was  in  the  small- 
er communities  are  less  liable  to  limit  their  practice 
to  a specialty. 

Only  42  per  cent  of  the  1945  graduates  who  have 
limited  their  practice  to  a specialty  are  practicing 
individually. 

The  number  of  graduates  occupying  full  time  sal- 
aried positions  is  increasing.  Over  90  per  cent  of  the 
1945  graduates  occupying  such  positions  have 
limited  their  practice  to  a specialty. 

Approximately  30  per  cent  of  the  1945  graduates 
in  general  practice  had  some  residency  training. 

There  appears  to  be  a tendency  for  an  increasing 
number  of  graduates  who  limit  their  practice  to  a 
specialty  to  seek  American  Board  certification. 

Military  requirements  interrupted  the  residency 
training  of  87  per  cent  of  the  1945  graduates. 
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The  Only  Officially  Approved 

GROUP  INSURANCE 

For  Members  of 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


Accident  and  Health 
Insurance  Policy 

Principal  Sum 
$5,000.00 

Weekly  Benefit  Annual  Cost 
$50.00  $90.00 

Benefits  to  $100.00  per  week 


Catastrophic  Medical 
Expense  Policy 

Reimbursement 

$5,000.00 

Deductible  Annual  Cost 
$500.00  $32.00 

Your  family  may  be  insured  also 


Issued  by 

COMMERCIAL  INSURANCE  COMPANY 
Sold  Only  By 

ARTHUR  W.  EADE 

185  Church  Street,  New  Haven,  Conn.  Telephone  MAin  4-4 1 47 


Trasentine- 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C I B A 

Summit,  N.  J. 


2/222814 
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Fairfield  County 

1 he  Fall  meeting  of  the  Fairfield  County  Medical 
Association  will  he  held  at  the  Wee  Burn  Country 
Club,  Darien,  Wednesday,  October  3.  The  business 
meeting  will  take  place  in  the  afternoon,  followed 
by  a social  hour  and  dinner.  Selected  as  speaker  fol- 
lowing the  dinner  is  Brigadier  General  Harold  H. 
Twitched,  U.  S.  Air  Force,  Medical  Corps.  He  holds 
the  rank  of  Air  Surgeon,  Headquarters  Continental 
Air  Command,  Mitchel  Air  Force  Base,  New  York. 
His  subject  will  be  “The  Utilization  of  Reserve 
Medical  Personnel  During  Total  War.” 


Brig.  Gen.  Harold  H.  Twitchell 


The  Norwalk  Heart  Association  announces  that 
William  T.  Foley,  New  York  cardiologist,  will 
present  a lecture  for  physicians  on  “Peripheral 
Vascular  Diseases”  at  Nathan  Hale  Junior  High 
School,  Norwalk,  November  29.  For  further  infor- 


mation, those  interested  arc  asked  to  communicate 
with  Dr.  Jack  J.  Falsone,  president  of  the  Norwalk 
I leart  Association,  7 Academy  Street,  Norwalk. 

Activities  of  New  England  Institute  for 
Medical  Research 

1 he  various  research  programs  now  being  con- 
ducted at  the  New  England  Institute  for  Medical 
Research  are  as  follows: 

1.  Investigation  of  certain  body  fluids  to  determine 
both  normal  and  abnormal  substances  present  in 
patients  with  mental  dysfunction  and  under  medica- 
tion with  various  psychotherapeutic  drugs. 

2.  Investigation  of  problems  related  to  athero- 
sclerosis, particularly  the  stimulation  of  processes 
potentially  involved  in  preventing  and  reversing 
subintimal  atherosclerotic  deposits. 

3.  Investigations  involving  allergy;  specifically, 
attempts  at  forcing  allergic  reactions  to  go  through 
to  complete  immune  reactions. 

4.  Investigations  in  increasing  the  immune  response 
and  host  resistance  to  bacterial  and  viral  infection. 

5.  Investigation  into  the  mechanism  of  action  of 
certain  bacterial  exotoxins. 

6.  Investigation  into  the  hematopoietic  effect  of 
various  synthetic  steroids. 

7.  Investigation  into  the  rate  and  mechanisms  con- 
cerned with  the  auto-  and  homotransplantation  of 
bone. 

8.  Investigation  into  the  mechanisms  in  the  pro- 
duction of  aqueous  and  the  problems  relating  to 
glaucoma. 

9.  The  investigation  into  the  effect  of  certain 
steroids  on  retinitis  pigmentosa. 

In  addition  to  the  above  specific  projects,  several 
programs  are  under  way  concerning  the  develop- 
ment of  electronic  instrumentation  for  diagnostic 
methodology. 

Over  the  course  of  the  past  year  there  have  been 
in  residence  a number  of  pre-  and  postdoctoral  re- 
search fellows  from  various  universities  in  the 
United  States  and  abroad. 
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for 

preventing  and 
treating  upper 
respiratory 
infections 


'H&W. 


/ 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Achrocidin  provides  in  one  tablet  all  the  drugs  which  are  often 
prescribed  separately  for  the  prevention  and  treatment  of  cold  com- 
plications—conditions  such  as  otitis,  adenitis,  sinusitis,  and  others. 
This  comprehensive  formula  1)  provides  potent  therapeutic  and 
prophylactic  action  against  a wide  variety  of  infective  organisms, 
2)  relieves  pain  and  discomfort,  3)  depresses  fever,  4)  alleviates 
nasal  congestion. 

Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  tablets. 

Average  adult  dose:  2 tablets,  4 times  daily 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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The  members  of  the  staff  offer  any  service  or  aid 
which  they  may  he  capable  of  rendering  at  any  time. 

Hartford  County 

A $5,000  gift  to  the  Bloomfield  High  Alumni 
Association  was  made  by  Eugene  Bestor  recently. 
Dr.  Bestor  gave  this  contribution  to  begin  a scholar- 
ship fund  for  high  school  graduates. 

New  headquarters  for  HCMA  is  the  I hint 
Memorial  Building  located  at  230  Scarborough 
Street,  I lartford.  The  five  member  staff  of  the  Asso- 
ciation and  the  Hartford  County  Medical  Bureau 
began  operations  there  on  August  1.  The  new  quar- 
ters consist  of  1,176  square  feet  divided  into  an  entry 
room,  the  executive  secretary's  office,  a telephone 
switchboard  room,  a lounge  and  lavatory  and  a 
storeroom. 

An  endow  ed  book  fund  in  memory  of  Arthur  C. 
Heublcin  was  recently  established  at  Yale  Medical 
School  Library  by  his  wife. 

Elected  to  the  Board  of  Directors  of  the  Hartford 
Heart  Association  w ere  Lyon  H.  Earle,  Jr.,  James 
H.  Moher  and  Theodore  Steege. 

Miriam  Liberson  of  Rocky  Hill  was  appointed 
president  of  the  Hartt  Opera-Theater  Guild  for  the 
current  season. 

New  president  of  the  Manchester  Civic  Musical 
Association  is  Merrill  B.  Rubinow.  Dr.  Rubinow 
was  also  elected  to  succeed  Edward  L.  Besser  as 
president  of  the  Manchester  District  of  the  Con- 
necticut Division  of  the  American  Cancer  Society. 

Speaking  at  the  Connecticut  Association  for  Men- 
tal Health  at  its  annual  meeting  recently  w;as  Francis 
J.  Braceland.  He  spoke  on  the  layman’s  role  in  the 
field  of  mental  health. 

Robert  Levin  was  elected  president  of  the  Veter- 
ans Administration  Medical  Society.  Other  officers 
elected  include:  Vice  President,  A.  Arthur  Fier- 
berg;  Secretary,  Myron  E.  Freedman;  and  Treasurer, 
Joseph  Brand riss. 

Editor  of  the  Hartford  Hospital  Bulletin  is  Max- 
well O.  Phelps.  William  Prestley  is  assistant  editor. 

Charles  T.  Schechtman  of  New  Britain  has  been 
elected  president  of  the  University  of  Vermont 
Medical  Alumni  Association  for  the  1956-57  term. 
Dr.  Schechtman  is  a former  president  of  HCMA  and 
the  New  Britain  Medical  Society  and  vice  president 
of  the  Connecticut  State  Medical  Society.  He  is  a 
member  of  the  governor’s  committee  for  the  study 
of  the  establishment  of  a Golden  Age  Village. 


Attending  the  National  Cancer  Institute  in  Detroit 
w ere  Douglas  J.  Roberts  and  N.  William  Wawro. 

Dr.  John  B.  Enders  last  month  was  awarded  an  j 
honorary  degree  by  I larvard  at  its  305th  annual 
commencement. 

W illiam  I homas  Nagle  died  at  his  home  in  South- 
ington on  July  17  after  an  illness  of  many  months.  I 
Dr.  Nagle  had  been  a general  practitioner  in  South- 
ington since  1923  and  was  active  in  veterans’  organ-  ] 
izations,  serving  for  many  years  as  an  examining 
physician  for  the  Veterans  Administration. 

Kenneth  K.  Brandon,  associate  director  of  the 
medical  division  at  the  Aetna  Life  Insurance  Com- 
pany, has  been  elected  chairman  of  the  Citizens 
Charter  Committee  of  Hartford  to  succeed  Attorney  ] 
John  C.  Parsons.  Dr.  Brandon  has  been  a member 
of  the  CCC  since  1949  and  is  now  serving  his  second 
year  as  a member  of  the  Board  of  Directors. 

Stewart  W.  Reid  of  West  Hartford  died  at  his  1 
home  on  July  24  at  the  age  of  70.  Dr.  Reid  had  had 
a varied  career  beginning  with  the  insurance  business 
followed  by  the  practice  of  medicine,  then  as  head 
of  an  investment  brokerage  firm,  and  finally  return- 
ing to  the  general  practice  of  medicine  in  West 
Hartford. 

Middlesex  County 

Harold  O.  Conn,  who  is  an  instructor  of  internal 
medicine  at  Yale,  assumed  the  direction  of  the  intern 
training  program  at  the  Middlesex  Memorial  Hos- 
pital on  July  1.  He  succeeded  Seymour  Lipsky. 

New  Haven  County 

A.  Nowell  Creadick,  for  40  years  engaged  in  the 
private  practice  of  gynecology  and  obstetrics  in 
N ev^  Haven  and  for  3 1 years  a teacher  of  his  special- 
ty at  Yale  University  School  of  Medicine,  died  at 
Duke  Hospital  in  Durham,  North  Carolina  on  July 
23  at  the  age  of  72.  A former  president  of  the  Con- 
necticut Cancer  Society,  Dr.  Creadick  received  that 
Society’s  highest  award,  a gold  medal,  in  1951  for 
his  outstanding  work  in  that  field. 

New  London  County 

Harry  S.  Reynolds  died  at  his  home  in  Norwich 
on  July  19.  Prior  to  his  retirement  in  1955,  Dr.  Rey- 
nolds practised  opthalmology  in  Hartford  for  many 
years. 
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SEPTEMBER,  NINETEEN  HUNDRED  AND  FIFTY-SIX 


HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR.,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 

Telephone:  JAckson  5-0024 


A.  H.  STARKEY 


ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 
to  climb 


32-36  ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 
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CHapel  7-6544 
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SYMPOSIUM  ON  OCCUPATIONAL  NOISE 

A special  One  Dav  Conference,  Monday,  September  17, 
1956.  Presented  by  Yale  University  School  of  Medicine, 
Department  of  Surgery,  Section  of  Otolaryngology,  De- 
partment of  Public  I lealth.  Section  of  Occupational  Health, 
and  Grace-New  Haven  Community  I lospital,  Hearing  and 
Speech  Center,  in  cooperation  with  Liberty  Mutual  Insur- 
ance Company. 

9:30  a.  m.  Registration 

9:45  a.  m.  Introductory  remarks 

Lovic  P.  Herrington,  ph.d.,  director  of  research,  John 
15.  Pierce  Foundation  of  Connecticut  and  Laboratory  of 
Hygiene 

10:00  a.  m.  Noise  and  its  measurement 

Charles  R.  Williams,  ph.d.,  director,  Industrial  Hygiene 
Services,  Liberty  Mutual  Insurance  Company 

11:00  a.  m.  Effects  of  noise  on  man 

Aram  Glorig,  m.d.,  director  of  research,  Subcommittee 
of  Noise  in  Industry,  American  Academy  of  Ophthal- 
mology and  Otolaryngology 

12:00  Noon.  Legal  and  economic  aspects  of  noise 

Joseph  A.  Sullivan,  manager,  Compensation  and  Em- 
ployers’ Liability,  Liberty  Mutual  Insurance  Company 

1:00  p.  M.  Luncheon 

2:30  p.  m.  A comprehensive  conservation  of  hearing  program 
Meyer  Fox,  m.d.,  chief;  Ear,  Nose,  and  Throat  Depart- 
ment; Mt.  Sinai  Hospital,  Milwaukee 

3:30  p.  m.  Prevention  of  hearing  loss  by  engineering  control 
Allen  L.  Cudworth,  acoustical  engineer,  and  Stanley  E. 
Pihl,  acoustical  engineer,  Liberty  Mutual  Insurance 
Company 

4:30  p.  m.  Panel  discussion 
Speakers  of  the  day 

This  one  dav  conference  has  been  planned  for  industrial 
executives,  physicians,  safety  engineers,  and  others  who  are 
concerned  with  problems  of  occupational  noise. 

Location:  Fitkin  Amphitheater,  Yale-New  Haven  Medical 
Center,  789  Howard  Avenue,  New  Haven,  Connecticut. 

Date:  Monday,  September  17,  1956.  Registration  at  9:30 
A.  M. 

Fee:  $15  per  person  (includes  luncheon). 

Total  enrollment  will  be  limited  in  number.  Only  those 
who  have  registered  in  advance  will  be  admitted. 

Further  information  may  be  obtained  by  writing  to  the 
assistant  dean  of  Postgraduate  Medical  Education,  Yale 
University  School  of  Medicine,  333  Cedar  Street,  New 
Haven  11,  Connecticut. 


NOTICES 

Sixth  International  Congress  of  Hydatid  Diseases 
Athens,  Greece 
September  14-18,  1956 


International  Congress  of  Internal  Medicine 
Madrid,  Spain 
September  19-23,  1956 


Association  of  Industrial  Medical  Officers 
2 1 st  Anniversary  Meeting 
London,  England 
September  25-29,  195b 


International  Professional  Union  of  Gynecologists 
and  Obstetricians 
Madrid,  Spain 
September  28-29,  >95^ 


A.  R.  RESERVE  SQUADRON  MEDICAL 
PROGRAM 

Proposed  program  sponsored  by  the  9263rd  Air  Reserve 
Squadron,  Stamford,  Connecticut  and  in  conjunction  with 
The  Fairfield  County  Medical  Association  semi-annual 
meeting. 

Place:  8:30  A.  M.  to  4:30  P.  M.,  Hugo’s  Restaurant,  715 
Summer  Street,  Stamford,  Connecticut. 

Time:  October  3,  1956,  Wednesday,  8:30  registration. 
Morning  Podium:  Dr.  William  Resnik,  attending  in  medi- 
cine, Stamford  Hospital,  clinical  professor  of  medicine, 
Yale. 

9:00-9:45  Medical  management  of  mitral  stenosis 

Dr.  Prank  Gray,  New  Haven,  director  of  Cardio-Pul- 
monary  Laboratory,  Yale 

9:45-10:30  Surgical  management  of  mitral  stenosis 

Dr.  J.  Maxwell  Chamberlain,  attending  in  charge, 
Thoracic  Surgery,  Roosevelt  Hospital,  New  York  City; 
assistant  clinical  professor  of  surgery,  Columbia 

10:30-11:15  Symposium 

Dr.  Resnik,  Dr.  Gray,  Dr.  Chamberlain,  Dr.  Carl  A. 
Jaeger,  attending  in  medicine,  Greenwich  Hospital, 
and  clinical  instructor  in  medicine,  Yale. 

12:00-1:45  Luncheon 

Afternoon  Podium:  Dr.  C.  Louis  Fincke,  chief  of  medi- 
cine and  chief  of  staff,  Stamford  Hospital 

2:00-2:45  Medical  aspects  of  massive  upper  gastro-intestinal 
bleeding 

Dr.  Charles  A.  Flood,  associate  professor  of  clinical 
medicine,  College  of  Physicians  and  Surgeons,  Colum- 
bia University 
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2:45-3:30  Surgical  aspects  of  massive  upper  gastro-intestinal 
bleeding 

Dr.  Louis  M.  Rousselot,  director  of  surgery,  St.  Vin- 
cents Hospital,  New  York  City;  professor  of  clinical 
surgery,  New  York  University,  College  of  Medicine 

3:45-4:30  Symposium 

Dr.  Fincke,  Dr.  Flood,  Dr.  Rousselot,  Dr.  Clayton  B. 
Weed,  attending  in  medicine,  Stamford  Hospital 

i5:oo  Fairfield  County  Medical  Association,  Wee  Burn  Club, 
Darien,  Connecticut 

17:00-7:30  Social  hour 
^ 7:30-9:00  Dinner,  Wee  Burn  Club 

Guest  speaker:  Brigadier-General  Harold  H.  Twitchell, 
surgeon,  Continental  Air  Command 


CONFERENCE  ON  RURAL  HEALTH 

The  AMA’s  Council  on  Rural  Health  has  scheduled  a 
I fall  study  conference  for  chairmen  of  State  rural  health 
I committees  at  Purdue  University,  October  19  and  20,  1956. 
||  There  will  be  discussions  of  local  experiences  and  organi- 
K zation,  objectives  and  goals,  and  ways  of  working  with 
allied  or  advisory  groups. 


NEW  ENGLAND  POSTGRADUATE  ASSEMBLY 

Hotel  Statler,  Boston,  Massachusetts,  October  30,  31  and 
N ovember  1,  1956.  Lectures,  symposia,  panels,  clinical  con- 
ferences, round  table  discussions  and  medical  films  designed 
especially  for  the  general  practitioner. 


THE  SALMON  LECTURES  AT  NEW  YORK 
ACADEMY  OF  MEDICINE 

The  twenty-fourth  series  of  the  Thomas  William  Salmon 
Lectures  will  be  delivered  Thursday  afternoon  and  evening, 
November  15,  1956  by  Horace  W.  Magoun,  ph.d.,  professor 
of  anatomy  at  the  University  of  California  at  Los  Angeles. 
The  subject  will  be  “The  Waking  Brain.” 

Dr.  Magoun  is  visiting  scientist  at  the  National  Institute 
of  Mental  Health  in  Bethesda,  Maryland.  His  current  re- 
search interests  are  directed  respectively  to  contemporary 
and  historical  aspects  of  the  relations  of  the  mind  with  the 
brain.  In  1950  he  took  part  in  establishing  a new  School 
of  Medicine  at  UCLA.  The  active  program  of  interdiscipli- 
nary research  set  up  at  this  university  is  attracting  an 
increasing  number  of  scholars  from  this  country  and  abroad. 
Dr.  Magoun  has  subtitled  his  lectures  “The  Role  of  the 
Reticular  System  in  Wakefulness  and  Behavior.”  The  lec- 
tures will  be  given  at  4:30  and  8:30  p.  m.  in  Hosack  Flail  of 
the  New  York  Academy  of  Medicine  in  New  York  City. 


INDUSTRIAL  HEALTH  MEETING  SCHEDULED 
FOR  FEBRUARY 

The  AMA’s  Council  on  Industrial  Health  announces  plans 
are  being  made  to  hold  the  next  Congress  on  Industrial 
Health  February  3-6,  1957  at  the  Biltmore  Hotel,  Los 
Angeles.  The  four  day  meeting  will  feature  technical  ses- 
sions on  such  things  as  industrial  vision,  managment  of 
burns,  pesticides  and  herbicides,  and  hearing  loss  due  to 
noise.  Additional  program  details  will  be  announced  later. 


...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


BORN  1820... 


STILL  GOING  STRONG 


Johnnie 
Talker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE.  Inc.,  New  York,  N.  Y..  Sole  Importer 
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CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
each  additional 

25^  extra  if  keyed  through  Journal 
Payable  in  advance 

FOR  SALE- — Prices  on  medical  products,  made  of  steel, 
will  increase  from  15%  to  20.%  Are  you  taking  advantage 
of  our  low  prices  on  quality  new  items?  We  offer  very 
presentable  guaranteed  refurbished  and  new  furniture,  etc., 
at  very  large  discounts.  Our  recommendation:  hundreds 
of  completely  satisfied  doctors.  BEverly  7-3145.  Harry 
Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


FOR  SALE— Continental  scale  $32.00— Examining  table 
$60.00 — Physical  therapy  table  $55.00 — Instrument  cabinets 
$50.00 — Treatment  cabinets  $45.00  up — Utility  tables  $10.00 
— Mayo  instrument  stands  $15.00 — New  auto  claves  $110.00 
and  $133.00 — Sterilizers  $40.00  up — Examining  lamps  $8.00 
up— LENT  chair,  like  new,  $65.00 — Microscopes  $85  00  up — 
New  blood  pressures  $32.00 — New  Westinghouse  fluorescent 
x-ray  illuminater  $25.00 — Brown-Buerger  convertible  cysto- 
scope  $100.00 — McCarthy  cystourethroscope  $65.00 — Oph- 
thalmic equipment — Hand  centrifuge  $8.00 — New  Sali  hemo- 
meters  $12.50 — Continental  shock  proof  fluoroscope  $450.00 
—Burton  wall  model  spotlight  $20.00 — Cauteries  $15.00 — 
Emdee  medical  bags— X-ray  film  dryer  $50.00— Stainless  in- 
struments. 20%  discount  on  all  new  items.  Hundreds  of 
items  to  choose  from.  BEverly  7-3145.  Harry  Sacker,  188 
Grove  Street,  Meriden,  Connecticut. 


FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut.  UN  5-3149. 


SECRETARY — Receptionist — For  doctor’s  office  in  Bridge- 
port, Westport,  Norwalk  area.  Mature,  experienced. 
References.  Please  adress  inquiries  to  Connecticut  State 
Medical  Journal. 


WANTED — Full  time  Medical  Director.  For  large  indus- 
trial manufacturing  plant  in  central  Connecticut— approxi- 
mately 4,000  employees.  Should  have  industrial  experience 
and  be  able  to  organize  and  direct  complete  medical  health 
program.  Salary  commensurate  with  experience  and  quali- 
fications. Must  be  licensed  in  Connecticut.  Send  resume 
to  C.  V.  J.,  Connecticut  State  Medical  Journal.  All 
replies  confidential. 


NEW  BOOKS  IN  REVIEW 

THE  PSYCHOANALYTIC  STUDY  OF  THE  CHILD. 

Volume  X.  New  York:  International  Universities  Press. 

'955-  394  PP-  $7-5°- 

Reviewed  by  Richard  Karpe 

The  10th  volume  of  the  Psychoanalytic  Study  of  the  Child 
is  again  like  its  nine  predecessors  the  representative  organ 
of  chifil  analysis.  Its  19  papers  arc  divided  into  four  parts. 
I he  first  part  deals  with  the  Problems  of  Ego  Development 
and  contains  six  papers.  Heinz  Hartmann  and  Ernst  Kris 
discuss  in  two  papers  the  problems  of  sublimation  or  dc- 
sexualization.  Both  papers  were  originally  presented  at  a 
national  psychoanalytic  convention. 

T he  paper  by  Kris  is  based  on  observation  of  young 
children  at  the  Yale  Child  Study  Center.  He  is  mainly  con- 
cerned with  the  interaction  of  maturation  and  adaptive 
responses  of  the  child  to  mother’s  behavior.  Kris  assumes 
the  existence  of  instinctual  and  noninstinctual  psychic 
energy.  Under  the  influence  of  a normal  love  object  the 
noninstinctual  energy  neutralizes  the  instinctual  energy,  a 
process  which  does  not  succeed  where  the  normal  love 
object  is  absent. 

Hartmann,  too,  is  concerned  with  the  process  of  neutrali- 
zation and  considers  it  the  decisive  force  which  leads  to 
sublimation  of  instinctual  energy.  Hartmann,  who  has  writ- 
ten before  on  the  nonconflictual  area  of  the  ego,  sees  three 
sources  of  psychic  energy:  the  sexual  instincts,  aggression, 
and  a noninstinctual  source  as  well. 

In  an  unusually  dramatic  case  history  by  Paul  Kramer 
from  Chicago,  early  memories  are  revived  which  help  the 
analyst  to  reconstruct  the  influences  of  early  separations 
from  mother  and  of  the  contradictory  tendencies  towards 
the  reunion  with  her.  However,  the  title  of  the  paper,  “On 
Discovering  One’s  Identity,”  is  unfortunately  chosen  because, 
according  to  Erickson,  finding  one’s  ego  identity  occurs  in 
later  adolescence.  But  according  to  Kramer,  it  means  the 
early  phase  of  infancy  when  ego  and  nonego  are  not  yet 
clearly  separated.  The  other  papers  in  this  section  deal  with 
problems  of  learning  and  similar  ego  activities. 

The  second  section  contains  four  papers  on  genetic  prob- 
lems by  Max  Schur,  Dorothv  Burlingham,  Phyllis  Green- 
acre,  and  Margaret  Mahler  in  cooperation  with  Bertram 
Gosliner. 

The  third  section  contains  three  papers  on  the  Problems 
of  Psychosexual  Development  by  Rene  Spitz,  Bela  Mittel- 
mann  and  Selma  Fraiberg. 

The  largest  section  is  called  “Clinical  Presentations”  and 
contains  six  papers.  This  division  is  partly  artificial  because 
clinical  papers  appeared  in  previous  sections  as  well. 

Any  one  interested  in  the  progress  of  the  field  will  do 
well  to  read  those  annual  volumes. 
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Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


PEPPERIDGE  FARM  BREAD 

NORWALK.  CONNECTICUT 


AN  ELEMENTARY  TEXTBOOK  OE  PSYCHOANALY- 
SIS. By  Charles  Brenner,  m.d.  New  York,  N.  Y Inter- 
national Universities  Press.  1955.  219  pp.  $4. 

Reviewed  by  Richard  Karpe 

The  literature  on  psychoanlysis  is  large  and  many  intro- 
ductions to  it  have  been  written  already.  1 his  elementary 
textbook  is  more  than  just  an  introduction  for  the  unin- 
formed reader.  It  is  not  a textbook  of  the  encyclopedic  kind 
as  Fenichel’s  Psychoanalytic  Theory  of  Neuroses,  which  is 
much  too  complicated  for  the  average  student  of  the  be- 
havior sciences.  This  new  book  answers  the  need  for  a 
strictly  scientific  book  which  does  not  presume  previous 
study  but  still  achieves  a high  scientific  level  in  explaining 
the  different  aspects  of  psychoanalysis.  It  emphasizes  the 
theoretical  basis  and  does  not  pay  as  much  attention  to  the 
practical  applications. 

The  author  is  a clear  thinker  and  an  highly  appreciated 
teacher  of  the  New  York  Psychoanalytic  Institute.  This 
lucid  exposition  of  psychoanalysis  as  psychological  theory 
has  been  well  received  bv  his  colleagues  and  can  be  recom- 
mended highly. 

It  contains  eight  chapters.  Three  chapters  are  on  the 
Psychic  Apparatus,  the  other  five  on:  Two  fundamental 
hypotheses;  the  Drives;  Parapraxes  and  the  Wit;  Dreams; 
and  Psychopathology.  A selective  bibliography  and  an 
index  complete  this  welcome  opus. 


“ CONTROLLED  HYPOTENSION ” IN  ANESTHESIA 
AND  SURGERY.  By  David  M.  Little,  m.d.  Springfield, 
Illinois:  Chas.  C.  Thomas.  1956. 

Reviewed  by  Stevens  J.  Martin 

The  continued  progress  of  anesthesiology  is  greatly  en- 
hanced by  innumerable  laboratory  and  clinical  investigations. 
Many  of  these  are  periodically  evaluated  and  compiled  in 
monograph  form,  the  latest  and  most  significant  of  which 
is  “Controlled  Hypotension”  in  Anesthesia  and  Surgery  by 
David  M.  Little,  m.d.  The  author  presents  a critical,  con- 
servative and  constructive  evaluation  of  a relatively  new 
procedure,  controlled  hypotension.  It  is  strongly  supported, 
not  only  by  his  clinical  experiences  and  the  results  of  a 
questionnaire  sent  to  over  900  anesthesiologists  throughout 
Great  Britain,  Ireland  and  the  United  States  concerning  their 
experiences  of  27,930  cases  of  controlled  hypotension,  but 
also  by  a comprehensive  review  of  517  pertinent  articles. 

I he  monograph  of  135  pages  is  conveniently  divided  into 
14  chapters  with  a lengthy  bibliography  and  a long  subject- 
index.  The  first  three  chapters  are  essentially  introductory 
in  nature  and  catalogue  the  well  known  anesthetic  and  non- 
anesthetic factors  that  are  conducive  to  bleeding  during 
surgery.  Such  introduction  is  concluded  by  a brief  resume 
of  the  methods  of  hemostasis  and  the  history  of  controlled 
hypotension.  The  following  five  chapters  are  devoted  to 
details  of  the  various  techniques  employed,  with  particular 
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'When  Afxut  spAeAcAihe 

DENTOCAIN  TEETHING  LOTION 


FORMULA—  Alcohol 70% 

___  Benzocaine  10% 

| Chloroform,  4 mins,  per  fluidounce 

CaMe-%  <ut  Mtc  feoJuf  . . . 

DENTOCAIN  TEETHING  LOTION  makes  if  easier  to  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
gentle  massage,  brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

ZaAiesi  o*t  Mte  MotlteA.  . . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby.  DENTO- 
CAIN TEETHING  LOTION  grants  the  mother  greater  peace  of 
mind  and  several  additional  hours  of  necessary  rest. 
DENTOCAIN  has  also  been  useful  in  providing  temporary  relief 
for  pain  of  adult  toothache. 


Dentocain  Co.,  Hartford,  Conn.,U.S.A. 


Available  on  pre- 
scription only. 
Professional  samples 
and  descriptive 
literature  sent  on^ 
..request,; 


emphasis  on  the  presently  popular  procedure,  namely,  the 
use  of  the  methonium  compounds.  Among  other  advantages, 
these  chapters  represent  a good  review  of  applied  pharma- 
cology. The  principal  and  various  secondary  actions  of 
agents  that  produce  ganglionic  blockade  in  man  and  the 
reasons  for  the  preferred  use  of  hexamethonium  compounds 
are  clearly  defined. 

From  an  academic  and  practical  point  of  view,  the  most 
significant  chapter  in  the  entire  book  is  Chapter  IX  on 
Physiological  Considerations.  It  is  priceless  for  any  physi- 
cian, be  he  internist,  surgeon,  anesthesiologist  or  general 
practitioner.  It  represents  the  quintessence  of  applied  physi- 
ology in  “hypotensive  techniques”  and  is  the  background 
for  the  last  third  of  the  book.  The  latter  is  of  commanding 
interest  to  the  clinically  minded.  It  is  based  on  sound  funda- 
mental principles  and  clinical  experiences.  Controlled  hypo- 
tension as  Gillies  succinctly  expressed  it,  is  “physiological 
trespass.”  Dr.  Little  emphasizes  the  physiological  effects  of 
controlled  hypotension  on  the  entire  cardiovascular  system, 
the  brain,  liver  and  kidneys.  He  then  logically  discusses 
complications,  contraindications  and  indications  of  con- 
trolled hypotension  with  reference  to  surgical  anesthesia 
and  medical  considerations.  The  author  aptly  concludes  his 
monograph  with  “Let  there  be  no  doubt  that  these  are 
gravely  dangerous  techniques,  possessing  those  inherent 
capacities  for  tragedy  which  always  accompany  marked 
deviations  from  the  normal  physiological  status  quo.  . . . 
For  these  are  techniques  which,  although  potentially  lethal, 


are  capable  of  immense  benefit  for  the  patient  when  em- 
ployed for  good  and  sufficient  reason  by  the  knowing,  the 
wary  and  the  skilled.” 

The  monograph  is  written  in  a simple,  straightforward, 
objective  style.  Its  format,  paper  texture,  borrowed  illus- 
trations and  cover  greatly  enhance  its  appearance  and  use- 
fulness. Its  contents  evaluate  the  method  of  controlled 
hypotension  in  an  objective  and  conservative  manner  with 
a practical  and  refreshing  review  of  applied  physiology  and 
pharmacology.  The  treatise  will  be  read  by  all  modern 
anesthesiologists  and  is  recommended  to  surgeons,  internists 
and  other  physicians  interested  in  controlled  hypotension. 

FOR  OF  THE  MOST  HIGH  COMETH  HEALING. 
New  Concepts  of  Healing — Medical,  Psychological,  and 
Religious.  By  A.  Graham  lkin,  m.a.,  m.sc.  New  York: 
Association  Press.  195 6.  262  pp.  with  foreword  and  ap- 
pendices by  Wayne  E.  Oates.  $3.50. 

Reviewed  by  Charles  T.  Bingham 

Healing  is  part  of  the  wonder  and  glory  of  God.  It 
belongs  to  God  and  is  a free  gift  to  man.  Man  can  not  heal 
man;  only  God  heals.  As  physicians,  psychologists  or  minis- 
ters, all  we  can  do  is  bring  our  hope,  our  faith,  our  com- 
passion into  the  sick  room.  If  we  are  fearful  of  disease,  if 
we  ever  feel  hopeless  about  any  problem  or  if  we  don’t 
truly  love  and  understand  our  patient  or  parishioner,  we 
should  never  go  near  him  with  an  avowed  intention  of 


September,  1956 


764 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


EASY  TO 
RECOGNIZE 

All  Sealtest  Dairy  products 
carry  the  Sealtest  Label.  All 
cartons  and  bottle  caps  have 
the  same  basic  design.  And 
each  Sealtest  Dairy  Product 
uses  a different  color. 


UNIFORM 

QUALITY 

All  of  the  Sealtest  Dairy 
Products  sold  in  Connecticut 
are  uniform  in  quality.  This 
is  assured  by  the  Sealtest 
System  of  Quality  Control  at 
all  of  the  processing  plants. 


HANDY 

Sealtest  Dairy  Products  are 
convenient.  Regular  deliver- 
ies to  homes  and  stores  are 
made  from  Bridgeport,  New 
Haven,  Waterbury,  Hartford, 
Manchester,  Melrose,  New 
Britain  and  New  London. 


HOMOGENIZED 
VITAMIN  D MILK 

VITAMIN  D 
FAT-FREE  MILK 

APPROVED  MILK 

BUTTERMILK 

CHOCOLATE  MILK 

COTTAGE  CHEESE 

SWEET  CREAM 

SOUR  CREAM 

BUTTER 


GET  THE  BEST 
GET  SEALTEST 


SEALTEST  DAIRY  PRODUCTS 

are  processed  and 
distributed  in 
CONNECTICUT  by 

NEW  HAVEN  DAIRY  & BRYANT  & CHAPMAN 

NEW  HAVEN  HARTFORD 

BRIDGEPORT,  NEW  HAVEN,  WATERBURY,  HARTFORD,  MANCHESTER 
MELROSE,  NEW  BRITAIN  and  NEW  LONDON 


GOLDEN  GUERNSEY 

by 

NEW  HAVEN  DAIRY 


TWO  PREMIUM  MILKS 
are  sold  by  these 
two  Connecticut  Dairies: 


8C 


WOODFORD  FARMS 

by 

BRYANT  & CHAPMAN 


BOOK  REVIEWS 


helping  him,  especially  if  we  are  armed  only  with  knowl- 
edge of  science  or  theology  and  do  not  have  spiritual  under- 
standing and  experience. 

M iss  Ikin  thoughtfully  reviews  much  of  this  matter  in  Iter  I 
book,  but  I feel  she  emphasizes  the  importance  of  effecting 
or  channeling  healing  itself,  whereas  man  should  not  seek 
healing  as  a goal.  Knowledge  of  self  and  of  God  and  trust  } 
in  God's  love  for  man  come  slowly  to  us  all,  and  trving  to 
speed  healing  is  like  pushing  God  around  or  trying  to  force  j 
God  on  to  someone.  It  is  dangerous! 

Removing  symptoms  by  any  method  may  have  serious 
repercussions.  This,  Miss  Ikin  is  well  aware  of,  and  yet  it 
seems  to  me  she  is  too  anxious  to  teach  people  the  art  of 
healing  when  it  is  obvious  she  is  not  experienced  in  the  art 
herself.  Her  book  is  interesting  in  that  it  helps  clarify  the 
different  schools  of  thought  and  types  of  therapy  which 
can  be  applied  to  human  beings  who  are  suffering,  but  it 
frequently  reveals  evidences  of  confused  thinking  about 
disease  itself.  For  example,  Miss  Ikin  emphasizes  that  man’s 
personality  and  adaptive  mechanisms  are  responsible  for 
his  illnesses  and  symptoms  of  distress,  and  then  she  urges 
cooperative  effort  on  the  part  of  therapists  to  get  together 
to  help  eradicate  these  same  protective  and  adaptive  phe- 
nomena. 

How  can  we  accept  God  as  good  and  merciful  and  just 
on  the  one  hand  and  then  believe  that  adaptive  phenomena 
are  bad  and  useless  and  to  be  removed  on  the  other?  It’s  all 
very  well  for  the  mechanically-minded  surgeon  to  remove 
a growth  or  repair  a wound,  but  what  right  have  drug 
therapists  or  faith  healers  or  prayer  groups  to  eliminate  pains 
and  aches  and  fits  and  fevers  from  innocent  people  whom 
they  do  not  really  know?  And  who  really  “knows”  another 
human  being,  anyway?  Do  we  “know”  ourselves? 

Miss  Ikin  makes  a plea  for  understanding  between  re- 
ligious healers  and  psychological  and  medical  healers.  This 
is  fine  and  dandy,  but  whv  should  we  all  get  so  excited 
about  healing  other  people  when  we  are  not  whole  our- 
selves? And  if,  as  she  says,  “the  more  religious  we  are  the 
more  harm  we  will  do  unless  we  make  our  religion  truly 
Christian,”  who  is  to  tell  us  whether  we  are  “truly  Chris- 
tian”? 

Doctors  engaged  in  psychotherapy  and  ministers  engaged 
in  counseling  are  well  aware  today  that  they  must  be 
experienced  and  educated  in  all  the  disciplines  mentioned  in 
this  book,  namely  medicine,  psychology  and  religion.  With- 
out profound  knowledge  of  all  three  they  will  do  much 
more  harm  than  good  to  the  ignorant  and  gullible  public. 
They  are  the  shepherds  of  the  flock  whom  Ezekiel  con- 
demns so  strongly;  the  false  prophets:  “putting  to  death 
persons  who  should  not  die  and  keeping  alive  persons  who 
should  not  live.” 

This  book  may  help  some  people  in  their  thinking,  but  1 
believe  all  men  interested  in  the  art  of  healing  know  the 
importance  of  what  she  has  written  and  if  they  aren’t  really 
interested  in  the  art  of  healing  they  won’t  read  or  under- 
stand the  book  anyway.  The  hand-minded  surgeon,  the 
fact-minded  scientists,  the  rule-minded  clergymen,  just  like 
the  law-minded  Jews  in  Jesus’  day,  can  not  understand  or 
even  forgive  the  philosopher.  To  them  the  philosopher  is 
“out  in  left  field”  while  they  are  in  the  “pitcher's  box.” 
Whether  they  “pitch”  from  the  operating  room,  the  labora- 
tory or  the  pulpit  makes  little  difference  in  the  long  run 
unless  they  themselves  are  acquainted  with  the  Umpire. 
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SOME  PROBLEMS  OF  MEDICAL  EDUCATION 

Willard  C.  Rappleye,  m.d.,  New  York  City 


Tp  he  problems  of  medical  practice  and  education 
-*■  have  been  closely  linked  throughout  the  cen- 
turies because  one  of  the  responsibilities  of  the 
profession  has  been  to  provide  in  one  form  or  an- 
other for  the  education  of  the  on-coming  genera- 
tions of  physicians.  There  have  been  periods  in 
which  differences  of  opinion  have  arisen  between 
those  in  practice  and  those  charged  with  the  duties 
of  recruiting  and  training  doctors.  We  are  now  in 
one  of  those  periods  of  stress  due  to  many  factors 
beyond  the  control  of  either  the  profession  or  the 
educational  institutions. 

The  whole  world  is  in  a phase  of  unrest  and 
change  which,  even  in  our  own  country,  is  bound 
to  have  an  impact  upon  the  health  services  and  the 
medical  profession  because  both  are  essential  ele- 
ments of  a modern  society.  The  problems  must  be 
considered  in  that  broad  context.  Change  is  inevit- 
able. Individuals  and  organizations  must  learn  to 
adapt  themselves  to  new  conditions.  The  present 
differences  within  our  own  orbit,  often  more  appar- 
ent than  real,  are  due  chiefly  to  faulty  communica- 
tion and  lack  of  understanding  which  have  created 
apprehension  and  emotional  resistance  rather  than 
objective  appraisal  of  our  mutual  problems. 

Inasmuch  as  the  keystone  in  the  arch  of  health 
services  is  the  physician,  the  question  of  a sufficient 
supply  of  doctors  is  of  significance.  At  the  present 
time  there  is  one  doctor  to  about  750  persons.  The 
gross  ratio  is  approximately  sufficient  if  all  the 
physicians  were  adequately  trained,  better  distrib- 
uted, up-to-date  in  their  know  ledge  and  skills,  and 
more  effectively  used  in  relation  to  actual  needs. 


The  Author.  Dean,  Facility  of  Medicine,  Columbia 
University , New  York  City 


SUMMARY 

The  problems  of  medical  practice  end  education  can- 
not be  separated.  The  entire  present  day  medical 
course  is  a unit  which  focuses  primarily  upon  opportu- 
nities for  qualified  students  to  acquire  the  necessary 
knowledge,  habits,  skills  and  attitudes  that  will  permit 
them  to  carry  their  professional  activities  throughout 
their  career. 

The  question  of  the  supply  of  physicians,  of  stu- 
dents, and  the  nature  of  present  day  instruction  are 
emphasized  briefly.  The  various  hospital  and  medical 
insurance  programs,  combined  with  current  inflation, 
are  having  a noticeable  impact  upon  hospitals,  physi- 
cians and  the  relationship  of  patients  to  the  insurance 
carriers.  They  have  a definite  effect  upon  the  forms 
and  methods  of  practice  and  indirectly  upon  medical 
education,  particularly  through  the  curtailment  of 
ward  services  for  teaching,  research  and  the  training 
of  residents. 

The  financial  problems  of  medical  schools  are  dis- 
cussed briefly  indicating  the  need  of  widespread  pub- 
lic, alumni,  governmental  and  university  support.  A 
plea  is  made  for  close  cooperation  and  understanding 
between  the  practicing  profession  and  the  medical 
schools  in  the  efforts  of  the  latter  to  contribute  fully 
to  the  training  of  the  next  generation  of  physicians. 
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Attention  may  be  called  to  the  fact  that  during 
the  last  forty-five  years  the  number  of  medical 
graduates  has  risen  117  per  cent  while  the  popula- 
tion has  grown  76  per  cent.  The  output  of  the 
medical  schools  in  recent  years  has  increased  more 
rapidly  than  the  population.  Last  year  the  additions 
to  the  profession  in  this  country  totalled  7,917,  over 
tw  ice  the  number  of  deaths  (3,667).  The  figures  are 
the  least  significant  part  of  the  picture,  however, 
because  the  quality  and  competence  of  doctors  are 
far  more  important  than  their  numbers. 

M.  hile  the  concern  of  medical  education  is  a 
relatively  small  feature  of  the  over-all  situation,  it  is 
important  because  of  the  obligation  of  present  day 
medical  schools  and  teaching  hospitals  to  supply  and 
to  train  physicians  to  meet  the  future  needs  of  the 
country.  1 he  primary  function  of  medical  education 
is  to  create  the  environment  in  which  well  qualified 
students  may  acquire  the  knowledge,  habits  of 
study,  basic  skills,  sound  attitudes,  sense  of  personal 
responsibility  for  patients,  and  understanding  of 
professional  and  ethical  principles  that  characterize 
a true  physician.  ? here  is  no  short  cut  to  learning 
on  the  part  of  the  student  because  many  of  the 
features  of  practice,  science  and  community  service 
cannot  themselves  be  taught,  they  have  to  be  learned. 

i he  supply  of  physicians  is  related  to  the  recruit- 
ment  of  medical  students.  During  recent  years  the 
applications  for  admission  have  been  declining,  due 
in  large  part  to  the  many  opportunities  offered  to 
recent  college  graduates  in  industry,  government 
service  and  otiur  activities  which  make  it  possible 
for  a student  to  become  economically  independent 
at  a much  earlier  age  than  if  he  were  to  pursue  a 
long  and  expensive  professional  education.  The  total 
number  of  applicants  is  still  sufficient  to  fill  the 
classes  of  most  medical  schools  that  arc  not  limited 
by  geographical  regulations,  but  there  is  a nation- 
wide need  for  more  better  qualified  candidates. 

I he  decline  at  least  in  quantity  of  medical  school 
applicants  may  change  shortly  because  the  enroll- 
ment in  schools  and  colleges  in  the  years  ahead  will 
be  greatly  accelerated.  For  example,  the  total  of 
pupils  in  high  school  in  1950  was  6.6  millions.  By 
1965  it  will  be  12.5  millions.  The  college  population 
of  approximately  2.5  million  students  at  the  present 
time  will  be  double  that  in  ten  years.  In  1930,  12 
per  cent  of  the  students  of  college  age  were  actually 
attending  institutions  of  higher  learning.  This  figure 
rose  to  18  per  cent  in  1940  and  now  is  about  30  per 
cent. 


I oday  the  entire  undergraduate  medical  course  is  i 
regarded  as  a unit,  not,  as  so  often  in  the  past,  a ; 
series  of  individual,  independent  and  more  or  less 
water-tight  compartments  of  knowledge.  The  oh-  1 
jective  is  to  produce  on  graduation  not  a specialist 
nor  a practitioner  who  even  regards  himself  capable 
of  rendering  every  type  of  professional  care  but 
one  who,  after  an  internship,  is  a well  rounded  and 
competent  family  physician.  This  is  indicated  by 
the  shift  of  the  main  axis  of  medical  instruction  from 
the  subjects  of  anatomy,  pathology  and  surgery  to 
biochemistry,  physiology  and  internal  medicine,  ' 
'eaying  to  graduate  education  in  a hospital  residency 
the  proper  preparation  for  the  surgical  and  other 
specialties.  1 here  are  now  23,486  residencies  ap-  ! 
proved  by  the  Council  on  Medical  Education  and 
Hospitals  of  which  only  a portion  can  be  regarded 
as  educational  in  character.  Many  of  these  are 
vacant  or  filled  by  graduates  of  foreign  medical 
schools.  1 his  is  also  true  of  the  11,048  approved 
internships  available  to  last  year’s  graduating  class 
of  6,977. 

Another  feature  of  present  day  instruction  is  the 
emphasis  upon  learning  by  the  student  rather  than 
teaching  by  the  faculty.  The  aim  is  to  select  self-  1 
starting  and  self-propelling  students  who,  largely 
on  their  own  initiative  but  under  guidance  and 
supervision,  may  secure  the  elements  of  a real  edu- 
cate n,  which  at  the  professional  level  must  be 
largely  self  education.  Another  characteristic  is  the 
concept  of  the  longitudinal  nature  of  disease  and  the 
entire  life  span  of  an  individual,  rather  than  the 
’tritude  so  frequently  expressed  of  concern  only 
with  episodes  of  illness  and  injury.  This  is  important 
in  view  of  the  extreme  shift  in  the  age  distribution 
of  the  population  with  consequent  increase  in  the 
frequency  of  many  of  the  chronic  and  degenerative 
disorders.  The  onsrt  of  these  disorders  is  recognized 
s starting  years  before  they  present  clinical  sypm- 
toms  and  in  many  instances  can  be  prevented  or 
cured  if  discovered  early  and  treated  properly. 

Perhaps  one  of  the  most  notable  changes  in 
medical  instruction  is  the  return  to  emphasis  upon  I 
the  patient  as  an  integrated  personality,  involving 
his  emotional,  environmental,  home  conditions,  em- 
ployment and  other  factors,  as  well  as  his  pathology. 
Because  the  social,  economic  and  emotional  factors 
in  an  adequate  medical  and  health  service  are  so  I 
important,  they  inevitably  have  an  influence  on 
professional  education.  They  should  supplement, 
however,  not  substitute  for,  the  meticulous  and 
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supervised  discipline  in  the  basic  sciences  upon 
which  progress  of  the  last  fifty  years  was  founded 
and  the  medical  advancements,  improved  patient 
care  and  public  service  in  the  future  must  depend. 

Research  is  the  life  blood  of  medical  education  and 
progress.  This  has  been  widely  recognized  bv  the 
public  as  evidenced  by  the  many  national,  voluntary 
health  agencies  which  through  publicity  and  fund- 
raising  efforts  have  built  up  support  particularly  for 
individual  diseases  and  for  specific  projects.  These 
activities  reflect  a new  attitude  on  the  part  of  the 
public  as  well  as  the  profession  which  has  certain 
dubious  features,  including  the  fact  that  good 
publicity  is  not  characterized  by  understatement. 

1 he  same  type  of  effort  has  led  to  the  substantial 
increase  in  support  from  federal  and  state  legisla- 
tures for  research  in  health  and  medical  fields. 

There  is  a responsibility  upon  the  educational 
institutions  and  faculties  to  participate  more  actively 
in  the  continuing  education  of  practitioners  and  in 
other  activities  of  the  profession.  The  medical  course 
of  today  emphasizes  the  development  of  sound 
habits  and  methods  of  study  which  will  equip  the 
doctor  in  practice  to  continue  his  own  education 
throughout  his  career,  without  which  he  can  never 
be  truly  successful  and  up-to-date.  It  also  presents 
the  community  and  public  duties  of  a physician. 

Probably  the  most  urgent  and  immediate  prob- 
lems are  related  to  certain  economic  and  social  as- 
pects of  medicine.  The  impact  of  such  developments 
as  voluntary  prepayment  medical  and  hospital  insur- 
ance is  having  a pronounced  effect  upon  the  forms 
and  methods  of  practice:  One  result  of  these  changes 
has  been  to  disturb  the  delicate  balance  of  the 
various  elements  of  medical  service,  such  as  the 
relationships  of  the  hospital  and  the  doctor,  those 
of  the  doctor  and  the  patient,  and  the  financial 
arrangements  introduced  by  a third  person,  namely, 
the  insurance  carrier.  With  over  104,000,000  people 
in  the  United  States  now  holding  some  degree  of 
voluntary  prepayment  health  insurance  the  problem 
has  become  of  major  proportions,  particularly  dur- 
ing the  last  ten  years.  The  expansion  of  health  and 
related  fringe  benefits  of  labor  unions  is  of  great 
significance  to  the  medical  profession,  hospitals  and 
teaching  institutions.  The  growth  and  influence  of 
labor  unions  in  the  health  service  fields  on  a country- 
wide basis  may  well  replace  the  earlier  concern  over 
national  sickness  insurance. 

The  above  mentioned  and  other  developments 
have  introduced  challenges  to  the  profession,  hos- 


pitals, industry  and  the  government  to  find  ways  and 
means  of  adapting  the  health  program  of  the  coun- 
try to  the  changing  conditions  and  at  the  same  time 
preserve  and  improve  the  quality  of  medical  care 
that  has  been  available  to  many,  although  not  to  all, 
members  of  our  society.  The  American  people  arc 
convinced,  partly  because  of  widespread  publicity 
regarding  health  matters,  of  the  value  of  adequate 
medical  care.  They  are  determined  that  the  results 
of  modern  scientific  knowledge  be  made  available  to 
the  entire  population.  The  rapid  evolution  of  this 
concept  in  the  United  States  has  placed  an  obliga- 
tion upon  the  medical  schools  and  universities  to 
produce  the  necessary  personnel  to  make  possible 
the  maintenance  and  improvement  of  health  services 
for  every  economic  and  geographic  group  in  the 
country. 

In  the  eagerness  and  pressure  to  provide  quickly 
for  the  entire  population,  the  fact  must  not  be  for- 
gotten that  the  level  of  any  program  is  determined 
by  the  competence  of  those  w ho  participate  in  it. 
Hence,  the  recruitment  and  proper  education  of 
professional  personnel  are  essential  features  of  any 
sound  and  permanently  satisfactory  program,  if  we 
are  to  avoid  erosion  of  our  standards  of  medical 
care. 

The  great  prosperity  and  accompanying  inflation 
in  the  national  economy  have  also  introduced  many 
new^  situations  that  require  adjustment  between 
organized  medicine,  hospitals  and  some  medical 
schools,  particularly  those  supported  by  tax  funds. 
These  differences  should  be  reconciled  within  the 
family  of  our  profession.  Serious  adverse  effects 
might  result  if  the  issues  were  translated  into  legal 
action  or  legislation  of  some  kind  to  the  ultimate 
disadvantage  of  all  concerned. 

One  illustration  of  the  impact  of  current  medical 
economics  is  the  reduction  in  ward  teaching  services 
so  vital  in  the  clerkships,  internships  and  residency 
training  programs,  as  well  as  in  research  and  the 
continued  education  of  younger  attending  physicians 
in  hospitals.  It  will  be  necessary  to  make  insured 
patients  available  in  some  satisfactory  manner  to 
provide  opportunities  for  instruction  during  the 
different  stages  of  the  training  of  the  physician. 
The  most  serious  difficulty  will  he  the  curtailment 
of  freedom  for  investigation  and  the  restrictions  in 
the  residency  programs  for  the  surgicaT  and  other 
specialties. 

There  is  a disposition  in  many  places  to  pool  the 
fees  for  insured  ward  patients,  the  money  to  be  used 


October,  19s 6 


Ml.niCAl  I'DUCAIION 


770 

for  strengthening  and  promoting  the  educational 
activities  for  the  house  staff.  That  will  require  modi- 
fications in  some  instances  of  the  manner  of  pay- 
ment by  carriers  and,  in  others,  the  attitude  of  the 
local  profession.  It  is  hoped  that  compensation  may 
be  based  on  the  services  rendered  rather  than  on 
fees  of  individual  physicians,  because  in  a modern 
medical  program  adequate  care  frequently  is  ren- 
dered by  a group  working  as  a team. 

The  effects  of  current  pressures  upon  the  opera- 
tion of  medical  schools  are  of  concern  to  all  who  are 
interested  in  the  future  of  medicine.  The  economic 
factors  are  evidenced  by  the  number  of  unfilled  posi- 
tions on  teaching  staffs  and  the  drift  away  from 
academic  medicine  toward  private  practice.  I hese 
and  other  forces  explain  the  trend  toward  a modern- 
ized version  of  the  “proprietary”  and  “hospital" 
medical  school  now  recognizable  in  every  section 
of  the  country.  This  is  to  be  regretted  because  the 
development  of  full-time  research  and  teaching  op- 
portunities in  the  clinical  departments  of  the  medical 
schools  has  contributed  greatly  to  the  rapid  advance 
of  medical  teaching  and  invesigation  during  the  last 
forty  years  by  drawing  well  trained  young  men 
and  women  into  academic  careers. 

Any  discussion  of  medical  education  and  the  re- 
lationship of  the  practicing  profession  to  it  would 
not  be  complete  without  reference  to  the  substantial 
increase  in  the  numbers  of  graduates  of  foreign 
medical  schools  coming  into  this  country.  At  the 
present  time  over  25  per  cent  of  the  house  officers 
in  the  hospitals  of  the  United  States  are  aliens.  The 
ratio  in  a few  States  is  above  50  per  cent.  Most  of 
them  are  graduates  of  unapproved  medical  schools. 
Many  are  excellent  individuals  with  good  personal 
and  intellectual  qualifications  but  they  have  not  had 
the  opportunities  in  their  native  lands  to  receive  a 
medical  education  comparable  to  what  is  required 
here.  In  many  sections  of  the  country  now  there  are 
two  classes  of  citizens  as  far  as  medical  services  are 
concerned;  those  who  arc  to  be  cared  for  by  physi- 
cians who  have  had  a satisfactory  preparation  for 
medical  practice,  and  a second  category  whose  medi- 
cal care  is  being  provided  for  by  physicians  who 
are  graduates  of  substandard  schools.  The  present 
situation  is  reminiscent  of  the  “diploma  mill"  era 
of  fifty  years  ago. 

The  great  influx  of  foreign  physicians  has  been 
made  possible  not  by  relaxation  of  the  standards  of 
the  profession  or  the  medical  schools  but  by  a 
national  policy.  That  has  permitted  the  immigration 


to  this  country  of  large  numbers  of  persons  from 
various  parts  of  the  world  without  requiring,  in  the 
case  of  physicians,  any  evidence  of  their  qualifica- 
tions for  medical  practice. 

An  effort  is  being  made  now  to  cope  \\  ith  this 
problem  at  its  source  before  the  individual  is  ad- 
mitted to  the  country.  The  proposed  “Evaluation 
Service  for  Foreign  Medical  Graduates”  is  a joint 
undertaking  between  the  medical  profession,  the 
hospitals,  the  educational  bodies  and  the  licensing 
authorities  of  the  individual  States.  It  is  to  be  hoped 
that  in  fairness  to  the  American  public  as  well  as 
the  individuals  involved  some  equitable  plan  can  be 
worked  out  to  offer  opportunities  to  foreign  trained 
physicians  who  would  be  welcomed  as  additions  to 
the  medical  profession  in  this  country,  provided  that 
they  meet  reasonably  satisfactory  standards  of  edu- 
cational preparation. 

It  is  well  to  re-emphasize  that  the  purpose  of 
medical  education  is  not  only  to  train  sufficient 
numbers  of  competent  practising  physicians,  but  of 
equal  importance  to  recruit  teachers  and  investiga- 
tors w hose  responsibilities  for  the  advancement  of 
knowledge  and  the  education  of  future  generations 
of  doctors  are  of  high  priority.  The  quality  of 
medical  practice  in  the  future  will  depend  largely 
upon  the  caliber  of  a teaching  staff  dedicated  to 
humanity  and  the  broad  objectives  of  our  profes- 
sion. 

The  education  of  personnel  for  the  health  sendees, 
including  nurses,  dentists,  public  health  and  other 
professional  workers,  is  a national  responsibility 
devolving  in  the  case  of  medicine  largely  upon  the 
eighty-one  medical  schools  of  the  country  and  their 
affiliated  hospitals  and  universities.  Because  of  their 
importance,  medical  education  and  research  will  be 
supported  in  one  wav  or  another.  The  alternatives 
to  voluntary  assistance  from  the  community  and  the 
resources  of  the  institutions  might  include  govern- 
ment support  with  some  degree  of  control  and 
direction  or  the  further  growth  of  proprietary  and 
hospital  medical  schools.  There  are  real  disadvan- 
tages to  the  public  interest  in  cither  of  these 
methods. 

Corporation  contributions  to  all  private  educa- 
tional institutions  last  year  represented  only  eight 
cents  of  each  dollar  of  expenditures  on  the  part  of 
universities  and  colleges.  The  $100,000,000  given, 
while  large,  is  only  a minute  fraction  of  the  total 
national  product  of  goods  and  services.  It  was  only 
one-fourth  of  one  per  cent  of  net  corporate  profits 
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before  taxes,  a small  investment  indeed  in  a function 
essential  to  American  society  and  to  American  in- 
dustry as  well.  One  fortieth  of  one  per  cent  of 
tliosc  net  profits  would  underwrite  the  present 
deficits  of  the  medical  schools  of  the  country.  The 
profession,  alumni,  foundations,  industry,  the  public, 
the  National  Fund  for  Medical  Education,  the 
American  Medical  Education  Foundation  and  other 
sources  of  supplementary  financial  support  are 
necessary  to  maintain  the  high  standards  of  medical 
education  and  leadership  in  America. 

I here  obviously  is  needed  a high  degree  of  co- 
operation and  understanding  on  the  part  of  the  pro- 
fession as  well  as  the  public  of  the  objectives  of  the 
teaching  institutions  which  must  not  be  allowed  to 
falter  or  to  weary  in  their  efforts  to  maintain  and 
improve  standards.  Nothing  can  be  gained  by  open 
disputes  or  legal  action  or  other  activities  that 
[emphasize  disagreement  and  differences  of  opinion 
'within  the  profession  and  between  it  and  the  institu- 
tions engaged  in  this  large  national  enterprise.  These 
|can  be  largely  avoided  if  emphasis  is  placed  where 
it  belongs,  namely,  on  the  best  interest  of  the  patient 
and  the  supply  of  competent  physicians  for  the 
future  needs  of  the  country. 

Recent  efforts  of  the  medical  profession,  partly 
through  legislation,  to  regulate  the  methods  of  com- 
pensating teachers  in  medical  schools  and  university 


hospitals  have  been  unfortunate  and  unnecessary. 

1 he  production  of  competent  physicians  by  the 
teaching  institutions  will  depend  not  only  upon 
adequate  facilities,  sufficient  financial  support,  and 
the  recruitment  of  well  prepared  students,  but  above 
all  upon  a staff  of  qualified  and  dedicated  scientists 
and  clinicians. 

In  view  of  the  heavy  duties  upon  the  staffs,  par- 
ticularly in  the  clinical  departments,  many  medical 
schools  have  put  a nucleus  of  such  appointments  on 
one  or  another  type  of  fulltime  in  order  to  strengthen 
proper  instruction  of  students,  the  conduct  of  re- 
search and  the  supervision  of  hospital  services.  The 
teaching  institutions  which  have  the  function  of 
preparing  the  future  generations  of  physicians 
should  be  encouraged  to  employ  teachers  and  in- 
vestigators under  any  reasonable  plan  satisfactory 
to  the  staff  members  that  is  in  conformity  with 
sound  principles  of  medical  ethics  and  the  best 
interests  of  patients.  They  should  have  the  steady 
support  of  the  profession  and  hospital  associations 
in  their  endeavors  to  maintain  the  quality  of  teach- 
ing, which,  in  turn,  will  insure  a high  level  of 
health  services  for  the  future  of  the  country.  In 
the  interests  of  all  concerned  they  should  be  free 
from  either  hampering  regulations  of  the  medical 
profession  or  restrictive  legislation  which  might 
interfere  with  their  essential  functions  in  a modern 
society. 
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CEREBRAL  PALSY:  WHERE  NEXT? 


Russell  V.  Fuldner,  m.d.,  New  Haven  e 


TVT early  a century  has  elapsed  since  Little’s  de- 
’ scription  of  the  crippling  condition  which  has 
since  come  to  be  known  as  cerebral  palsy.  Little,  an 
orthopedist  venturing  on  obstetrical  ground,  con- 
sidered that  the  disease  was  usually  due  to  asphyxia 
associated  with  dystocia  and  prematurity.  Sigmund 
Freud  categorized  these  as  “Little’s  factors’’  in 
etiology  and  cast  serious  doubt  on  their  validity. 
The  divergent  views  have  yet  to  be  resolved.  Con- 
structive contributions  to  the  problems  of  etiology 
are  urgently  needed;  according  to  Children’s  Bureau 
figures,  cerebral  palsy  accounts  for  more  than  9 per 
cent  of  our  crippled  children. 

HISTORICAL  NOTE 

Past  disputes  over  etiology  have  been  repeatedly 
reviewed  and  need  not  be  examined  here.  Prenatal 
influencet  figures  prominently  in  current  expositions 
of  etiology,  partly  because  of  recent  studies  relating 
defects  of  embryonic  development  to  vitamin  de- 
ficiency and  irradiation  during  pregnancy.  Experi- 
mentally produced  fetal  defects,  defects  following 
maternal  rubella,  and  the  possible  consequences  of 
Rh  incompatability  in  parents  have  also  directed 
attention  to  fetal  damage  by  way  of  the  maternal 
organism.  Emphasis  on  prenatal  influence  in  cerebral 
palsy  probably  owes  more,  however,  to  Freud  and 
Collier  and  to  Ford’s  monograph  and  textbook.  Ford 
stated  that  “cerebral  birth  injuries  are  rare  rather 
than  common  and  the  great  mass  of  infantile  palsies 
can  no  longer  be  lightly  attributed  to  faulty  obstet- 
rical procedures.”  This  statement  might  readily  be 
taken  to  suggest  that  obstetrical  considerations  are 
not  of  primary  importance  in  the  pathogenesis  of 
cerebral  palsy.  The  findings  of  the  present  study 
indicate  this  view  to  be  incorrect. 

fAs  used  here,  prenatal  influence  refers  to  genetic  or  en- 
vironmental factors  affecting  the  fetus  prior  to  the  onset  of 
labor. 

Reprinted  from  the  A.  M.  A.  Archives 
of  author  and  editor 


The  Author.  Attending  Orthopedic  Surgeon,  New- 
ington Home  and  Hospital  for  Crippled  Children 


SUMMARY 

An  etiological  investigation  of  204  nonepileptic, 
mentally  responsive  children  with  cerebral  palsy  indi- 
cates that  in  this  group  the  most  frequent  cause  of 
cerebral  palsy  is  fetal  and  neonatal  anoxia. 


Discussions  of  etiology  have  long  been  confused 
by  an  ambiguous  terminology.  Birth  injury  should 
comprise  the  effects  of  any  adverse  environmental 
influence  during  labor,  but  after  McNutt’s  and 
Schwartz’s  papers  the  term  tended  to  be  equated 
with  hemorrhage  and  dural  tears,  with  two  unfortu- 
nate results:  the  role  of  anoxia  was  minimized,  and 
whenever  hemorrhage  could  be  ruled  out,  the  bal- 
ance seemed  tipped  toward  prenatal  influence.  The 
term  cerebral  palsy  itself,  under  which  a variety  of 
conditions  are  grouped  together,  has  also  confused 
clinical  thinking.  As  one  instance,  epileptics  and 
mental  defectives  with  spasticity  arc  usually  grouped 
with  motor-handicapped  children  for  investigative 
purposes.  Cerebral  palsy,  mental  defect,  and  epilepsy 
probably  have  much  in  common;  vet  their  causes 
can  hardly  be  assumed  as  identical.  It  should  be  of 
basic  interest  to  determine  if  possible  what  their 
underlying  etiological  differences  may  be. 

To  simplify  the  etiological  study  of  cerebral 
palsy,  children  with  relatively  pure  motor  involve- 
ment may  be  separated  from  those  with  additional 
handicaps,  such  as  mental  deficit  and  epilepsy.  To  a 
degree  arbitrary,  this  grouping  may  help  to  identify 
the  pathogenesis  of  motor  lesions  and  facilitate  later 
investigation  of  more  complicated  syndromes.  Re- 
search efforts  would  be  aided  if  descriptive  terms 
such  as  athetoid  quadriplegia  and  spastic  hemiplegia 
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were  used  instead  of  the  loose  designation  cerebral 
palsy. 

MATERIALS  AND  METHODS 

During  the  past  six  years  I have  examined  667 
children  because  of  suspected  cerebral  palsy, t the 
diagnosis  of  cerebral  palsy  being  made  in  507.  The 
diagnostic  procedure  has  previously  been  outlined. 
One  hundred  thirty-two  cases  of  cerebral  palsy  were 
eliminated  because  of  inadequate  records,  41  because 
the  etiology  was  evident  (erythroblastosis,  hydro- 
cephalus, postnatal  disease  or  trauma  of  the  central 
nervous  system),  and  1 1 1 because  of  gross  mental 
defect* *  or  epilepsy.  A few  children  included  in  the 
study  had  had  isolated  convulsions,  but  all  were  free 
of  clinical  epilepsy  at  the  time  of  writing.  Lastly,  all 
children  (19)  with  the  less  common  varieties  of 
cerebral  palsy,  e.g.,  ataxia,  tremor,  and  dystonia, 
were  excluded  as  too  few  for  significant  sampling. 
Cases  were  thus  selected  to  obtain  patients  repre- 
sentative of  the  chief  motor  syndromes  of  infantile 
cerebral  palsy  in  nonepileptic,  mentally  responsive 
children. 

The  available  clinical  material  was  reduced  to  204 
cases  by  this  selection.  These  cases  fell  into  four 
diagnostic  groups:  athetoid  quadriplegia,  spastic 
quadriplegia,  spastic  hemiplegia,  and  spastic  para- 
plegia. The  classification  is  similar  to  the  simple  one 
used  by  the  older  writers.  Athetoid  chidren  were 
found  to  vary  in  kinetic  patterns,  as  described  by 
Phelps;  otherwise,  the  chief  variation  among  patients 
within  each  diagnostic  group  was  in  the  severity  of 
the  motor  involvement.  No  description  of  patients 
was  attempted  from  an  economic  or  social  stand- 
point. The  families  of  the  children  represent  a 
population  cross  section  of  an  agricultural  and  in- 
dustrial region  with  one  of  the  highest  living  stand- 
ards in  the  world.  A half-Japanese  and  four  Negroes 
were  included  in  the  case  material,  the  remainder  of 
the  children  being  white;  they  were  largely  in  the 
two  to  19  year  old  age  range. 

JThe  case  material  has  been  largely  drawn  from  the 
Cerebral  Palsy  Service  of  the  Newington  Home  and  Hos- 
pital for  Crippled  Children,  Newington,  Connecticut. 

*While  a majority  of  the  patients  were  given  psycho- 
metric examinations  by  psychologists  especially  qualified  in 
this  field,  a pragmatic  view  has  been  taken  of  mental  com- 
petency: an  oriented,  responsive  subject  showing  progres- 
sive environmental  adaptations  reasonably  commensurate 
with  his  age  and  handicap.  However,  no  patient  was  used  in 
the  study  with  a psychometric  rating  below  the  moron 
level;  there  were  13  cases  rated  as  of  this  level. 


The  hospital  birth  (obstetrical  and  neonatal) 
records,  or  their  equivalent,  were  examined  by  me 
in  every  case  used  in  the  study,  all  essential  informa- 
tion being  transcribed  to  data  sheets.  In  most  cases 
(183)  the  original  record  was  examined  at  the  hos- 
pital of  delivery;  in  six  instances  photostatic  copies 
were  used;  in  15  cases,  transcripts.  Sixty-five  hospi- 
tals, large  and  small,  mostly  in  Connecticut  and 
vicinity,  were  represented.  The  uncertainties  of 
maternal  recollection  having  been  a weakness  of 
some  previous  investigations,  information  from  par- 
ents was  not  used  for  obstetrical  or  neonatal  data 
in  this  study'.  Children  born  at  home  and  those  with 
unavailable  hospital  records  were  eliminated.  The 
data  are  consequently  the  most  accurate  obtainable 
with  present  methods.  What  the  average  hospital 
record  provides  for  an  investigation  of  this  sort, 
however,  might  be  described  as  clues  rather  than 
scientific  information.  One  of  the  facts  we  should 
most  like  to  have— the  duration  of  apnea  in  the  new- 
born—is  rarely  stated  in  quantitative  terms,  only  a 
clue,  such  as  “difficult  resuscitation”  or  “cry  de- 
layed,” being  entered  on  the  labor  sheet.  Nurses’ 
notes  often  provide  the  chief  description  of  neonatal 
status.  The  shortcomings  of  hospital  records  may 
significantly  reduce  the  number  of  cases  in  which 
a reasonably  probable  cause  for  the  cerebral  palsy 
can  be  assigned. 

Table  I 

Basic  Data  in  204  Selected  Cases  of  Cerebral  Palsy 

ATHETOID  SPASTIC  SPASTIC  SPASTIC 
QUADRI-  QUADRI-  HEMI-  PARA- 
PLEGIA PLEGIA  PLEGIA  PLEGIA  TOTALS 


No.  of  cases 41  60  56  47  204 

Boys  29  39  28  20  1 16 

Girls  12  21  28  27  88 

Premature  8 26  10  29  73 

Twinning  1 y 1 6 13 

Breech  presentation  6 10  4 7 27 

Cesarean  section  2 5 8 3 18 


Table  II 

Possible  Contributory  Etiological  Factors 

1.  Maternal  abnormalities:  Acute  or  chronic  disease;  trauma, 
vaginal  bleeding,  or  surgery  during  pregnancy  (not  in- 
cluding Caesarean  section) 

2.  Abnormalities  of  labor:  Persistent  transverse  or  posterior 
position,  arrest  of  labor,  mid  or  high  forceps;  cord  en- 
circlement, knotting,  or  prolapse;  meconium  in  amniotic 
fluid,  placenta  praevia,  premature  separation  of  placenta. 

3.  Prolongation  of  second  stage  of  labor:  Second  stage  last- 


October,  19  56 


774 


CKKKIJRAI.  PA1.SY 


ing  i hour  or  more  in  multiparas,  i/i  hours  or  more  in 
primiparas  (arbitrary  tripling  of  medians  for  term  deliv- 
eries, Heilman  and  Prystowsky) 

4.  Rapid  second  stage  (5  minutes  or  less);  precipitate  birth. 

5.  Asphyxia  of  the  newborn;  delayed  cry  or  respiration. 


FAMILIAL  BACKGROUND  AND  CONGENITAL  DEFECTS 

Factors  known  to  be  associated  with  genetic  de- 
fect were  traced  by  means  of  familial  and  gestational 
histories  and  by  records  of  congenital  deformities  in 
the  patients  and  their  siblings.  The  only  congenital 
defect  of  frequent  occurrence  in  the  cerebral-palsied 
children  was  strabismus,  present  in  59.  Aside  from 
dental  caries  and  high  palate,  no  other  somatic  defect 
occurred  more  than  once  except  for  undescended 
testicle  (two  cases),  inguinal  hernia  (four),  deafness 
(four),  heart  murmur  (two),  and  retrolental  fibro- 
plasia (five  cases,  to  be  discussed  later).  This  list 
does  not  include  defects  secondary  to  the  cerebral 
palsy,  such  as  hip  dislocation  and  cortical  perceptual 
defects.  Gestational  histories  included  all  pregnan- 
cies prior  to  the  birth  of  the  patient,  and  in  most 
instances  several  years  thereafter.  Recorded  defects 
in  the  siblings  of  the  patients  were  as  follows:  two 
(possibly  three)  cases  of  talipes,  one  case  each  of 
pseudohypertrophic  muscular  dystrophy,  heart 
disease,  hypospadias,  retrolental  fibroplasia,  unilateral 
blindness,  and  harelip-cleft  palate.  In  addition  to  this 
instance  of  the  harelip-cleft  palate,  a patient  in  the 
hemiplegia  group  had  two  siblings  each  of  whom 
had  this  deformity. 

Frequent  Miscarriage ; Syphilis— The  mother  of 
one  child  in  the  series  had  had  three  miscarriages 
prior  to  the  birth  of  the  patient.  Another  mother 
had  two  stillbirths  and  a child  who  died  at  three 
days  of  age,  all  in  pregnancies  prior  to  the  patient’s 
birth.  A third  mother  had,  prior  to  the  patient’s 
birth,  a premature  child  who  died  at  four  days  of 
age;  following  the  patient’s  birth  she  had  a miscar- 
riage, and  then  a short-lived  premature  child.  Except 
in  these  three  cases,  a maternal  history  of  frequent 
miscarriage  or  stillbirth  was  not  obtained  in  the 
study  material.  A serological  test  for  syphilis  was 
done  practically  without  exception  on  all  mothers, 
a positive  reaction  never  being  recorded. 

Familial  Incidence— Cerebral  palsy  in  a sibling  or 
other  relative  of  the  patient  was  recorded  in  seven 
cases.  There  were  three  children  with  familial  para- 
plegia, in  each  case  one  parent  and  another  relative 
having  the  same  condition.  An  athetoid  girl  had  a 
brother  with  hemiplegia  (both  included  in  the 


study).  Two  children  in  the  paraplegia  group  re- 
portedly had  siblings  with  spastic  quadriplegia 
(siblings  not  included  in  study).  Finally,  a hemi- 
plegic boy  had  a brother  with  paraplegia  and  men- 
tal defect.  Except  for  the  cases  of  familial  paraplegia, 
it  seems  that  if  a genetic  factor  were  operative  in 
these  instances  it  did  not  produce  the  same  kind  of 
cerebral  palsy  in  the  siblings  affected. 

The  foregoing  findings  give  little  support  to  a 
concept  of  cerebral  palsy  based  on  heredofamilial 
defect.  For  an  understanding  of  the  probable  causes 
of  cerebral  palsy,  we  must  turn  to  the  events  of  the 
perinatal  period  in  each  of  the  four  diagnostic 
groups. 

ATHETOID  QUADRIPLEGIA 

There  were  41  cases  of  athetoid  quadriplegia. 
Abnormalities  of  labor  ( Table  II,  items  2 and  3) 
were  present  in  20  cases,  to  which  should  be  added 
a case  of  Caesarean  section  in  which  the  mother 
stopped  breathing  for  an  unstated  interval  during 
operation,  with  “considerable  commotion  and  delay 
in  delivering  the  baby.”  A frequent  common  de- 
nominator of  dystocia  appeared  to  be  some  length- 
ening of  the  second  stage  of  labor,  ranging  from 
minimal  prolongation  upward  to  three  and  five 
hours.  In  one  case  the  period  elapsing  between  full 
cervical  dilatation  and  delivery  of  the  baby  was 
stated  to  have  been  nine  hours. 

Jaundice— The  21  cases  cited  above,  provided  that 
they  are  viewed  in  aggregate,  strongly  suggest  rela- 
tionship between  events  of  the  perinatal  period  and 
the  development  of  cerebral  palsy.  An  unusual  type 
of  neonatal  jaundice,  seen  only  in  the  athetosis 
group,  gave  an  etiological  lead  in  three  additional 
cases  (untabulated).  These  three  infants  had  deep, 
prolonged  jaundice  of  early  onset,  similar  to  that 
recently  described  by  Hsia  and  Gellis,  different  in 
description  from  the  physiological  jaundice  fre- 
quently mentioned  in  other  cases  in  the  study 
material.  Two  of  the  three  children  are  now  deaf. 

The  group  of  three  forms  so  close  a parallel  with 
athetosis  of  erythroblastotic  origin  that  an  unrecog- 
nized blood  incompatibility  seems  reasonably  cer- 
tain. In  one  case  blood  studies  seemed  to  rule  out 
Rh  incompatibility;  in  the  other  two  cases  Rh  deter- 
minations were  not  done. 

With  few  exceptions,  the  infants  in  the  athetosis 
group  were  reported  to  have  neonatal  respiratory 
difficulties.  While  the  duration  of  apnea  was  not 
usually  specified,  it  seems  from  instances  where  it 
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was  mentioned  that  regular  breathing  in  these  in- 
fants was  subject  to  delays  of  as  much  as  30  minutes, 
an  hour,  or  even  more. 

SPASTIC  QU  ADR  I PLEGI  At 

There  w ere  60  cases  of  spastic  quadriplegia.  Some 
patterns  observed  in  the  athetosis  series  are  con- 
tinued in  the  spastic  quadriplegia  group,  but  differ- 
ences arc  apparent.  Prematurity  is  far  more  in  evi- 
dence, nearly  half  of  the  spastice  quadriplegia 
infants  having  been  premature  (birth  weight  less 
than  5 Zi  lb.  [2,495  gm.];  Table  I).  Two  premature 
infants  were  precipitated;  in  two  others  the  second 
stage  of  labor  was  stated  to  have  been  three  and  five 
minutes,  respectively.  While  a few'  other  obstetrical 
complications  were  noted  in  the  premature  infants 
(principally  breech  presentation  and  premature 
placental  separation),  abnormalities  of  labor  occur- 
red mostly  in  the  infants  of  higher  birth  weights. 
The  duration  of  the  second  stage,  when  specified 
for  these  heavier  infants,  was  frequently  prolonged. 
Neonatal  respiratory  difficulties  were  often  noted, 
but  the  duration  of  apnea  was  mentioned  in  only 
a few  cases,  the  time  estimates  ranging  from  “several 
minutes”  to  “one  hour.” 

In  contrast  to  the  athetosis  series,  four  instances 
of  maternal  illness  during  pregnancy  were  recorded 
in  the  quadriplegia  group,  with  two  additional  cases 
of  toxemia.  In  one  of  the  latter  the  toxemic  symp- 
toms were  confined  to  a slight  rise  in  blood  pressure, 
w ith  i-j-  albuminuria;  in  the  second  case  there  was 
a weight  gain  of  24  lb.  ( 10.9  kg.)  during  pregnancy, 
w ith  edema  and  traces  of  albuminuria,  and  a post- 
partum seizure  occurred.  Vaginal  bleeding  during 
pregnancy  was  mentioned  eight  times,  and  there 
were  three  (possibly  four)  cases  of  premature  sep- 
aration of  the  placenta.  There  were  three  Caesarean 
sections,  one  performed  for  the  indication  of  fetal 
distress  and  two  for  premature  placental  separation. 

SPASTIC  HEMIPLEGIA 

There  were  56  cases  of  spastic  hemiplegia.  Diffi- 
culties of  passenger  in  relation  to  the  passages  were 
noted  less  frequently  than  in  the  preceding  groups 
(three  cases  of  mid  forceps  or  high  forceps;  three 
of  arrest  of  labor),  but  there  were  eight  Caesarean 
sections,  proportionately  far  more  than  in  the  other 
groups  (Table  I).  The  sections  were  performed 
chiefly  for  the  indications  of  cephalopelvic  dispro- 
portion, arrest  of  labor,  and  premature  separation 

+This  series  includes  three  children  with  spastic  triplegia. 


of  the  placenta.  There  were  seven  cases  of  cord 
encirclement,  one  with  division  of  the  cord  prior  to 
delivery.  Respiratory  delay  was  frequently  implied 
in  the  hospital  records,  hut  a time  estimate  was  given 
in  only  three  cases  (three  minutes,  seven  minutes, 
one  hour). 

Maternal  Disease— There  were  two  cases  of  mater- 
nal diabetes  in  the  hemiplegia  group,  including  one 
in  w hich  the  diagnosis  of  diabetes  was  not  made 
until  two  years  postpartum,  as  compared  with  one 
case  in  the  athetosis  group  and  none  in  the  quadri- 
plegia and  paraplegia  groups.  Acute  maternal  dis- 
ease in  the  hemiplegia  group  seems  to  have  been  con- 
fined to  two  cases  of  mild  toxemia  (moderate  edema 
and  albuminuria)  and  two  cases  of  elevated  tempera- 
tures prior  to  labor,  including  one  in  which  the 
membranes  ruptured  a week  antepartum  and  the 
amniotic  fluid  was  subsequently  noted  to  contain  a 
“large  amount  of  creamy  material.”  Premature 
placental  separation  occurred  three  times.  One  child 
in  the  hemiplegia  series  had  a hemiplegic  mother.  It 
seemed  clear  from  the  mother’s  history  that  in  her 
case  the  hemiplegia  followed  an  acute  childhood 
illness. 

Maternal  Injury— Since  cerebral  palsy  is  sometimes 
blamed  on  injury  to  the  mother,  it  may  be  noted 
that  there  were  only  five  cases  of  maternal  trauma 
in  the  total  study  material,  all  of  which  were  due  to 
falls,  except  for  one  automobile  accident.  Two  of 
the  falls  occurred  in  the  hemiplegia  series— one  in 
which  the  mother  fell  25  ft.  from  a window  at  five 
months,  sustaining  multiple  fractures  of  the  spine; 
the  other,  a fall  downstairs  at  six  months. 

Maternal  Neoplasm— There  were  two  cases  of 
maternal  neoplasm  in  the  hemiplegia  series— one,  that 
of  a pelvic  tumor,  for  which  panhysterectomy  was 
done  postpartum;  the  other,  that  of  a breast  cancer 
necessitating  radical  mastectomy  at  five  months,  the 
mother  subsequently  dying  of  metastases.  There  was 
only  one  other  instance  of  maternal  neoplasm  in  the 
study  material,  a case  of  a fibromyoma  of  the  uterus. 

SPASTIC  PARAPLEGIA 

There  were  47  cases  of  spastic  paraplegia.  Here 
prematurity  attains  an  even  higher  incidence  than 
in  the  group  of  spastic  quadriplegia,  well  over  half 
of  the  paraplegic  children  having  been  premature 
(Table  I);  only  six  children  with  birth  weights  in 
exess  of  7 lb.  (3175  gm.)  appear  in  this  series. 
Vaginal  bleeding  occurred  in  nine  cases,  in  four 
associated  with  premature  placental  separation  or 
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placenta  praevia.  Except  for  abnormal  bleeding,  the 
only  record  of  maternal  disease  in  the  paraplegia 
group  was  one  case  of  mild  toxemia  (slight  edema 
and  albuminuria,  30  lb.  weight  gain).  Difficult  deliv- 
eries and  extended  second  stages  of  labor  were  un- 
usual, and  there  were  few  mentions  of  prolonged 
respiratory  delay  in  the  newborn.  Abnormal  motor 
findings  during  the  neonatal  period  were  also  less 
frequent  than  in  the  three  preceding  groups.  In  some 
respects  spastic  paraplegia  is  set  apart  from  other 
types  of  cerebral  palsy;  a possible  reason  for  this 
will  be  mentioned  later. 

Retrolental  Fibroplasia— Five  cases  of  retrolental 
fibroplasia,  four  with  blindness,  were  recorded  in 
the  study  material,  all  in  the  paraplegia  group.  The 
smallest  of  these  infants  had  a birth  weight  of  1 lb. 
12  07. . (794  gm.);  the  largest,  3 lb.  (1360  gm.).  All 
w ere  kept  in  oxygen  for  varying  periods.  T he  con- 
currence of  paraplegia  and  retrolental  fibroplasia 
appears  attributable  to  a common  basis  in  pre- 
maturity. 

Familial  Paraplegia— The  three  children  with  fam- 
ilial paraplegia  previously  referred  to  are  of  interest, 
since  they  all  had  uncomplicated,  ready  deliveries. 
They  therefore  fail  to  support  the  postulate,  origin- 
ally expressed  by  Freud,  that  dystocia  in  cerebral 
palsy  may  be  due  to  prenatal  fetal  neuromuscular 
defects.  It  should  also  be  noted  that  obstetrical 
opinion  holds  the  fetus  to  play  no  active  part  in  its 
delivery.! 

Twins— T winning  was  of  higher  occurrence  in 
the  paraplegia  group  than  in  any  of  the  other  three 
(Table  I.)  Of  the  13  sets  of  twins  in  the  study 
material,  the  sibling  was  reportedly  normal  in  nine; 
in  one  case  information  on  the  sibling  was  not  ob- 
tained; in  three  the  sibling  died  within  the  first  week 
of  life.  Other  investigators  have  also  reported  that 
in  twin  pregnancies  the  sibling  of  the  cerebral- 
palsied  child  either  dies  in  the  neonatal  period  or 
develops  normally. 

POSSIBLE  CONTRIBUTORY  FACTORS 

Inhalation  anesthesia  was  usually  employed  for 
labor  in  the  study  material,  conduction  anesthesia 
being  mentioned  in  only  14  instances.  The  majority 
of  the  mothers  were  medicated  with  combinations 
of  barbiturates  and  opiates  during  labor,  some- 
times repeatedly.  Prepartum  hemoglobin  estimates 
were  available  in  only  a minority  of  cases,  values  in 

§Eastman,  Nicholson  J.:  Personal  communication  to  the 
author. 


the  65  to  80  per  cent  range  being  not  unusual.  The 
questions  thus  raised,  and  others  that  may  be  perti- 
nent, cannot  be  answered  in  a study  conducted  along 
the  present  lines. 

RESULTS  AND  CONTRARY  VIEWS 

I he  cause  of  cerebral  palsy  in  many  of  the 
cases  was  quite  evidently  fetal  oxygen  depriva- 
tion. It  appears  that  hypoxia  provided  a common 
basis  for  the  varying  mechanisms  of  cord  entangle- 
ment, dystocia,  premature  placental  separation,  and 
delayed  onset  of  respiration  to  produce  brain  dam- 
age. Other  causes  of  brain  damage,  such  as  bilirub- 
inemia,  heredofamilial  defect,  and  maternal  illness, 
were  relatively  infrequent.  When  criteria  of  oxygen 
deprivation  are  based  on  Items  2,  3,  and  5 of  Table 
II,  at  least  103  cases  in  the  study,  slightly  more  than 
half  of  the  total,  appear  to  be  anoxic  in  origin.  Since 
data  supplied  by  many  hospital  records  are  inade- 
quate, the  incidence  of  fetal  anoxia  is  probably 
higher  than  these  figures  suggest. 

If  anoxia  is  the  usual  cause  of  cerebral  palsy,  it  is 
necessary  to  account  for  the  well  established  opinion 
that  infants  with  known  birth  trauma  or  asphyxia 
do  not  characteristically  develop  abnormalities  in 
later  life.  Many  studies  have  seemed  to  show  that 
they  do,  but  it  is  the  negative  opinion  which  is  of 
concern  here.  The  excellent  article  of  Keith  and 
associates  may  be  cited  as  the  most  impressive  of 
recent  contributions  tending  to  disprove  late  effects 
of  neonatal  asphyxia.  Keith’s  study  was  selective  in 
respect  to  the  high  quality  of  obstetrical  manage- 
ment, the  case  material  being  derived  from  an  out- 
standing obstetrical  service.  The  incidence  of 
asphyxia  in  Keith’s  series,  5 per  cent,  should  be  com- 
pared with  nearly  16  per  cent  in  another.  Keith 
and  his  co-workers  followed  677  deliveries  (Keith’s 
Groups  1 and  2),  including  some  20  infants  with 
abnormalities  in  the  neonatal  period,  without  dis- 
covering any  case  of  cerebral  palsy.  Unless  it  related 
to  excellent  obstetrics,  the  absence  of  cerebral  palsy 
is  difficult  to  interpret.  On  the  basis  of  known  inci- 
dence—6 per  1,000  births— there  should  have  been 
four  cerebral-palsied  children,  more  or  less,  in  this 
group.  This  incidence  would  be  applicable  even  if 
the  677  infants  were  routine  deliveries,  whereas  in 
more  than  half  the  cases  (349)  labor  had  been  pro- 
longed, a circumstance  which  at  least  should  not 
have  diminished  the  expectancy  of  cerebral  palsy. 
Keith  and  his  fellow -w  orkers  also  followed  a group 
of  infants  with  asphyxia  or  delayed  respiration,  not 
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finding  that  this  appreciably  influenced  the  chil- 
dren’s subsequent  development.  Only  36  of  this 
group  (of  those  who  survived)  were  noted  to  have 
had  respiratory  delay  of  six  minutes  or  longer,  and 
Keith’s  entire  follow-up  series  contains  only  one 
patient  for  whom  the  period  of  apnea  is  stated  to 
have  been  in  excess  of  15  minutes.  As  we  now  know, 
the  period  of  apnea  in  cerebral  palsy,  where  stated, 
tends  to  higher  levels  than  these.  It  seems  possible 
that  the  tolerated  period  of  apnea  leaves  off  where 
that  of  the  cerebral-palsied  infant  only  begins.  Fail- 
ure to  appreciate  the  quantitative  implications  of 
hypoxia  may  have  been  a stumbling  block  in  other 
painstaking  studies. 

In  any  attempt  to  evaluate  the  role  of  abnormal 
labor  in  cerebral  palsy  it  is  necessary  to  keep  in 
mind  the  infinite  variabilities  of  hypoxia  and  of 
human  infants.  The  findings  of  the  present  study 
are  not  taken  to  imply  that  any  given  abnormality 
of  labor  inevitably  leads  to  cerebral  palsy.  I he  ob- 
vious dystotic  feature,  whatever  it  may  be,  is  one 
contribution  to  a combination  of  anoxia-producing 
factors,  among  which  must  also  be  reckoned,  at 
least,  time  relationships  and  fetal  weight. 

Anoxia  as  Pathogenic  Mechanism— The  concept 
of  asphyxia  as  the  usual  cause  of  cerebral  palsy  has 
been  held  with  varying  degrees  of  enthusiasm  since 
Kittle  first  propounded  it,  perhaps  reaching  its  nadir 
after  the  publication  of  Ford’s  paper,  in  1926.  Ford 
did  not  consider  it  likely  that  the  recognized  brain 
lesions  of  cerebral  palsy  were  of  anoxic  origin.  More 
recently  there  has  been  increasing  evidence  that 
anoxia  can  effect  permanent  structural  alterations  in 
the  central  nervous  system,  and  Courville’s  studies 
indicate  that  many,  if  not  all,  of  the  lesions  of  cere- 
bral palsy  may  be  traced  to  oxygen  deprivation. 
Courville’s  work  leaves  little  doubt  of  the  lethal 
potentiality  of  anoxia  with  respect  to  the  cerebral 
neurone,  and  I have  recently  examined  a five  year 
old  boy  whose  case  history  affords  an  experimental 
demonstration,  even  including  a control  of  sorts, 
leading  to  the  same  conclusion. 

At  the  age  of  three  years  this  child,  previously 
normal,  was  accidentally  imprisoned  in  a disused 
household  icebox  for  seven  hours,  with  only  a small 
drainpipe  for  ventilation.  He  had  with  him  a pet 
kitten.  On  his  relase  from  the  icebox  the  child  was 
comatose,  gray,  and  cyanotic,  shortly  developing  a 


generalized  convulsion  and  temperature  of  106.5  F. 

1 he  child  now  has  spastic  quadriplegia  similar  to 
that  seen  in  cerebral  palsy,  with  preponderant  lower 
extremity  involvement.  The  pet  kitten  was  noted  to 
be  “wobbly”  for  a week  after  its  release;  it  then 
died,  and  autopsy  showed  “complete  destruction  of 
the  [cerebral]  cortex.”*  This  case  provides  a start- 
ling demonstration  of  the  ability  of  prolonged 
hypoxia  to  produce  a permanent  cortical  lesion. 

Intracranial  Hemorrhage— In  birth  injury  it  may 
not  be  possible  for  the  clinician  to  draw  a valid 
distinction  betw  een  the  part  played  by  asphyxia  and 
that  by  intracranial  hemorrhage;  at  times  even  the 
pathologist  finds  this  difficult.  As  intracranial  bleed- 
ing may  result  in  asphyxia,  Gruenwald  and  Cour- 
ville  have  shown  that  the  reverse  relationship  also 
holds  true.  Gruenwald  states  that  asphyxial  bleeding- 
plays  a greater  role  in  premature  infants,  and 
mechanical  trauma,  in  term  infants,  an  observation 
of  interest  with  respect  to  paraplegia.  As  already 
noted,  paraplegic  infants  have  relatively  normal 
deliveries  and  fewer  neonatal  respiratory  and  motor 
abnormalities  than  other  children  with  cerebral 
palsy.  In  conjunction  with  the  subsequent  develop- 
ment of  a localized  cortical  syndrome,  these  findings 
perhaps  suggest  restricted  hemorrhage,  in  contrast  to 
a general  anoxic  insult. 


WHERE  NEXT? 

I he  physician  responsible  for  the  care  of  the 
cerebral-palsied  child  can  scarcely  escape  the  cer- 
tainty that  treating  cerebral  palsy  will  never  do.  The 
goal  must  be  prevention.  A clearer  understanding 
of  the  mechanisms  of  neonatal  asphyxia  needs  to  be 
gained  by  controlled  studies  of  infants  with  com- 
plicated deliveries.  Steps  have  recently  been  taken  in 
this  direction.  It  is  essential  that  further  data  be  ob- 
tained from  a representative  variety  of  obstetrical 
sources  and  that  follow-up  procedures  provide  for 
accurate  diagnosis  of  the  children  under  investiga- 
tion. In  a research  program  of  this  scope  and  direc- 
tion lie  some  of  the  most  promising  leads  for  the 
prevention  of  cerebral  palsy. 


*Bartlett,  Agnes  V.:  Personal  communication  to  the  author. 

This  is  a condensation,  omitting  bibliographical  references, 
of  an  article  which  was  published  in  the  September,  1955 
issue  of  the  Archives  of  Neurology  and  Psychiatry  under 
tlte  same  title.  The  original  article  contains  tabulated  data 
illustrating  a number  of  the  statements  in  the  text. 
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RAT-BITE  FEVER 

npiiE  early  history  of  rat-bite  fever  is  confused 
because  tw  o biologically  very  different  organ- 
isms, Spirillum  minus  and  Streptobacillus  monili- 
formis, may  be  transmitted  by  the  bite  of  the  rat 
and  produce  a very  similar  clinical  picture.  Prior  to 
the  outstanding  study  of  Brow  n and  Nunemaker1 
most  cases  had  been  ascribed  to  Spirillum  minus, 
however,  laboratory  studies  had  been  inadequate  to 
define  the  etiologic  agent  in  most  cases.  1 hese 
authors  review  ed  the  American  literature  and  found 
a total  of  65  probably  proven  cases  of  which  41 
were  thought  to  be  caused  by  the  spirillum  and  24 
by  the  streptobacillus.  1 hey  added  eight  cases  of 
their  own  due  to  Streptobacillus  moniliformis.  The 
spirillary  disease  was  moderately  familiar  because 
of  its  use  in  the  treatment  of  tertiary  syphilis.  On 
the  other  hand,  the  largest  group  of  cases  of  illness 
due  to  Streptobacillus  moniliformis  was  the  epidemic 
of  Haverhill  fever  in  1926,  following  the  ingestion 
of  unpasteurized  milk.2 

Following  the  lead  of  Brown  and  Nunemaker 
many  careful  laboratory  studies  were  performed  on 
subsequent  cases  of  rat-bite  fever,  and  their  conclu- 
sion has  been  amply  confirmed  that  rat-bite  fever  is 
actually  two  diseases  of  separate  etiology.  1 hese 
have  never  been  demonstrated  to  coexist.  It  should 
also  be  considered  a generic  name  because  it  has 
been  reported  following  the  bites  of  a wide  variety 
of  animals,  including  dog,  cat,  weasel,  pig  and  squir- 
rel, as  well  as  rat  and  mouse.  Prior  to  the  discovery 
of  penicillin  there  was  no  satisfactory  treatment  for 
rat-bite  fever  due  to  Streptobacillus  moniliformis: 
the  spirillary  form  responded  well  to  arsenicals. 

CASE  REPORT 

\V.  J.  F.,  a 61  year  old,  white  female  research  assistant 
was  bitten  on  the  finger  by  an  albino  laboratory  rat.  A small 
amount  of  bleeding  occurred.  Two  and  one  half  days  later 
there  was  a sudden  onset  of  shaking  chills,  headache, 
nausea,  vomiting,  and  fever  to  103°.  Fever  and  symptoms 
subsided  in  24  to  36  hours  and  recurred  two  to  three  days 
later.  She  was  admitted  to  the  Grace-New  Haven  Com- 
munity Hospital  one  week  following  the  bite.  She  appeared 
moderately  acutely  ill,  tired,  weak,  and  disturbed  by  photo- 
phobia and  headache.  Temperature  was  103°  F.  There  was 
no  rash  or  joint  abnormality.  There  was  no  local  inflamma- 
tion or  lymphadenopathy;  no  cardiac  murmurs  were  noted. 
White  blood  count  was  11,900,  83  per  cent  polymorphonu- 
clear. Three  blood  cultures  were  positive  for  Streptobacillus 
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SUMMARY 

A case  is  reported  of  rat-bite  fever  due  to  Strepto- 
bacillus moniliformis  follow  ing  the  bite  of  a laboratory 
rat.  The  recent  literature  is  reviewed  and  suggestions 
are  made  for  prevention  of  the  disease. 


moniliformis  within  three  days  of  planting.  Therapy  con- 
sisted of  penicillin,  1,200,000  units  the  first  day  and  600,000 
units  daily  thereafter  for  one  week.  She  became  afebrile 
within  24  hours  and  remained  so.  Convalescence  was  some- 
what slow,  three  to  four  weeks  were  required  to  regain  nor- 
mal strength. 

Since  1942  about  30  reports  have  appeared  in  the 
American  literature  with  approximately  50  new 
cases  of  rat-bite  fever  of  proved  etiology.  Approxi- 
mately 30  of  these  were  due  to  the  streptobacillus 
and  20  were  spirillary.  Laboratory"  or  pet  rats  were 
responsible  for  five  of  the  streptobacillus  monili- 
formis cases,  but  none  of  the  others.  The  most  seri- 
ous complication,  endocarditis,  was  definitely  pres- 
ent in  five  cases.3>4,r,’,!  In  4 of  these  the  organism  was 
Streptobacillus  moniliformis.  One  patient  presented 
the  picture  of  subacute  endocarditis  due  to  Spirillum 
minus.  This  patient  died  as  did  two  of  the  four  with 
Streptobacillus  moniliformis  endocarditis. 

Notable  advances  were  made  in  therapy.  Penicillin 
was  soon  found  to  be  effective  against  the  strepto- 
bacillus which  previously  had  resisted  specific 
therapy.7  Streptomycin  has  also  been  used  success- 
fullv.8,9  In  the  spirillary  disease  penicillin  likewise 
appears  to  be  the  therapeutic  agent  of  choice.10 

In  this  series  six  cases  terminated  fatally,3.1  o.i  1,12,4,1 3 
in  three  the  disease  was  bacillary,  in  three  due  to  the 
spirillum.  Most  of  these  deaths  occurred  prior  to 
penicillin  or  before  adequate  therapy  could  be 
carried  out. 

Clinical  differentiation  of  the  two  forms  of  rat- 
bite  fever  is  difficult  or  impossible.  Certain  char- 
acteristics have  been  recorded  in  the  past  but  a good 
deal  of  overlap  occurs.11  Laboratory-  diagnosis  is  the 
only  sure  method  of  distinguishing  the  diseases.  On 
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reviewing  these  50  odd  cases  some  points  of  differ- 
ence stand  out,  others  do  not  (Table  I).  Rash  and 
arthritis  were  observed  in  only  about  50  per  cent  of 
the  cases  due  to  the  Strcptobacillus  moniliformis.  In 
the  spirillum  cases  rash  was  usually  (80  per  cent) 
present,  arthritis  was  not  noted  in  this  series.  The 
degree  of  leucocytosis  was  not  different  in  the  two 
diseases.  T he  most  reliable  clinical  point  appears  to 
be  duration  of  incubation.  This  was  nearly  always 
less  than  one  week  in  the  Streptobacillus  monili- 
formis cases  and  almost  invariably  more  than  one 
w eek  in  the  cases  due  to  the  Spirillum  minus.  The 
one  long  period  in  the  streptobacillus  group  oc- 
curred in  a person  who  may  have  had  the  disease 
suppressed  but  not  eradicated  by  the  administration 
of  400,000  units  of  penicillin  on  the  day  of  the 
injury.14 

Table  I 


Comparison 

of  Rat-Bite  Fever 

Due  to 

STREPTOBACILLUS 

SPIRILLUM 

MONILIFORMIS 

MINUS 

Incubation  period 

6 days  (1-28) 

23  days  (6-90) 

Rash 

o/m 

1 4/ 1 7 

Arthritis 

13/H 

0/17 

Teucocvte  count 

13,000  (8-25,000) 

14,000  (5-32,000) 

The  liberal  number  of  case  reports  suggests  that 
rat-bite  fever  may  be  fairly  common.  Its  manifesta- 
tions may  be  fulminating  or  insidious,  in  fact,  bac- 
teremia may  be  present  with  virtually  no  signs  or 
symptoms.15  Many  cases  no  doubt  have  not  been 
reported,  some  have  probably  been  successfully 
treated  without  diagnosis.  The  only  study  of  inci- 
dence of  fever  with  relation  to  the  number  of  bites 
(Richter)10  showed  that  some  10  per  cent  of  nearly 
100  bitten  patients  later  returned  with  rat-bite  fever. 
If  the  actual  incidence  is  in  this  range  the  disease 
must  not  be  rare,  since  rat  bites  are  quite  common, 
especially  in  young  children  in  substandard  housing 
areas. 

The  idea  of  prophylaxis  was  previously  suggested 
by  O’Connell  and  Watkins.17  It  has  considerable 
merit,  not  because  the  usual  case  of  rat-bite  fever  is 
so  severe,  but  because  of  inevitable  delays  in  recog- 
nition and  treatment  of  a disease  that  may  be  insidi- 
ous in  onset  and  may  follow  incubation  periods  of 
one  to  three  months.  If  the  disease  could  be  pre- 
vented it  would  save  considerable  morbidity  and 
expense.  Since  both  organisms  are  sensitive  to  peni- 
cillin it  should  be  possible  to  prevent  the  disease  by 
administering  penicillin  at  the  time  of  the  bite. 
Amounts  such  as  600,000  units  of  a long  acting  peni- 
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cillin  such  as  benzathine  penicillin  G or  one  or  two 
injections  of  600,000  units  procaine  penicillin  should 
provide  protection.  Care  should  be  taken  that  the 
disease  is  not  merely  suppressed.  In  the  case  of 
laboratory  workers  under  constant  medical  surveil- 
lance, prophylaxis  may  not  be  considered  necessary 
since  therapy  could  begin  promptly  at  the  first  sign 
of  the  disease. 
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MASSIVE  GASTROINTESTINAL  HEMORRHAGE 

Gerson  J.  Lesnick,  m.d.  and  Ralph  Colp,  m.d.,  New  York,  N.  Y . 


A MASSivr  gastrointestinal  hemorrhage  is  a dra- 
matic  event  which  may  occur  suddenly  without 
significant  premonitory  symptoms.  1 he  patient  may 
faint,  vomit  large  quantities  of  blood,  or  pass  copious 
tarrv  or  bloody  stools.  The  hemorrhage  may  be  so 
severe  that  death  may  intervene  before  adequate 
supportive  therapy  can  be  given.  In  most  instances, 
however,  the  patient  will  respond  rather  rapidly, 
cither  permanentlv  or  temporarily,  to  proper  treat- 
ment. The  magnitude  of  the  problem  of  massive 
gastrointestinal  hemorrhage  may  be  measured  by  an 
incidence  of  45  cases  and  four  deaths  in  one  year 
on  a 450  bed  ward  service  of  an  active  general  hos- 
pital. It  is  probably  world  wide  duplication  of  this 
experience  which  has  stimulated  a veritable  deluge 
of  literature  on  the  management  of  this  problem  as 
evidenced  by  516  articles  reviewed  by  Lewison  in 
1950. 4 The  multiple  opinions  expressed  are  proof 
that  all  the  pertinent  questions  have  not  been  satis- 
factorily resolved.  This  is  easily  understandable. 
Physicians  are  accustomed  to  catalogue  their  patients 
in  terms  of  diseases  diagnosed  by  symptomatology, 
physical  and  laboratory  examinations.  When  the 
results  of  therapy  are  evaluated  in  specific  diseases, 
concomitant  diagnostic  errors  are  often  disregarded. 
Variations  in  biologic  phenomena  are  so  pronounced 
that  two  cases  are  hardly  ever  identical,  yet  they 
should  he  classified  for  analysis  with  certain  restric- 
tions. The  groups  should  not  be  too  small  or  the 
figures  will  lose  significance  because  the  deletion  of 
a few  doubtful  cases  may  greatly  affect  the  results. 
Besides,  admission  policies  in  hospitals  differ  and 
some  have  active  emergency  services,  while  others 
do  not.  These  factors,  as  well  as  many  others,  have 
been  responsible  for  the  great  divergence  in  the 
published  results  of  the  treatment  of  massive  gastro- 
intestinal hemorrhage. 

During  a ten  year  period,  from  1939  to  1948,  the 
overwhelming  majority  of  our  patients  with  this 
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SUMMARY 

The  indications  for  surgical  therapy  in  massive 
upper  gastrointestinal  bleeding  are  evaluated  from  a 
study  of  the  mortality  of  such  hemorrhage  following 
conservative  management.  This  mortality  was  found 
to  vary  substantially  for  different  etiologies.  The  indi- 
cations for  operation,  therefore,  depend  upon  the 
cause  of  the  hemorrhage.  The  mortality  for  bleeding 
from  duodenal  ulcer  was  found  to  be  4 per  cent;  from 
gastric  ulcer,  35  per  cent;  and  from  esophageal  varices, 
26  per  cent.  Prompt  surgical  intervention  is  recom- 
mended for  massive  bleeding  from  gastric  ulcer  and 
for  massive  bleeding  from  undeterminable  etiology, 
when  cirrhosis  and  bleeding  from  esophageal  varices 
can  be  excluded. 


illness  were  treated  by  a medical  regime  during  the 
acute  phase.  It  was  hoped  that  from  an  analysis  of 
these  cases  the  indications  for  emergency  surgery 
might  be  more  clearly  crystallized.  Accordingly  we 
reviewed  the  charts  of  all  patients  admitted  to  the 
Ward  Service  of  The  Mount  Sinai  Hospital,  New 
York  with  severe  gastrointestinal  hemorrhage. 
Those  w hose  bleeding  could  be  classified  as  “mas- 
sive,” and  in  whom  subsequent  studies  show  ed  that 
its  origin  was  neither  colonic  nor  anal,  were  selected 
for  analysis.  Hemorrhages  were  considered  “mas- 
sive” if  the  onset  was  abrupt  and  obvious,  accom- 
panied by  either  hematemesis,  melena,  or  both,  with 
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Table  I 

Massive  Gastrointestinal  Hemorrhage  Classified  by  Etiology 


DIAGNOSIS 

ADMISSIONS 
FOR  MASSIVE 
HEMORRHAGE 

NO.  OF 
PATIENTS 

NO.  OF 
DEATHS 

PER  CENT 
OF  TOTAL 
ADMISSIONS 

MORTALITY 
PER  CENT 

Duodenal  ulcer 

221 

.89 

9 

5° 

4 

Probable  ulcer 

24 

23 

5 

Gastric  ulcer 

29 

27 

IO 

6 

35 

Jejunal  ulcer 

48 

4° 

2 

I I 

4 

Total  ulcer 

(328) 

(279) 

(21) 

(72> 

(6) 

Hiatal  hernia 

6 

5 

1 

Duodenal  diverticulum 

2 

2 

Esophageal  varices 

47 

28 

I 2 

IO 

26 

Benign  tumor  of  duodenum 

3 

2 

Biliary  cirrhosis 

7 

3 

I 

Carcinoma  of  stomach 

1 5 

13 

I 

3 

- 

Lymphoma  of  stomach 

2 

2 

I 

Leiomyoma  of  stomach 

2 

I 

Myosarcoma  of  stomach 

1 

1 

Prolapsed  gastric  mucosa 

1 

I 

Uncertain 

36 

31 

2 

8 

6 

Total 

450 

368 

37 

8 

a red  cell  count  below  3.0  million  and  a hemoglobin 
below  9 Gins.  Patients  with  prolonged  bleeding 
who  suffered  an  acute  exacerbation  shortly  before 
admission  were  included,  as  well  as  those  with 
chronic  bleeding  who  died.  There  were  450  admis- 
sions for  massive  hemorrhage  occurring  in  368 
patients  (Table  I).  (In  an  additional  134  admissions, 
the  gross  hemorrhage  was  not  severe  enough  to 
warrant  being  classified  as  massive  by  our  criteria.) 

SI  X AND  AGE  INCIDENCE 

There  was  a higher  incidence  of  hemorrhage  in 
men;  in  duodenal  ulcer,  2.8  males  to  1 female;  and 


Table  II 

Sex  Incidence  of  Massive  Gastrointestinal  Hemorrhage 


MALES 

FEMALES 

RATIO  M, 

Duodenal  ulcer  

'4i 

48 

2.9 

Gastric  ulcer  

‘9 

8 

2.4 

Probable  ulcer  

>5 

8 

1 9 

Jejunal  ulcer  

3 1 

9 

3-4 

Esophageal  varices  

18 

IO 

1.8 

Uncertain  

'9 

I 2 

i .6 

Tumors  of  stomach  and 
duodenum  

■4 

3 

2.8 

Miscellaneous  

8 

3 

2-7 

Total  

265 

103 

2.6 

Table  III 


DUODENAL 

GASTRIC 

JEJUNAL 

PROBABLE 

ESOPHAGEAL 

MALIGNANCY 

UNCERTAIN 

ULCER 

ULCER 

ULCER 

ULCER 

VARICES 

OF  STOMACH 

AND  MISC. 

AGE  GROUP 

CASES 

DEATHS 

CASES  DEATHS 

CASES  DEATHS 

CASES  DEATHS 

CASES 

DEATHS 

CASES  DEATHS 

CASES  DEATHS 

0-9 

I 

I 

I 

3 

IO-I9 

2 

I 

I 

20-29 

24 

I 

3 

I 

I 

9 

1 

30-39 

43 

3 

9 

8 

4 

I 

I 

6 

40-49 

66 

2 

3 • 

18  1 

6 

>4 

5 

5 > 

I 2 2 

50-59 

44 

1 > 4 

I I 

6 

IO 

2 

6 1 

I } 

60-69 

30 

2 

a 3 

8 1 

I 

13 

4 

5 

7 

70-79 

16 

3 

3 2 

1 

I 

1 

8 

80-89 

1 

2 

October,  /<j)6 
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for  all  bleedings,  2.4  males  to  1 female  (Table  II). 
Massive  hemorrhage  from  esophageal  varices  showed 
little  variation  with  age  (Table  III).  Bleeding  from 
gastric  ulcer  occurred  mainly  during  the  sixth 
decade,  while  that  from  duodenal  ulcer  reached  its 
apex  in  the  fifth  and  fell  off  symmetrically  on  both 
sides  of  the  maximum  (Table  111).  Massive  hemor- 
rhage from  jejunal  ulceration  was  also  highest  during 
the  fifth  decade.  There  were  a small  number  of 
hemorrhages  from  gastric  carcinoma  which  usually 
occurred  in  the  sixth  decade  of  life. 

SEVERITY  AND  DURATION  OF  HEMORRHAGE 

This  cannot  be  accurately  classified.  If  hemoglobin 
level,  red  cell  count,  hematocrit,  red  cell  mass,  or 
blood  volume,  etc.,  are  considered,  cases  of  chronic 
anemia  will  tend  to  be  included  within  the  group 
of  massive  hemorrhage.  Criteria  dependent  upon  the 
amount  of  transfused  blood  necessary  to  restore 
normal,  or  any  arbitrary  figure  below  normal,  will 
be  similarly  influenced  by  any  pre-existing  anemia, 
as  w ell  as  by  prejudices  of  the  attending  physicians 
in  regard  to  the  amount  and  rapidity  of  transfusion 
required.  Hemorrhagic  shock  is  a variable  factor. 
It  may  not  be  present  in  patients  who  succumb,  and 
conversely  a few  display  service  shock  without  a 
substantial  drop  in  the  concentration  or  total  quan- 
tity of  blood  constituents.  A small  but  brisk  hemor- 
rhage may  cause  shock,  whereas  a much  larger 
although  slower  hemorrhage  may  not,  even  though 
it  is  more  likely  to  prove  fatal.  Nevertheless  rough 
estimates  of  the  severity  of  hemorrhage  may  be 
obtained  from  a comparison  of  these  variations  in 
different  categories  of  cases  treated  similarly  by  one 
group  of  observers  (Tables  IV  and  V).  Bleeding 
from  esophageal  varices  was  noted  to  be  the  most 
persistent  type,  and  that  from  gastric  generally  more 
severe  than  from  duodenal  ulcer. 

It  is  probable  that  in  the  majority  of  cases  the 
bleeding  is  not  continuous,  but  rather  intermittent, 
with  periods  of  slow'  oozing  or  quiescence.  Some 
patients  may  appear  to  be  critically  ill  and  then 
suddenly  improve.  Others  may  be  doing  well  and 
then  develop  an  acute  hemorrhage.  The  total  dura- 
tion can  be  approximated  (Table  VI).  While  35  per 
cent  to  50  per  cent  of  the  patients  entered  the  hos- 
pital within  24  hours  of  the  onset  of  hemorrhage, 
the  median  total  duration  of  bleeding  was  six  days. 
Individual  cases  varied  from  a few  hours  to  a month. 

I he  diagnoses  which  were  obvious  in  most  cases 
were  determined  by  a careful  evaluation  of  the  entire 


Table  IV 


DIAGNOSIS 

PER  CENT 
OF  PATIENTS 
RECEIVING 
TRANSFUSIONS 

AVERAGE 
AMOUNT  OF 
BLOOD  GIVEN  TO 
THOSE  RECEIVING 
TRANSFUSIONS 

Duodenal  ulcer  

86 

1,500 

cc. 

Probable  ulcer  

77 

1,200 

cc. 

Gastric  ulcer  

92 

2,400 

cc. 

Jejunal  ulcer  

88 

2,000 

cc. 

Esophageal  varices  

96 

3,800 

cc. 

Uncertain  

81 

2,800 

cc. 

Tumors  of  stomach  or 

duodenum  

92 

2,100 

cc. 

Table 

V 

PER  CENT 

OF  PATIENTS  \\ 

titi  1 Kiii. 

BELOW 

DIAGNOSIS 

9 CMS. 

7.5  CMS.  6 

GMS.  4 

.5  GM.S 

Duodenal  ulcer  

IOO 

76 

34 

I I 

Probable  ulcer  

100 

58 

> > 

>7 

Gastric  ulcer  

IOO 

85 

55 

25 

Jejunal  ulcer  

IOO 

73 

38 

IO 

Esophageal  varices  

IOO 

74 

59 

24 

Uncertain  

59 

25 

7 

Tumor  of  stomach  or 

duodenum  

IOO 

83 

43 

13 

chart  and  follow-up  record  (Table  I).  These  in- 
cluded bleeding  esophageal  varices,  secondary  to 
cirrhosis  of  the  liver,  verified  by  roentgenography 
and  esophagoscopy.  Many  patients  had  known 
duodenal  ulcers  proven  prior  to  admission  either  by 
history,  previous  perforation,  or  x-ray  study.  The 
presence  of  pronounced  duodenal  deformity,  or  the 
demonstration  of  an  ulcer  crater  at  some  time  during 
the  course  of  the  patient's  disease,  was  considered 
sufficient  evidence  to  establish  a diagnosis.  Less 
pronounced  duodenal  deformities  or  negative  x-rays 
with  a characteristic  ulcer  history  were  classified  as 
“probable  ulcer.”  The  latter  group  may  include 
some  gastric  ulcers  which  had  healed  inasmuch  as 
most  x-ravs  w ere  taken  after  bleeding  had  stopped. 
Peptic  ulcer,  including  cases  of  “probable  ulcer,” 
accounted  for  73  per  cent  of  the  hemorrhages,  and 
duodenal  ulcer,  50  per  cent  (Table  I).  The  ratio  of 
the  duodenal  to  gastric  ulcer  was  8 to  1.  Bleeding 
following  a previous  gastroenterostomy  or  partial 
gastrectomy,  was  considered  to  be  due  either  to 
gastrojejunal  ulcer  or  erosions.  Unfortunately,  no 
admission  diagnosis  could  be  made  in  93  patients, 
(20  per  cent),  in  w hom  a massive  hemorrhage  w as  ! 
the  first  manifestation  of  their  illnesses.  These  are  I 


Connecticut  State  Medical  Journal 


LESNICK,  COLP 


783 


the  patients  in  whom  aggressive  diagnostic  measures 
are  indicated,  for  in  this  group  there  were  15  fatal- 
ities (16  per  cent),  accounting  for  40  per  cent  of 
the  total  number  of  deaths;  four  from  esophageal 
varices,  seven  from  gastric,  two  from  duodenal 
ulcers,  and  two  from  carcinoma  of  the  stomach. 

In  this  group  of  93  patients  the  diagnosis  was 
made  during  the  initial  hospitalization  in  41.  It  was 
determined  for  an  additional  21  patients  during 
subsequent  admissions.  In  the  remaining  3 1 cases, 
some  of  whom  had  had  several  admissions  for  bleed- 
ing, the  diagnosis  remained  uncertain  in  spite  of  a 
complete  investigation.  Most  of  them  remained  well, 
and  a few  were  lost  to  follow-up.  Four  patients  in 
this  group  had  been  explored  without  ascertaining 
the  cause  of  heeding,  and  in  one  a postmortem  exam- 
ination failed  to  disclose  the  source  of  the  hemor- 
rhage. 

TREATMENT 

All  patients  with  massive  hemorrhage,  with  rare 
exceptions,  were  treated  conservatively  from  1939 
through  1948.  Medical  management  consisted  of  bed 
rest,  a Meulengracht  or  modified  Sippv  diet  if  toler- 
ated, nothing  by  mouth,  and  intravenous  alimenta- 
tion for  those  who  were  having  repeated  hemate- 
mesis.  Transfusions  were  administered  as  needed  to 
maintain  a stable  circulation  and  prevent  hemor- 
rhagic shock.  No  attempt  was  made  to  restore 
normal  values  of  the  red  blood  count,  hematocrit 
and  hemoglobin.  Patients  with  hemoglobin  values 
below  7 Gms.,  while  still  bleeding,  were  usually 
transfused.  Following  cessation  of  the  hemorrhage, 
patients  w ere  kept  in  the  hospital  until  stool  exam- 
inations were  negative  for  occult  blood,  and  a rising 
hemoglobin  gave  evidence  of  recuperation.  Before 


Table  VI 

Duration  of  Bleeding 


DIAGNOSIS 

PER  CENT 
OF  PATIENTS 
WITH  BLEEDING  FOR 
LESS  THAN  24  HOURS 
BEFORE  ADMISSION 

MEDIAN 
DURATION 
PRIOR  TO 
ADMISSION 

MEDIAN 

DURATION 

AFTER 

ADMISSION 

Duodenal  ulcer 

35 

3 days 

3 days 

Gastric  ulcer 

50 

2 days 

5 days 

Jejunal  ulcer 

52 

1 day 

5 days 

discharge,  gastrointestinal  x-ray  studies  were  made 
to  determine  the  probable  cause  of  bleeding,  and 
the  necessity  for  further  therapy.  Definitive  surgery, 
if  indicated,  was  advised  after  a convalescence  of  six 
weeks. 

MORTALITY 

The  mortality  rates  from  all  causes  generally 
increased  with  age  (Table  III),  and  fatalities  were 
greater  in  men;  20  to  1 in  ulcer,  and  12  to  1 in  non- 
ulcers. I here  was  a 26  per  cent  mortality  rate  in 
esophageal  varices,  35  per  cent  in  gastric,  and  4 per 
cent  in  duodenal  and  jejunal  ulcers.  The  difference 
in  the  mortality  rate  between  gastric  and  duodenal 
ulcers  is  quite  striking  and  has  been  noted  by  pre- 
vious observers  (Table  VII).  Ffowever,  this  may 
not  be  as  pronounced  as  the  reported  figures  would 
indicate.  All  series  probably  contain  many  cases  in 
w hich  the  ultimate  diagnosis  remains  uncertain.  In 
this  group  there  are  undoubtedly  many  superficial 
gastric  ulcers  w hich  heal  very  promptly.  If  it  were 
possible  to  include  these  cases  of  gastric  ulcers,  the 
mortality  rate  would  be  lessened. 

T he  fatal  cases  were  further  analyzed  for  aids 
w hich  might  prove  helpful  in  the  future  selection 


Table  VII 


DUODENAL  ULCER  GASTRIC  ULCER 


CASES 

DEATHS 

PER  CENT 
MORTALITY 

CASES 

DEATH 

PER  CENT 
MORTALITY 

Welch12 

2 10 

24 

I I 

4' 

9 

22 

Costello2 

I 71 

22 

13 

33 

l6 

48 

Hoerr  et  al? 

1 20 

6 

5 

'3 

4 

-i 

Stewart  et  it/.11 

1 6 

2 

12.3 

I 2 

3 

25 

Sandusky  and  Mayo8 

9' 

5 

5-4 

20 

6 

30 

Rosenak  et  al ” 

1 7 1 

18 

10.3 

4' 

7 

'7 

Shapiro  and  Schiff10 

23d 

18 

8 

81 

24 

30 

Saltzstein  et  al? 

278 

I I 

4 

53 

6 

11. 3 

Atik  and  Simeone1 

i°3 

15 

•4-5 

35 

I I 

3i 

Olander' 

244 

4 

i .6 

21 

3 

'4 

1 his  series 

227 

9 

4 

29 

10 

35 

Totals 

1 ,867 

'34 

7-2 

381 

99 

26 
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of  patients  for  aggressive  surgical  therapy.  It  was 
immediately  apparent  that,  independent  of  any 
method  of  therapy,  a certain  number  of  fatalities 
were  inevitable  and  caused  bv  other  severe  illnesses. 

1 he  hemorrhage  was  a concomitant  incident,  and 
either  did  not  contribute  substantially  to  the  fatal- 
ity, or  represented  the  terminal  complication  of 
another  disease.  Thus  in  one  patient  with  a duodenal 
ulcer,  and  two  with  gastric  ulcer,  hemorrhage 
occurred  during  convalescence  from  a colonic  re- 
section, and  its  origin  was  obscure  until  revealed  by 
postmortem  examination.  In  one  the  shock-like  state 
w as  attributed  to  a pulmonary  embolus  which  was 
treated  with  anticoagulants.  A fourth  patient  w ho 
had  had  a postoperative  hemorrhage  which  ceased 
spontaneously  died  of  uremia  twelve  days  after  a 
suprapubic  cystotomy.  Postmortem  examination 
revealed  a gastric  ulcer.  In  none  of  these  patients 
w as  a history  of  ulcer  disease  noted  upon  admission. 
Two  patients  died  of  heart  disease.  One  was  due  to 
a myocardial  infarction  after  duodenal  bleeding  had 
stopped,  and  when  the  hemoglobin  was  over  1 1 
Gms.  The  second,  suffering  from  a gastric  ulcer, 
was  admitted  in  congestive  failure  12  hours  after 
the  onset  of  the  bleeding.  Another  patient  died  of  a 
popliteal  embolus  15  days  after  admission,  at  which 
time  the  hemorrhage  was  arrested,  and  the  hemo- 
globin was  15  Gms.  A fourth  patient  died  of  pul- 
monary infection  after  the  cessation  of  gastric 
hemorrhage.  In  the  two  fatal  cases  of  jejunal  ulcera- 
tion, death  was  attributed  to  uremia  from  arteriolar 
nephrosclerosis  in  one,  and  in  the  other,  to  a pul- 
monary embolus,  proven  by  autopsy. 

Thus  it  may  be  fairly  stated  that  fatalities  from 
hemorrhage  could  not  have  been  averted  in  five  of 
ten  cases  of  gastric  ulcer,  three  of  nine  in  duodenal, 
and  one  of  two  of  jejunal  ulcer.  If  these  cases  are 
eliminated,  there  are  1 1 potentially  preventable 
fatalities;  five  wTere  due  to  gastric  ulcer  in  which 
there  was  no  history  of  previous  disease,  whereas 
in  the  six  cases  of  duodenal  ulcer,  there  was  a long 
standing  history  of  disease.  Three  of  these  eleven 
patients  presented  minimal  bleeding  prior  to  admis- 
sion, the  massive  hemorrhage  occurring  while  under 
hospital  therapy.  An  additional  two  hospital  patients 
had  a recurrence  of  bleeding  after  it  had  apparently 
ceased. 

FOLLOW-UP 

Recovery  from  a massive  hemorrhage  should  not 
be  regarded  with  complacency  for  these  patients 
may  have  other  subsequent  difficulties.  Multiple 


hemorrhages  were  frequent  from  all  causes  occur-  I 
ring  in  93  per  cent  of  the  esophageal  varices,  37  per  1 
cent  of  gastric,  46  per  cent  of  the  duodenal,  and  67  I 
per  cent  of  gastrojejunal  ulcers.  On  the  other  hand,  | 
the  incidence  of  multiple  hemorrhages  w as  relative-  I 
ly  low,  26  per  cent,  in  the  group  with  uncertain 
diagnoses,  and  K per  cent  in  those  classified  as  “prob-  I 
able  ulcer.”  These  two  categories,  of  course,  include  ^ 
patients  who  had  a single  massive  hemorrhage  and 
then  remain  well.  Aside  from  negative  roentgeno- 
logic studies  after  the  bleeding  had  ceased,  there  is 
nothing  to  distinguish  them  from  the  patients  who 
are  likely  to  bleed  again.  In  most  instances  it  was 
this  lack  of  subsequent  symptoms  that  prevented  an 
ultimate  precise  diagnosis  of  the  cause  of  the 
hemorrhage. 

DISCUSSION  AND  CONCLUSIONS 

A study  of  the  statistical  data  gathered  from  a 
review  of  368  cases  of  massive  hemorrhage  of  upper 
gastrointestinal  origin  (1939  to  1948),  treated  con-  I 
servatively,  revealed  some  interesting  facts  and 
provided  a basis  for  our  present  management.  In  the 
majority  of  these  patients,  the  source  of  the  bleed- 
ing can  be  diagnosed.  In  some  it  is  derived  from 
esophageal  varices  secondary  to  cirrhosis  of  the 
liver.  In  over  50  per  cent  hemorrhage  arises  from  a 
duodenal  ulcer.  In  these  instances  it  may  be  assumed 
that  the  bleeding  will  cease  spontaneously  in  the 
majority.  However,  there  are  three  exceptions  to 
this  generalization  w hich  have  also  been  emphasized 
by  others.  (1)  Patients  who  continue  to  bleed  at  a 
rate  requiring  transfusion  of  over  1500  cc.  per  day. 
(2)  Patients  whose  hemorrhage  either  starts  while 
in  the  hospital  or  resumes  in  the  hospital  after  having 
stopped,  or  ( 3)  ^patients  bleeding  from  gastric  ulcers. 
These  types  of  hemorrhage  should  be  treated  sur- 
gically for,  if  managed  conservatively,  they  have  a 
high  mortality. 

There  is  another  appreciable  group  of  patients 
that  demands  aggressive  consideration.  These  con- 
sist of  cases  in  which  no  admission  diagnosis  can  be 
made.  If  it  is  possible,  patients  should  be  subjected 
to  gentle  and  careful  fluoroscopy  and  x-ray  with 
small  amounts  of  barium.  While  the  studies  may  be 
misleading  or  negative  in  the  presence  of  organic 
lesions,  the  information  gained  generally  is  valuable. 
Esophageal  varices,  hiatus  hernia,  ulcer  or  tumor  of 
the  stomach,  or  a duodenal  ulcer  may  be  revealed. 
Clinically,  it  is  extremely  difficult  to  distinguish 
between  esophageal  and  gastric  bleeding.  Seven  of 
our  cases  in  the  former  group  might  have  been  con- 
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trolled  by  the  tube  designed  by  Sengstacken  and 
Blakemore.”  If  the  bleeding  is  stopped  by  pressure, 
the  presence  of  a gastric  ulcer  is  eliminated.  While 
bleeding  from  a hiatus  hernia  will  usually  stop 
spontaneously,  that  from  ulcer  or  tumor  of  the 
stomach  is  not  likely  to  subside  spontaneously,  as 
attested  by  the  prohibitive  mortality  in  this  series. 

All  cases  with  massive  hemorrhage  are  immedi- 
ately grouped,  the  hemoglobin,  red  cell  count,  and 
hematocrit  estimated.  An  attempt  is  made  to  gage 
the  severity  and  degree  of  hemorrhage.  Immediate 
blood  transfusions  are  given  and  repeated  in  amounts 
necessary  to  stabilize  the  blood  pressure  and  restore 
the  blood  volume.  A Levin  tube  is  passed  to  deter- 
mine the  presence  of  blood,  its  character,  whether 
fresh  or  old,  and  the  amount.  If  varices  are  sus- 
pected, a Sengstaken-Blakemore  tube  is  passed. 
Other  patients  are  usually  fed  a modified  Meulen- 
gracht  diet.  If  this  is  not  tolerated,  oral  feedings  are 
discontinued  and  parenteral  alimentation  substituted. 
When  the  bleeding  stops  as  determined  clinically 
and  by  laboratory  aids,  gastrointestinal  x-ray  studies 
are  made.  Treatment  is  prescribed  accordingly  and, 
if  surgery  seems  indicated,  patients  are  advised  to 
return  after  a convalescent  period  of  six  weeks. 

Patients  falling  in  the  categories  already  described 
in  which  bleeding  continues  uninterruptedly  for  24 
to  36  hours  are  explored.  Preoperatively,  and  during 
operation,  adequate  amounts  of  blood  are  transfused 
under  pressure,  through  the  veins  of  one  or  more 
extremities.  The  operation  we  perform  for  bleeding 
duodenal  ulcer  is  a subtotal  gastrectomy  of  the  Bill- 
roth II  type,  preferably  combined  with  vagotomy. 
Bleeding  posterior  wall  ulcers  are  usually  excluded 
after  the  source  of  the  local  bleeding  has  been  con- 
trolled. Gastric  ulcer  and  tumor  are  treated  by  re- 
section without  vagotomy.  The  duodenal  stump  in 
cases  of  an  emergency  gastrectomy  is  drained 
routinely  through  a stab  wound.  If,  on  exploration, 
no  gastric  lesion  or  duodenal  pathology  is  evident 
externally,  and  palpation  is  negative,  a liberal  gas- 
trotomy  is  made  so  that  the  interior  of  the  entire 
stomach  may  be  adequately  inspected,  paying  par- 
ticular attention  to  the  juxtaesophageal  areas,  a 
notorious  hiding  place  for  shallow  bleeding  ulcers. 
The  bleeding  here  is  controlled  locally  with  hemo- 
static sutures,  the  gastric  artery  is  divided  at  the 
coeliac  axis,  and  a palliative  gastrectomy  performed 


distal  to  the  lesion.  In  these  instances  a total  gas- 
trectomy is  a formidable  procedure  and  one  attended 
with  an  appreciable  mortality. 

If  the  source  of  the  bleeding  is  not  found  in  the 
stomach,  a liberal  duodenotomy  should  be  per- 
formed so  that  the  interior  of  the  duodenum  may  be 
carefully  inspected  for  either  the  presence  of  a 
superficial  erosion  or  an  ulcer  on  the  posterior  wall, 
or  in  the  second  portion. 

There  are  instances,  however,  in  which  a most 
careful  exploration  of  the  stomach  and  duodenum 
fail  to  reveal  the  source  of  the  bleeding.  In  these 
cases  the  entire  small  intestine  from  the  duodeno- 
jejunal angle  to  the  cecum  should  be  meticulously 
palpated  and  explored  with  a Cameron  light  to 
determine  the  presence  of  a polyp,  diverticulum,  or 
tumor.  Even  after  such  a complete  examination  the 
cause  of  the  bleeding  may  still  not  be  found.  In  a 
few  of  the  cases  with  negative  findings  in  which 
“blind”  subtotal  gastrectomy  has  been"  performed, 
bleeding  has  recurred.  This  important  group  awaits 
further  clarification. 
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MALIGNANCY  DEVELOPING  IN  MULTIPLE  NEUROEIBROMATOS1S 

A Case  Report 

Donald  H.  Millard,  m.d.,  Stamford,  Connecticut , Robert  Youngblood,  m.d.,  Major,  MC ., 
U.S.A.F.,  Roman  Babin,  m.d.,  Toronto , Ontario , Canada 


This  case  presentation  demonstrates  malignant 
transformation  of  multiple  neurofibromatosis  in 
a colored  female  followed  from  early  childhood 
until  her  death  at  age  twenty  two. 

The  picture  of  multiple  neurofibromatosis  is  that 
of  a congenital  systemic  disease  of  strong  hereditary 
predisposition.  Since  von  Recklinghausen’s  initial 
report  in  1882, 4 various  features  have  been  empha- 
sized which  may  include  one  or  more  of  the  follow- 
ing: pigmented  skin  lesions  (cafe  au  lait),  subcut- 
aneous nodules,  hypertrophy  of  an  extremity,  skele- 
tal changes,  vascular  abnormalities,  endocrine  dis- 
turbances and  mental  retardation. 

Malignancy  is  a relatively  rare  occurrence  in 
multiple  neurofibromatosis:  approximately  a hun- 
dred cases  have  been  reported  in  the  literature.  1 he 
percentage  of  cases  of  von  Recklinghausen  s disease 
which  undergo  malignant  transformation  is  reported 
by  Hosoi  as  thirteen.  In  malignant  cases,  metastasis 
occurs  in  approximatey  twenty  two  per  cent.2  The 
most  frequent  sites  of  metastasis  are  the  lungs  and 
pleura.  Metastatic  cases  usually  succumb  to  progres- 
sive cachexia,  pulmonary  metastases  contributing  to 
death.  Malignant  changes  occur  more  frequently  in 
the  third,  fourth,  and  fifth  decades. 

References  to  malignant  transformation  occurring 
simultaneously  in  different  foci  have  appeared  in  the 
literature  but  such  a condition  seems  to  be  unusual.3 

The  question  of  trauma,  surgical  or  otherwise, 
contributing  to  malignant  transformation  is  not 
settled.1,3 

CASE  REPORT 

This  colored  female  was  first  seen  in  1936  at  the  age  of 
five  years.  Her  mother  brought  her  to  the  clinic  complain- 
ing of  a flat  foot  on  the  left.  On  the  next  visit  to  the  clinic 


Dr.  Millard.  Former  Chief  Resident,  Orthopedic 
Section,  Gollinger  Hospital,  Washington,  I).  C. 
Drs.  Youngblood  and  Babin.  Former  Residents  in 
Orthopedics,  Gollinger  Hospital,  Washington,  D.  C. 


SUMMARY 

This  case  is  presented  as  an  example  of  sarcomatous 
transformation  with  metastases  occurring  in  a young 
colored  female  who  had  been  followed  by  one  clinic 
for  seventeen  years.  Three  surgical  procedures  took 
place,  one  biopsy  and  two  attempts  at  local  excision. 
There  was  also  a history  of  trauma  at  the  site  of  malig- 
nant transformation  a few  months  before  her  death. 
Whether  or  not  the  surgery  and/or  the  trauma  con- 
tributed to  the  development  of  malignant  changes  in 
this  case  is  open  to  question.  Contrary  to  reported 
trends  in  cases  of  neurofibromatosis,  this  patient  not 
only  developed  a malignant  transformation  at  an  early 
age,  but  died  with  extensive  pulmonary  metastasis. 


in  1941  she  gave  a history  of  a growing  mass  on  the  medial 
aspect  of  her  left  foot  (Figure  1).  No  other  abnormalities 
were  reported  at  that  time.  A tentative  diagnosis  of  neuro- 
fibroma was  confirmed  by  biopsy  (Figure  2).  Following 
this  biopsy,  complete  excision  of  the  mass  was  undertaken. 
In  1946,  because  of  recurrent  tumor  formation,  the  mass 
was  again  excised  and  again  was  reported  as  a benign  neuro- 
fibroma. The  patient’s  next  visit  was  not  until  early  1950,  at 
which  time  there  had  been  further  growth  of  the  mass 
over  a twelve  month  period  without  other  complaints 
(Figure  3.)  At  that  time  amputation  was  advised  because  of 
the  possibility  of  malignant  transformation,  but  was  refused 
by  the  parents.  The  same  advice  was  given  and  refused  on 
several  occasions  throughout  1952.  Except  for  difficultv  with 
fitting  of  shoes  and  mild  discomfort,  there  were  no  other 
complaints  until  November,  1952  when  her  left  foot  was 
stepped  on.  Following  this  trauma  she  noted  rapid  growth, 
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Figure  i 

The  tumor  of  the  left  foot  — April  22,  1941 


Figure  2 

Low  power,  benign  neurofibroma — 1941 


pain,  ulceration,  and  bleeding  from  the  mass.  In  March, 
1953  she  had  the  onset  of  shortness  of  breath,  cough,  ano- 
rexia, and  weight  loss.  She  was  admitted  on  the  Orthopedic 
Service  in  April,  1953  on  the  advice  of  her  local  physician. 

Survey  of  the  family  history  revealed  no  manifestations 
of  von  Recklinghausen’s  disease  in  the  parents  or  six  sib- 
lings. She  had  a normal  menstrual  history  and  showed  no 
evidence  of  mental  retardation. 

On  admission,  physical  examination  revealed  an  intelli- 
gent, cooperative  colored  female  who  appeared  chronically 
ill.  There  was  evidence  of  recent  weight  loss.  Areas  of  in- 
creased pigmentation  were  noted  over  her  trunk,  distributed 
in  an  irregular  fashion. 

There  were  small  sessile  tumors  on  her  trunk,  especially 
around  the  nipples.  A subcutaneous  soft  tissue  mass  was 
noted  on  the  dorsal  aspect  of  the  right  ring  finger.  Exam- 
ination of  the  chest  revealed  dullness  and  absent  breath 
sounds  over  the  left  lung,  and  diminished  breath  sounds 
over  the  right  lower  lung  field.  The  trachea  was  deviated 


Figure  3 

The  tumor  left  foot — 1950 


to  the  right.  Examination  of  the  left  lower  extremity  re- 
vealed extreme  atrophy  of  the  left  thigh  and  calf.  There  was 
a 3 cm.  shortening  of  the  left  lower  extremity  as  compared 
with  the  right.  No  edema,  venous  distention  or  palpable 
nodules  were  noted  over  the  left  thigh  and  leg.  Examina- 
tion of  the  left  foot  showed  pronounced  deformity  with  a 
soft  tissue  mass  on  the  medial  aspect  which  measured  9 X 
14  cm.  The  anterior  portion  of  this  mass  was  fungating, 
hemorrhagic  and  necrotic. 

No  evidence  of  scoliosis  or  other  deformities  was  noted. 
Her  secondary  sexual  characteristics  were  normal.  Neuro- 
logical examination  was  negative.  Laboratory  work  showed 
a mild  secondary  anemia  and  a slight  leukocytosis.  Urin- 
alysis and  Kahn  test  were  negative.  Blood  chemistries 
including  total  proteins,  A-G  ratio,  serum  calcium  and 
phosphorous,  alkaline  phosphatase  and  liver  function  tests 
were  within  normal  limits. 

Skeletal  x-rays  revealed  atrophy  and  shortening  of  the 
left  tibia  and  fibula  and  pronounced  deformity  of  the 
tarsal  and  metatarsal  bones  consisting  of  atrophy  and  cystic 
changes.  1 hese  changes  were  secondary  to  the  extrinsic 
tumor  growth  rather  than  primary  due  to  tumor  in  the 
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Figure  4 

High  power,  neurogenic  sarcoma 


bone.  Chest  x-ray  revealed  what  was  interpreted  to  be  a 
massive  effusion  on  the  left  and  parenchymal  metastases  in 
the  right  lung. 

A smear  of  the  necrotic  debris  of  foot  as  well  as  tissue 
aspirated  from  the  left  chest  was  reported  as  a sarcoma.  For 


the  patient’s  comfort  the  extremity  was  amputated  above  the 
knee  on  April  14,  1953.  Postoperativcly  the  patient  did  well 
for  one  week,  then  ran  a rapidly  downhill  course  with 
increased  dyspnea  and  mental  confusion  until  her  death 
on  April  29,  1953. 

The  interesting  findings  at  autopsy  were  confined  to  the 
chest.  On  the  left  there  was  massive  tumor  growth  through- 
out the  lung  which  also  involved  the  visceral  and  parietal 
pleura.  The  right  lung  revealed  similar  changes  but  to  a 
lesser  degree. 

'1  here  were  noted  several  neurofibromata  in  the  right 
phrenic  nerve.  The  other  nerve  trunks  including  sympa- 
thetic chain  did  not  reveal  neurofibromata. 

Microscopic  sections  of  the  tumor  on  the  foot  and  in  the 
lung  were  identical  and  were  reported  as  typical  of  neuro- 
genic sarcoma  (Figure  4).  Sections  of  the  right  phrenic 
nerve  showed  benign  neurofibromata  and  no  malignant 
changes.  The  bones  of  the  foot  revealed  only  atrophy  and 
no  neurofibromatous  involvement  in  contradistinction  to  a 
recent  report  of  neurofibromatosis  in  a wrist.5 
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ECLAMPSIA:  A CASE  REPORT 

Committee  to  Study  Maternal  Mortality  and  Morbidity 

Carl  E.  Johnson,  m.d.,  Chairman , New  Haven 


The  patient  was  22  years  old,  a multigravida,  Rh  positive 
with  a negative  serology.  The  family  history  was  not  perti- 
nent. 

She  had  had  one  previous  pregnancy  three  years  earlier 
jduring  which  she  had  gained  30  pounds,  with  ankle  edema 
during  the  last  two  months,  without  toxemia  and  with  an 
uneventful  delivery. 

The  last  menstrual  period  was  February  7,  the  estimated 
date  of  delivery  was  November  13.  On  her  first  visit  to  her 
physician  on  May  20  when  approximately  10  weeks  preg- 
nant her  blood  pressure  was  110/60,  the  urine  was  negative; 
she  weighed  108  pounds,  having  lost  four  pounds  during  the 
previous  month.  During  the  next  month  she  gained  ten 
pounds,  and  in  the  following  month  seven  more  pounds;  the 
blood  pressure  was  118/60,  the  urine  negative.  One  month 
later  at  24  weeks  she  had  gained  another  six  pounds,  23 
pounds  above  her  initial  weight.  Blood  pressure  110/60, 
negative  urine.  She  was  advised  to  limit  her  carbohydrate 
consumption.  The  blood  pressure  at  28  weeks  was  124/76. 
There  was  slight  swelling  of  the  ankles,  the  urine  was  nega- 
tive. By  the  32nd  week  her  blood  pressure  was  130/84, 
urine  showed  1+  alubumin  and  she  had  gained  seven  more 
pounds.  T here  was  2+  dependent  edema  and  she  had  re- 
moved the  wedding  ring  from  her  finger. 

She  was  seen  next  at  34  weeks  with  a blood  pressure  144/92 
weighing  142  pounds,  a gain  of  four  and  one  half  pounds 
with  2+  alubumin  in  the  urine,  and  2+  dependent  edema. 
She  was  sent  home  on  complete  bed  rest,  sedation  with 
phenobarbital  and  ammonium  chloride  medication.  She 
“felt  well.”  Her  only  complaint  was  fatigue. 

Five  days  later,  35  weeks  pregnant,  she  entered  the  hos- 
pital in  active  labor.  Blood  pressure  170/120.  A catheterized 
specimen  produced  150  cc.  of  dark  urine  which  boiled  solid. 
The  cervix  was  3 cms.  dilated,  vertex  presenting  well 
engaged.  She  was  given  Nembutal  gr  iii  and  scopolamine  gr 
1/100;  one  half  hour  later  a second  scopolamine.  The  mem- 
branes were  artifically  ruptured.  Two  hours  later  she  had 
a convulsion  and  shortly  thereafter  delivered  a living  pre- 
mature infant  weighing  5 lbs.  8 oz.  There  was  a normal 
third  stage  with  average  blood  loss.  Her  blood  pressure 
was  160/100  immediately  postpartum.  She  received  morphine 
sulfate  gr.  1/6  and  was  taken  to  her  room.  Two  hours 
postpartum  she  had  a second  generalized  convulsion.  Ffer 
blood  pressure  was  200/100.  She  was  given  intravenous 
magnesium  sulfate,  intravenous  25  per  cent  glucose  and 
oxygen.  There  was  a third  convulsion  20  minutes  later, 
following  which  she  lapsed  into  coma.  Her  blood  pressure 
dropped  to  90/50,  pulse  140/min.,  and  thready;  subsequently 
it  became  unobtainable.  Cardiac  and  respiratory  stimulants 
were  given  as  well  as  glucose  and  plasma  infusions.  She 
expired  four  and  one  half  hours  postpartum.  Postmortem 
examination  was  not  obtained. 


This  is  a simple  case  seemingly  lacking  drama  except  for 
that  final  drama  which  is  death,  and  the  loss  of  a patient. 

I his  loss  was  preventable  and  almost  entirely  the  fault  of 
one  individual,  her  private  physician.  It  is  the  story  of  “too 
little  and  too  late.”  Too  little  understanding  of  toxemia, 
too  late  a recognition  of  the  danger  signals.  Too  little 
therapy,  too  late  hospitalization.  It  is  for  this  reason  that 
this  case  was  selected  by  your  committee. 

The  two  findings  of  chief  importance  in  the  detection  of 
pre-eclampsia  are  vasospasm  and  water  retention.  The  first 
is  manifested  by  an  elevation  of  blood  pressure;  not  neces- 
sarily a blood  pressure  of  140/90  or  above,  but  an  elevation 
above  normal  for  the  individual  patient  of  10  points  diastolic 
or  20  points  systolic.  Any  excessive  weight  gain  beyond 
five  months  pregnant  (24  weeks)  is  suspected  of  being 
water  retention. 

At  28  weeks  this  patient  was  20  pounds  above  normal 
weight.  Her  diastolic  blood  pressure  was  up  16  points.  This 
should  have  been  a warning  to  the  physician  of  impending 
trouble.  The  trend  was  even  more  clear  at  32  weeks.  The 
patient  was  already  an  incipient  pre-eclamptic  although  a 
diagnosis  from  classical  blood  pressure  criteria  could  not  be 
made.  Remedial  action  should  have  been  made  at  this  time; 
two  weeks  should  not  have  elapsed  before  her  next  scheduled 
visit. 

At  34  weeks  this  patient  was  definitely  pre-eclamptic  with 
elevated  blood  pressure,  both  diastolic  and  systolic,  exces- 
sive weight  gain,  edema,  and  increasing  albuminuria. 

Home  treatment  of  pre-eclampsia  might  have  been  sanc- 
tioned at  32  weeks  in  this  patient  but  only  if  she  had  been 
seen  at  three  to  five  day  intervals.  There  was  no  place  for 
home  treatment  in  this  case  at  34  weeks  and  it  proved 
disastrous.  She  should  have  been  hospitalized,  treated  with 
some  comprehensive  routine  (similar  to  that  to  be  outlined 
by  this  committee).  Labor  should  have  been  induced. 

Once  labor  had  developed,  with  the  patient  already 
gravely  ill  the  routine  medication  was  quite  inadequate. 
Morphine  sulfate  was  given  postpartum  following  the  first 
or  intrapartum  convulsion;  it  should  have  been  accom- 
panied by  more  vigorous  supportive  measures  such  as  were 
used  after  the  second  convulsion.  This  second  convulsion 
was  apparently  not  anticipated  and  should  have  been.  De- 
livery per  se  is  not  a cure  of  the  disease  nor  a guarantee 
there  will  be  no  more  convulsions.  Some  studies  indicate 
that  an  appreciable  number  (25  per  cent)  of  convulsions 
first  appear  in  the  first  24  hour  period  following  delivery. 

Vascular  collapse  is  not  unusual.  Eclamptics  arc  prone 
to  develop  shock;  it  may  result  from  hemorrhage  which 
does  not  seem  excessive  or  may  be  from  toxemia  per  se. 

The  pathological  cause  of  death  in  this  patient  is  unknown 
as  there  wras  no  autopsy;  the  primary  cause  is  eclampsia. 
This  death  was  considered  preventable. 
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ALLERGY  IN  INFANCY  AND  CHILDHOOD 

Maurice  R.  Moore,  m.d.,  Norwich 


INTRODUCTION 

“Allergy  is  a term  first  suggested  by  Von  Pirquet 
and  Schick  in  1906  during  their  study  of  serum  sick- 
ness to  indicate  the  acquired  and  changed  capacity 
of  the  animal  tissues  to  react  to  foreign  substances.”1 
However  the  condition  has  been  known  much 
longer,  for  there  is  found  in  Greek  literature  about 
500  B.C.,  with  reference  to  allergies,  the  well  known 
statement:  “What  is  one  man’s  meat  is  another  man’s 
poison.” 

It  remained  for  a group  of  workers  in  the  early 
part  of  this  century,  Doerr,  Rackemann,  Vaughan, 
Schick,  Roessle,  Zinsser,  and  Kolmer2  to  direct  our 
thinking  into  scientific  channels  so  that  one  might 
understand  to  some  degree  the  allergic  state. 

Allergy  is  a mechanism  established  in  the  tissues 
of  the  animal  as  a protective  response  to  repeated 
exposures  to  foreign  substances.  1 he  tissue  cell  has 
lost  the  metal  potassium  to  some  degree  and  has 
acquired  varying  amounts  of  histamine  in  combina- 
tion with  a specific  immune  body.  1 his  is  known 
as  the  sensitized  state. 

The  ability  of  the  tissue  to  develop  this  state 
depends  on  a number  of  factors.  Certain  animals  are 
much  more  capable  of  allergy  than  others  and,  un- 
fortunately, man  belongs  to  that  actively  allergic 
group  of  creatures.  In  any  given  species  certain 
members  are  more  capable  of  allergy  than  others,  all 
other  factors  being  equal.  Circumstances  of  life,  in 
certain  members  of  a given  species,  will  serve  to 
elicit  the  more  active  allergic  characteristics  in  the 
particular  individual.  These  circumstances  are  ex- 
tremely varied,  and  might  be  classified  broadly  as 
anything  detrimental  to  the  health  and  well-being 
of  the  individual.  These  detrimental  circumstances, 
such  as  anemia,  may  be  established  by  the  ill  health 
of  the  mother  while  the  child  is  still  within  the 
womb,  or  it  may  not  occur  until  the  latter  years  of  a 
long  life,  so  that  allergy  may  be  manifested  at  the 
time  of  birth,  or  occur  at  any  age  until  death. 


The  Author.  Senior  Physician,  William  W.  Backus 
Hospital,  Norwich;  Consultant  in  Internal  Medicine, 
Norwich  State  Hospiatl 


SUMMARY 

Although  an  allergic  condition  has  been  known  to 
exist  as  far  back  as  500  B.C.,  it  is  only  since  the  begin- 
ning of  the  present  century  that  a real  understanding 
of  the  allergic  state  has  come  about.  The  history  is  of 
fundamental  importance  in  dealing  with  this  condi- 
tion. The  examination  must  include  a study  of  both 
extrinsic  and  intrinsic  causative  factors.  Skin  testing  is 
part  of  the  program.  Its  pitfalls  are  pointed  out. 

Treatment  of  allergies  may  necessitate  a program  of 
several  years.  It  involves  hyposensitizing  injections, 
blood  building  drugs,  special  diets,  removal  of  foci  of 
infection,  and  avoidance  of  exposure  to  substances 
known  to  produce  an  allergy. 


At  one  time  allergy,  anaphylaxis  and  atopy  were 
terms  used  to  indicate  different  types  of  tissue  re- 
action. Rowe  in  his  book  “Clinical  Allergy”  makes 
the  following  statement:  “This  justifies  at  present 
the  use  of  the  single  term  allergy  for  all  clinical 
manifestations  of  such  hypersusceptibility.”3  Con- 
sequently in  this  presentation  only  the  one  term, 
allergy,  will  be  used. 

Before  entering  upon  the  clinical  aspects  of  this 
study,  let  me  present  two  important  allergic  phe- 
nomena. In  1903  Arthus4  found  that  repeated  week- 
ly, subcutaneous  injections  of  an  antigen  in  rabbits 
resulted  in  localized  areas  of  extensive  edema,  in- 
flammation, and,  after  four  or  five  doses,  necrosis. 
This  phenomenon  becomes  visibly  evident  in  human 
beings  as  the  canker  sore,  or  the  sloughing  areas  in 
some  children  after  the  injection  of  serum,  etc. 

Schwartzman5  in  1928  injected  rabbits  intraderm- 
ally  with  a filtrate  of  B.  Typhosis  culture.  In  24 
hours  an  intravenous  injection  of  the  same  filtrate 
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was  given,  and  w ithin  four  hours  thereafter  a severe, 
hemorrhagic  necrosis  appeared  at  the  site  of  the 
intradermal  injection.  Repeated  intradermal  or  sub- 
cutaneous injections  were  ineffective  by  themselves, 
and  it  is  this  phenomenon  which  is  undoubtedly 
associated  w ith  many  unexplained  hemorrhagic  con- 
ditions of  all  degrees  seen  at  the  clinical  bedside  and 
autopsy  table. 

DISCUSSION 

The  most  important  single  factor  in  an  allergic 
examination  is  a careful,  complete,  detailed  history. 
This  extends  to  father,  mother,  aunts,  uncles  and 
grandparents;  to  the  complete  environment  of  life, 
including  school  work,  play,  hobbies;  everything  to 
eat  and  drink,  and  the  time  of  day,  week,  and  season 
that  the  allergy  is  experienced.  Secondly,  the  exam- 
ination is  carried  to  intrinsic  and  extrinsic  causative 
factors. 

The  intrinsic  study  must  be  as  complete  as  pos- 
sible, with  especial  attention  to  infections  of  the 
nose,  throat,  genito-urinary  system,  chest  and  intes- 
tines. The  condition  of  the  blood,  the  function  of 
the  internal  glands  and  digestive  system  must  be 
considered.  Obviously  this  entails  at  least  a complete 
blood  examination,  urinalysis,  basal  metabolic  rate 
when  practical,  stool  examinations  when  indicated, 
as  well  as  physical  findings.  With  the  recent  knowl- 
edge that  has  developed  from  the  use  of  ACTH, 
cortisone  and  hydrocortisone,  etc.,  a study  of  the 
internal  glands  has  assumed  increasing  importance. 

Extrinsic  factors  are  studied  by  way  of  various 
tests  that  exist  to  determine  the  reaction  of  the 
individual  to  foods,  pollens,  effluvia,  etc.  To  name 
some  of  these  tests:  leukopenic  index,  which  was 
found  helpful  by  Nethery,  Loveless,  Dorfman  and 
Dow  ning,  Brown  and  Wadsworth;6  the  ocular  test; 
the  patch  test;  scratch  test;  the  intracutaneous  test; 
elimination  and  diary  diet.  The  physician  will  in 
time  become  very  alert  in  the  interpretation  and 
limitations  of  whatever  tests  he  chooses  to  use. 

In  the  author’s  personal  experience  the  intracut- 
aneous test  and  the  elimination  diet  have  proved  the 
most  reliable  and  practical.  It  must  be  borne  in  mind 
that  testing  is  not  without  its  dangers,  and  in  itself 
may  lead  to  severe  reactions  and  even  death.7  Be- 
cause of  this  danger,  the  allergens  prone  to  give 
severe  reactions,  such  as  pollens  of  grasses,  rag- 
weed, etc.,  are  tested  in  the  following  manner:  The 
regular  testing  solution  is  diluted  ten  times.  Tf  this 
test  fails  to  show  a positive  reaction,  the  regular 


strength  solution  is  used.  This  would  appear  to  be  “a 
lot  of  work,”  however,  the  allergist  is  well  repaid 
for  the  extra  time  spent  if  the  diluted  test  is  very 
positive. 

1 he  following  is  a presentation  of  the  findings  in 
35  representative  cases  of 

1.  Bronchial  asthma  and  hay  fever. 

2.  Eczema,  urticaria  and  angioneurotic  edema. 

3.  Gastrointestinal  allergies. 

From  the  standpoint  of  type  of  allergic  cases  the 
series  is  not  complete,  hut  considering  volume,  this 
group  is  typical  of  approximately  90  per  cent  of 
clinical  allergy  office  practice. 

Allergy  of  the  respiratory  system  w^as  present  in 
37.1  per  cent;  45.6  per  cent  had  skin  involvement 
and  17.3  per  cent  allergy  of  the  gastrointestinal  tract. 
All  patients  had  degrees  of  haemoglobin  reduction 
which  was  extreme  in  some.  The  average  R.B.C. 
was  likewise  depressed.  11.4  per  cent  showed  re- 
ducing agents  in  the  urine.  This  reaction  disap- 
peared in  all  patients  with  routine  care  for  allergy, 
and  did  not  return.  A trace  to  2 plus  albumen  appear- 
ed in  27.7  per  cent  of  the  patients.  Microscopically 
these  urines  possessed  mucus,  and  this  also  disap- 
peared entirely  or  became  insignificant  during  the 
allergy  treatment. 

All  patients  were  skin  tested  by  the  intracutaneous 
method  for  the  probable  cause  of  their  allergic  re- 
actions. 1 hese  tests  varied  considerably,  both  as  to 
number  and  severity  of  reaction.  Four  patients  had 
B.M.R.  readings,  and  these  averaged  minus  7.8  per 
cent.  Since  the  average  age  of  this  group  of  patients 
was  4.99  years,  most  of  these  patients  were  too 
young  to  submit  to  B.M.R.  tests  and  the  P.B.I.  test 
was  not  available.  This  allows  the  glandular  study  of 
the  young  allergic  patient  to  remain  incomplete, 
even  though  its  significance  has  been  recognized. 

TREATMENT 

Group  i : For  rhe  asthmatic  and  allergic  rhinitis 
patient  there  is  still  no  substitute  for  the  hyposensi- 
tizing  injection.  It  is  most  important  to  build  up  the 
blood,  provide  a hypo-allergic  diet  which  is  ade- 
quate in  all  known  vitamins  and  minerals;*  to  re- 
move foci  of  infection  and  to  avoid,  as  much  as 
possible,  contacts  with  effluvia  and  pollens  to  w hich 

* Vitamin  and  mineral  preparations  used  in  this  series. 

1,  Vi-Penta,  drops  and  perles;  2,  Abdec,  drops  and  cap- 
sules; 3,  Vita-caps;  4,  Zymacap;  5,  Rubraferate  capsules;  6, 
Hyotole  liquid;  7,  Iberol  capsules;  8,  Recently  Quertin  tab- 
lets; and  9,  Recently  C.Y.P.  capsules. 
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the  patient  is  allergic.  But  to  assist  the  patient  to 
overcome  the  allergic  state  the  hyposensitizing  in- 
jection continues  to  be  essential. 

Eleven  of  the  13  asthmatic  patients  here  recorded 
were  injected  over  a period  averaging  44.3  months. 
These  injections  were  given  weekly  until  a satisfac- 
tory dose  level  was  achieved,  then  given  every  four 
weeks.  The  fact  that  a parent  is  willing  to  bring  a 
child  to  a physician  at  weekly  and  monthly  intervals 
for  over  three  and  one  half  years  supports  the  claim 
that  real  improvements  became  evident. 

The  question  arises,  just  what  antigens  should  be 
used  in  each  case?  1 his  is  decided  on  the  basis  of  rite 
history  and  the  allergy  tests.  If  there  is  doubt 
w hether  a certain  group  of  pollens  or  effluvia  should 
be  included,  it  is  safer  to  incorporate  them  into  the 
hyposensitizing  injections  than  to  leave  out  what 
might  later  be  found  necessary.  No  harm  has  been 
recognized  to  result  from  the  administration  of 
allergens  that  are  of  borderline  reaction. 

The  routine  injections  used  by  the  author  include: 

1.  Upper  respiratory  bacterial  floral  vaccine; 

2.  Five  common  grasses  for  this  part  of  the  con- 
tinent; 

3.  Mixed  feathers; 

4.  Sheep,  cat  and  dog  dander; 

5.  House  dust; 

6.  Pyrithrum; 

7.  Short  and  giant  ragweed,  goldenrod,  altenaria 
and  hormodendrum  where  indicated; 

8.  Five  trees  common  to  this  district. 

Group  2:  Sixteen  patients  who  were  experiencing 
eczema  involving  the  cubital  and  popliteal  fossae, 
generalized  eczema  or  urticaria  are  here  reported. 
These  were  seen  on  an  average  of  24.3  months  each. 
The  outstanding  associated  problems  evident  among 
these  patients  are: 

1.  Anemia,  some  cases  extreme,  the  lowest  ob- 
served being  8.5  Gms.  Hgb.  and  3.49  R.B.C.; 

2.  Foci  of  infection  in  adenoids,  tonsils  and  teeth; 

3.  Allergies  to  food,  drink,  candy  or  medicines. 

Skin  tests  were  attempted  on  all  patients,  but  if 

the  first  set  of  tests  failed  to  reveal  some  satisfactory 
positives  and  equally  satisfactory  negatives,  but 
showed  all  positive  or  all  negative,  no  further  tests 
were  done,  as  under  these  circumstances  tests  are 
not  helpful.  However,  if  satisfactory  positive  and 
satisfactory  negative  reactions  occur,  further  test- 
ing is  of  value,  and  simplies  the  selection  of  a wider 


variety  of  foods  than  may  be  used  in  those  patients!  | 
where  tests  are  unsatisfactory.  I | 

The  treatment  consists  of: 

1.  Correcting  the  anemia,  even  if,  as  was  the  case 
in  some  patients,  it  is  necessary  to  administer  injec- 
tions of  vitamin  B 1 2 and  then  maintain  this  nor- 
malized blood  indefinitely. 

2.  Foci  of  infection  must  be  eliminated.  This  is 
usually  the  problem  of  the  dentist  or  the  F.N.T. 
specialist  in  conjunction  with  the  allergist. 

3.  Select  a suitable  elimination  diet.  Elimination 
diets  are  frequently  prescribed  with  excessive  zeal. 
Rarely  is  it  necessary  to  desensitize  for  foods  in 
order  that  the  patient  may  have  an  adequate  diet.  1 
Plain,  well  cooked  foods,  avoiding  condiments, 
pepper  and  cinnamon  especially,  acids  such  as  toma- 
toes and  pickles,  and  unnecessary  things  such  as 
chocolate  and  nuts,  seldom  cause  allergic  reactions. 
However,  no  overall  statement  can  be  made  regard-  l] 
ing  the  diet,  for  each  case  must  be  judged  on  its 
own  merits. 

Topical  treatment  possesses  an  outstanding  haz- 1 
ard,  namely,  allergy  to  the  application.  No  attempt 
will  be  made  here  to  survey  all  possible  applications; 
suffice  it  to  say  that  the  simpler  the  ointment,  the 
less  danger  of  an  allergic  reaction  to  the  treatment. 

Where  eczematous  scabs  exist,  they  can  be  soft- 
ened by  soaking  them  in  epsom  salts  or  similar  I 
solutions.  When  the  areas  of  eruption  are  small, 
satisfactory  treatment  can  be  accomplished  by  topi-  1 
cal  applications.  However,  if  one  is  dealing  with  a 
generalized  involvement  of  the  skin,  systemic  medi-  I 
cation  becomes  necessary,  along  with  topical  care. 
Flere  a choice  of  treatment  is  available,  such  as  the 
use  of  ACTH  injections  or  intravenous  injections  of  ' 
hydrocortisone,  in  severe  cases  only.  Routinely 
hydrocortisone  and  the  recently  available  similar 
products  by  mouth  clear  up  the  condition  tempor-  I 
arily.  These  medications  are  used  along  with  the 
antihistamines  for  the  relief  of  the  patient,  but  it 
must  be  borne  in  mind  that  these  agents  do  not  affect 
the  underlying  pathology,8  but  allow  time  to  correct 
disease  processes. 

Group  3:  Six  cases  of  gastrointestinal  allergy  are 
here  discussed.  The  number  represents  17.1  per  cent 
of  the  total,  and  are  among  the  most  distressing  the 
allergist  must  treat.  The  patient  will  have  cramps, 
bouts  of  diarrhea  with  mucus  in  the  stools  and  severe 
vomiting,  sometimes  requiring  emergency  treat- 
ment. Before  the  allergist  sees  them,  they  are  apt  to 
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have  found  their  way  into  a general  hospital  and 
had  x-rays  of  the  intestinal  tract,  only  to  he  told: 
“There’s  nothing  wrong  with  you.” 

These  patients  also  will  be  anemic  and  the  skin 
tests  have  a similar  significance  and  interpretation  as 
those  of  the  eczematous  patient.  However,  the 
gastrointestinal  allergy  patients  differ  from  other 
allergy  patients  in  that  they  present  a more  difficult 
feeding  problem. 

This  problem  may  be  approached  by  selecting  a 
small  number  of  well  cooked  foods  which  are  cer- 
tain to  provide  an  adequate  diet,  and  determining 
that  the  patient  is  able  to  use  these  foods  over  a 
period  of  weeks  without  allergic  reactions.  Such  a 
diet  is  always  supported  by  vitamin  and  mineral 
preparations.  The  basic  diet  is  then  augmented  from 
time  to  time  with  those  foods  which  failed  to  show 
a positive  skin  reaction.  Foods  causing  severe  reac- 
tions are  withheld  routinely  for  three  years  or 
longer. 

CONCLUSIONS 

i.  T he  treatment  of  allergies  in  infancy  and  early 
childhood  should  begin  in  the  prenatal  clinic  by 
way  of  providing  a healthy  mother. 


2.  The  fact  that  the  patient  has  allergy  postulates 
that  the  allergist  must  treat  the  patient’s  health  with 
as  much  enthusiasm  as  the  disease. 

3.  There  is  no  “short  cut”  to  the  care  and  cure  of 
the  allergic  state.  A program  extending  over  three 
to  six  years  should  be  established  when  the  patient  is 
first  treated. 

4.  The  study  and  control  of  the  endocrine  system 
of  the  allergic  infant  and  child  remain  to  be  ex- 
plored and  developed  as  a basic  therapy  for  this 
disease. 
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CI.IN1CAL  CONGRESS  PROGRAM 


THIRTY-FIRST  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

and  the 

YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 

HOTEL  STATLER,  HARTFORD 

December  5,  6, 1956 


The  1956  Clinical  Congress  will  be  presented  on  two  days  and  all  of  the  meet- 
ings will  be  held  at  the  Hotel  Statler  in  Hartford. 

Two  sessions  will  be  held  simultaneously  in  different  auditoriums  giving  a 
broad  selection  of  topics.  Material  in  the  fields  of  coronary  and  myocardial  heart 
disease,  streptococcal  and  urinary  tract  infections,  oral  treatment  of  diabetes, 
leukemia,  gastric  ulcer,  clinicopathological  conferences,  and  other  related  subjects 
will  be  presented. 

Registration  admitting  to  all  sessions  will  be  $5.  Medical  students,  interns  and 
residents  will  be  the  guests  of  the  Congress,  if  properly  certified. 


MAKE  A NOTE  OF  THESE  DATES  AND  THE  NEW  LOCATION  OF 
THE  MEETING  ON  YOUR  CALENDAR 
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PROGRAM 

THIRTY-FIRST  CONNECTICUT  CLINICAL  CONGRESS 

HOTEL  STATLER,  HARTFORD 

WEDNESDAY,  DECEMBER  5,  1956 

Registration  in  Foyer  on  Mezzanine 

BALLROOM 

I larold  M.  Clarke,  New  Britain,  presiding 

Coronary  Artery  Disease— Physiologic  Concepts— Surgical  Operation 
Claude  S.  Beck,  Cleveland,  Ohio 

Treatment  of  Carcinoma  of  the  Cervix 
H oward  C.  Taylor,  Jr.,  New  York 

BOSTON  ROOM 

John  C.  Leonard,  Hartford,  presiding 

Modern  Treatment  of  Leukemias  and  Lymphomas 
Will  iam  Dameshek,  Boston,  Massachusetts 

Streptococcal  Infections— Their  Management  and  the  Prevention  of  Complications 
Benedict  F.  Massed,  Boston,  Massachusetts 

Intermission  to  Visit  Technical  Exhibits 

BALLROOM 

Ralph  E.  Kendall,  Hartford,  presiding 

Ci.inicopathological  Conference 

Joseph  E.  Flynn,  Columbia,  Missouri 

William  Damashek,  Boston,  Massachusetts,  Discussant 

Luncheon 

H.  M.  Marvin,  New  Haven,  presiding 

Panel  on  the  Management  of  Myocardial  Infarction 
Charles  K.  Friedberg,  New  York 
Irving  S.  Wright,  New  York 

Claude  S.  Beck,  Cleveland,  Ohio,  Discussant 

Intermission  to  Visit  Technical  Exhibits 

BALLROOM 

Program  Arranged  by  Hezekiah  Beardsley  Pediatric  Society 

Bilirubin:  a Toxic  Substance 

Richard  L.  Day,  Brooklyn,  New  York 

BOSTON-BUFFALO  ROOMS 

Program  Arranged  by  Connecticut  Society  for  Psychiatry  and  Neurology 

NEW  YORK-WASHINGTON  ROOMS 

Radio-Active  Fall  Out 

Gordon  M.  Dunning,  Washington , D.  C. 

Adjournment 
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THURSDAY,  DECEMBER  6,  1956 


y:  I ^ RkgIS  I'K  \tion  in  Foykr  on  Mezzanine 


9:45 
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9:45 
io:  30 
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11:30 


12:30 


1 :45 


2:45 

3:00 


4:00 
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7:00 


BALLROOM 

Arthur  Ebbert,  Jr.,  New  Haven,  presiding 

An  Evaluation  of  the  New  Oral  Sulfonyl-Urea  Drugs  in  Diabetes  M elites 
Max  Miller,  Clei  'eland,  Ohio 

Treatment  ok  Nausea 

Stewart  Wolf,  Oklahoma  City,  Oklahoma 

BOSTON  ROOM 

Edw  ard  J.  Ottenheimer,  Willimantic,  presiding 

Diagnosis  of  the  Acute  Abdomen  in  Children 
Orvar  Swenson,  Boston,  Massachusetts 

Management  of  Urinary  Tract  Infections 

J.  Hartwell  Harrison,  Boston,  Massachusetts 

Intermission  to  Visit  Technical  Exhibits 

BALLROOM 

Paul  1).  Rosahn,  New  Britain,  presiding 

Clinicopat hological  Conference 

Harry  M.  Zimmerman,  New  York 
M ax  Miller,  Cleveland,  Ohio,  Discussant 

Luncheon 

Benjamin  V.  White,  Hartford,  presiding 

Panel  on  Gastric  Ulcer:  Medical  Versus  Surgical  Management 
Chester  M.  Jones,  Boston,  Massachusetts 
Francis  D.  Moore,  Boston,  Massachusetts 

Stew  art  Wolf,  Oklahoma  City , Oklahoma,  Discussant 

Intermission  to  Visit  Technical  Exhibits 

Medical  Care  Plan  for  Dependents  of  Military  Personnel  (P.L.  569) 

(Speaker  to  he  announced) 

BOSTON  ROOM 

Semi-Annual  Meeting,  House  of  Delegates,  Connecticut  State  Medical  Society 

Meeting  of  Council  of  New  England  State  Medical  Societies 
(Room  to  be  announced) 

BALLROOM 

Dinner— Dwight  H.  Murray,  Napa,  California 
President  of  the  American  Medical  Association 
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EDITORIALS 


New  Look 

The  3 1 st  Clinical  Congress  w hich  is  to  be  held  at 
the  Hotel  Statler,  Hartford,  w ill  have  a distinctly 
New  Look.  This  unique  annual  session  w hich  has 
brought  up-to-date  information  concerning  ad- 
vances in  medical  care  has  been  in  operation  since 
1925,  and  w as  one  of  the  first  such  meetings  to  be 
instituted  bv  a state  society.  It  has  been  well  received 
and  until  the  last  fewr  years,  highly  successful. 
Recently  attendance  has  decreased  but  we  cannot 
believe  that  Connecticut  physicians  as  a group  are 
no  longer  interested  in  a clinical  program  of  this 
kind,  in  spite  of  increasing  competition  from  other 
meetings. 

Up  to  now’  the  Congress  has  been  held  in  New 
Haven,  and  for  the  last  several  years  at  the  Yale 
Medical  School  and  New  Haven  Hospital.  This  year 
the  place  has  been  changed  to  the  Hotel  Statler, 
Hartford,  and  under  the  chairmanship  of  Arthur 
Ebbert,  assistant  dean  of  Postgraduate  Education 
at  the  Yale  School  of  Medicine,  an  entirely  new  pat- 
tern for  the  Congress  has  been  developed.  The 
clinical  program  will  be  much  the  same  as  in  the 
past  and  will  present  up  to  the  minute  advances  in 
medicine  presented  by  a long  list  of  nationally 
known  figures  in  our  profession.  In  addition,  the 
semi-annual  meeting  of  the  House  of  Delegates  will 
be  held  during  the  Congress  period,  and  the  date 
has  been  changed  to  early  December  in  the  belief 
that  it  will  be  more  convenient  than  September, 
which  is  always  just  the  end  of  the  vacation  season. 
There  will  be  an  interesting  exhibit  of  technical 


products.  Dwight  Murray,  president  of  the  Ameri- 
can Medical  Association,  will  be  the  speaker  at  a 
dinner  meeting  on  the  last  day  and  all  members  of 
the  Society  and  their  wives  are  invited  to  attend. 
It  is  all  a new  model  of  a time-tried  and  a respected 
vehicle  that  we  hope  w ill  receive  newT  approval  and 
response. 

Massive  Upper  Gastrointestinal 
Hemorrhage 

1 he  large  and  accumulating  literature  on  massive 
upper  gastrointestinal  hemorrhage  attests  to  the 
problems  and  anxieties  which  this  condition  elicits. 
1 he  study  of  Lesnick  and  Colp  in  this  issue  reviews 
their  experience  over  a ten  year  period  in  a 450  bed 
ward  service  where  there  were  450  cases  in  368 
patients  with  37  deaths,  an  8 per  cent  mortality;  this 
mortality  closely  approximates  the  average  mortal- 
ity of  many  other  series. 

In  view  of  the  recent  studies  of  Palmer  and  his 
associates  at  the  Walter  Reed  Hospital  (Severe 
Upper  Gastrointestinal  Hemorrhage:  Early  Use  of 
Diagnostic  Technics,  Palmer,  E.  I).,  and  Scott, 
N.  M.,  Connecticut  State  Medical  Journal, 
iq:  368-372,  May  1955)  the  time-honored  assumption 
that  a previously  demonstrated  or  known  upper 
gastrointestinal  lesion  is  the  undoubted  cause  of  the 
bleeding  can  no  longer  be  safely  held.  In  5 1 per  cent 
of  their  cases  the  bleeding  was  shown  to  be  coming 
from  a lesion  other  than  the  one  previously  demon- 
strated or  known  to  be  present;  a patient  with  a 
known  duodenal  ulcer  would  be  bleeding  profusely 
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from  esophageal  varices,  etc.  1 hese  stimulating  and 
provocative  studies  and  figures,  though  the  patients 
were  a somewhat  selected  group,  raise  a serious  ques- 
tion concerning  the  validity  of  the  many  scries 
\\  hich  report  that  massive  gastrointestinal  hemor- 
rhage is  due  to  peptic  ulcer  in  from  75  per  cent  to 
90  per  cent  of  cases,  based  on  a previously  proven 
peptic  ulcer  or  “a  characteristic  ulcer  history.” 

“The  vigorous  diagnostic  approach  to  severe 
upper  gastrointestinal  hemorrhage”  of  Palmer  and 
his  group  consists  essentially  of  ice  water  lavage  of 
the  stomach  followed  directly  by  esophagoscopy 
and  gastroscopy  and  then  by  emergency  x-ray  exam- 
ination, all  done  within  the  first  few  hours  of  admis- 
sion. Using  this  approach,  they  were  able  to  raise 
the  percentage  of  positive  diagnoses  to  83  per  cent 
in  contrast  to  the  35  per  cent  in  their  control  series. 
The  importance  of  positive  diagnosis  is  again  empha- 
sized by  the  figures  of  Lesnick  and  Colp:  40  per 
cent  of  their  fatalities  were  in  their  undiagnosed 
group.  These  studies  make  it  difficult  to  advocate 
the  vigorous  surgical  approach  of  a subtotal  gas- 
trectomy for  massive  upper  gastrointestinal  bleed- 
ing of  undiagnosed  etiology.  Nor  does  it  seem 
reasonable  to  generally  resurrect,  as  is  being  done,  a 
surgical  approach  discarded  in  the  1930’s:  opening 
the  stomach  and  duodenum  in  an  effort  to  locate 
the  source  of  bleeding  and  stop  it  locally,  even 
though  this  maneuver  may  be  helpful  in  a few 
selected  cases. 

The  present  day  management  of  massive  upper 
gastrointestinal  hemorrhage  is  otherwise  quite  gen- 
erally agreed  upon.  Most  patients,  especially  in  the 
age  group  below  45,  will  stop  bleeding  with  or  with- 
out any  form  of  therapy  and  require  only  suppor- 
tive measures,  mainly  transfusion.  Indeed,  most 
patients  are  admitted  because  of  the  results  of  their 
hemorrhage,  the  latter  having  ceased  before  admis- 
sion. The  patients  who  continue  to  bleed  in  the  hos- 
pital or  in  whom  there  is  a renewal  of  bleeding 
must  be  considered  for  surgical  therapy  and  most 
carefully  evaluated  by  combined  medical  and  sur- 
gical team  work.  Our  therapeutic  orientation  and 
thinking  must  be  surgical  in  continuing  upper 
gastrointestinal  hemorrhage  just  as  in  gastric  ulcer, 
even  though  careful  medical  therapy  usually  suffices. 
Prolonged  delay  beyond  36  to  72  hours  in  instituting 
surgical  treatment  of  the  ulcer  which  continues  to 
bleed,  materially  increases  the  mortality  rate. 


EDITORIALS 

The  Joint  Commission  on  Accreditation  of 
Hospitals 

There  have  been  considerable  murmuring!  among  the ' 
craft  and  some  dissatisfaction  expressed  recently  of  the 
operation  of  the  joint  Commission  on  Accreditation  of 
Hospitals.  Believing  that  our  readers  should  be  better  in- 
formed on  the  functions  and  accomplishments  of  this  cor- 
poration, iv e shall  endeavor  in  a series  of  editorials  to  clear 
up  a few  of  the  misunderstandings.  (Ed.) 

II.  THE  PLACE  OF  THE  GENERAL  PRACTITIONER 

One  of  the  basic  principles  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  is  that  the  medical 
staff  is  responsible  to  the  patient  and  to  the  govern-  j 
ing  body  of  the  hospital  for  the  quality  of  all  medi- 
cal care  rendered  to  patients  in  the  hospital  and  for 
the  ethical  and  professional  practices  of  its  members. 
It  is  apparent  to  all  concerned  that  the  governing 
body  of  a hospital  must  delegate  the  responsibility 
of  medical  functions  to  the  medical  staff,  including 
recommendations  as  to  the  professional  qualifica- 
tions of  all  who  practice  in  the  hospital. 

Maintaining  high  standards  of  medical  care  will 
depend  upon  the  character  of  the  staff  and  the 
effectiveness  of  its  organization  to  carry  out  the 
following  duties: 

1.  Selection  of  those  recomended  for  staff  appoint- 
ments and  hospital  privileges  and  selection  of  any 
recommended  for  rescinding  of  privileges. 

2.  Constant  analysis  and  review  of  the  clinical 
work  done  in  the  hospital. 

3.  Support  of  medical  staff  and  hospital  policies. 

4.  Maintenance  of  adequate  medical  records. 

5.  Procurement  of  autopsies  (a  minimum  of  20  to 
25  per  cent  of  hospital  deaths). 

The  position  of  the  general  practitioner  on  the 
hospital  staff  has  been  the  subject  of  controversy 
in  recent  years,  especially  since  the  organizing  of 
the  Academy  of  General  Practice.  The  Joint  Com- 
mission in  its  Standards  for  Hospital  Accreditation 
makes  this  statement:  “A  Department  of  General 
Practice  shall  be  an  organized  segment  of  the  medi- 
cal staff  comparable  to  that  of  other  staff  depart- 
ments with  following  modifications: 

“a.  The  responsibilities  of  this  department  shall 
be  limited  to  administration  and  education.  It  shall 
not  be  a clinical  service  and  no  patients  shall  be 
admitted  to  the  department.  If  and  when  desirable, 
however,  the  department  may  be  made  responsible 
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for  conducting  the  outpatient  clinic  in  whole  or  in 
part. 

“b.  Since  the  Department  of  General  Practice  w ill 
not  have  a separate  service,  the  members  of  the  Gen- 
eral Practice  Department  shall  have  privileges  in  the 
clinical  services  of  the  other  departments  in  accord 
with  their  experience  and  training,  on  recommenda- 
tion of  the  Credentials  Committee.  In  any  service  in 
which  any  general  practitioner  shall  have  privileges, 
he  shall  be  subject  to  the  rules  of  that  service  and 
subject  to  the  jurisdiction  of  the  chief  on  the  clini- 
cal service  involved. 

“c.  The  medical  staff  should  give  to  the  General 
Practice  Department  such  administrative  respon- 
sibilities in  the  conduct  of  medical  affairs  as  are 
desirable  to  meet  the  needs  of  the  hospital.” 

To  all  of  the  above  the  special  committee  ap- 
pointed by  the  AM  A House  of  Delegates  in  Boston 
in  December,  19^5  to  review  the  functions  of  the 
Joint  Commission  expressed  its  approval. 

Some  hospitals  have  made  specialty  board  certifi- 
cation a prerequisite  for  staff  membership  to  the 
exclusion  of  the  general  practitioner.  In  view  of  the 
particular  standard  for  hospital  accreditation  set  up 
by  the  Joint  Commission  as  quoted  above,  this 
procedure  is  not  sound  and  should  not  be  tolerated. 
The  AMA  House  of  Delegates  in  session  in  Chicago 
in  June,  1956  approved  a reference  committee  re- 
port in  which  it  urged  the  commissioners  to  the 
Joint  Commission  appointed  by  the  AMA  Board  of 
Trustees  “to  encourage  the  Commission  to  study 

“a.  The  problems  of  exclusion  from  hospitals  and 
arbitrary  limitation  of  the  hospital  privileges  of  the 
general  practitioner,  and 

“b.  Methods  whereby  the  following  stated  prin- 
ciples may  be  achieved:  ‘The  privileges  of  each 
member  of  the  medical  staff  shall  be’  determined  on 
the  basis  of  professional  qualifications  and  demon- 
strated ability; 

“ ‘Personnel  of  each  service  or  department  shall 
be  qualified  by  training  and  demonstrated  compe- 
tence, and  shall  be  granted  privileges  commensurate 
with  their  individual  abilities’.” 

Although  the  development  of  the  various  special- 
ties has  done  much  to  improve  the  quality  of  medical 
care,  the  general  practitioner  is  still  recognized  as  the 
backbone  of  medical  practice.  If  he  is  to  advance  in 
knowledge  and  proficiency  he  must  have  a work- 
shop wherein  he  can  develop  his  abilities.  The 


psychological  effect  upon  the  patient  afforded  by  the 
presence  of  his  family  doctor  within  the  hospital 
Malls  is  not  to  be  minimized.  Even  as  the  minister 
of  the  gospel  affords  the  sick  one  a deepening  of 
religious  faith,  so  the  general  practitioner  can  supply 
a sense  of  security  which  may  be  a vital  aid  in 
regaining  health. 

Historic  Landmarks 

It  is  unusual  for  a periodical  to  publicly  compli- 
ment an  advertiser  on  the  quality  of  his  advertising- 
copy.  But  in  this  instance  the  copy  itself  is  so  un- 
usual we  believe  favorable  comment  to  be  well 
justified.  \\  c refer  to  Landmarks  in  Connecticut 
Medicine  offered  each  month  by  Connecticut 
Medical  Service.  A comparable  series  of  pictures  and 
narrative  of  medically  historic  spots  in  our  State 
has  never  before  been  collected  and  will  be  of  senti- 
mental interest  to  native  sons  and  attractive  infor- 
mation to  newcomers.  I he  project  has  been  planned 
and  the  material  prepared  by  a foremost  medical 
historian  and  the  Journal  is  pleased  to  compliment 
him  and  Connecticut  Medical  Service  which  made 
the  ambitious  undertaking  possible. 

I here  are  six  landmark  pictures  in  the  1956  series 
and  at  the  end  of  the  year  these  will  be  reproduced 
in  duotone  on  heavy  stock  suitable  for  framing  and 
made  into  a calendar  for  1957.  The  1957  series  will 
consist  of  twelve  items  with  a calendar  for  1958.  It 
all  marks  a sound  achievement  in  the  field  of  digni- 
fied medical  institutional  advertising. 

After  the  passage  of  time  when  this  is  done  again, 
and  we  hope  it  will  be,  Connecticut  Medical  Service 
M ill  itself  take  a place  as  a conspicuous  landmark  in 
Connecticut  medical  history. 


New  Haven  Physician  Appointed  Professor 

Jonas  N.  Muller,  Mho  has  been  with  the  American 
Public  Health  Association  in  New  Haven  since 
1952,  has  been  appointed  professor  and  director  of 
the  Department  of  Preventive  Medicine,  Public 
Health  and  Industrial  Hygiene  at  the  New  York 
Medical  College.  Dr.  Muller  succeeds  Dr.  Helen 
Wallace  who  has  gone  to  the  School  of  Public 
Health  at  the  University  of  Minnesota.  Both  Drs. 
Wallace  and  Muller  are  members  of  the  Connecticut 
State  Medical  Society. 
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The  high  cost  of  hospitalization  is  a complaint  frequently  heard  and  a subject 
frequently  discussed.  Some  condemn  it.  Others  defend  it.  Few  understand  it.  Hospital 
administrations  have  always  been  plagued  with  rising  hospital  costs,  but  the  rapid 
rate  of  increase  in  the  past  decade  or  so  has  been  particularly  disturbing.  During  this 
period,  hospital  costs  have  more  than  doubled  and  have  outstripped  the  National 
averages. 

Articles  on  the  subject  by  Roy  E.  Brown  in  the  April,  1956  "Journal  of  the  Ameri- 
can Hospital  Association"  and  by  John  Stewart,  assistant  manager  of  the  Hartford 
Hospital,  in  the  1954  "Connecticut  State  Medical  Journal”  are  informative  and  worth 
while  reading.  They  give  reasonable  explanations  for  present  per  diem  costs  and  show 
that  the  present  total  cost  of  hospitalization  per  illness  has  not  greatly  increased  if 
the  whole  economic  picture  is  evaluated  and  compared,  and  if  the  shorter  period  of 
hospital  stay  is  considered. 

The  unthinking  and  uninformed  too  often  blame  hospital  management  for  rising 
costs  and  compare  unfavorably  the  cost  of  staying  in  a hospital  with  the  cost  of  stay- 
ing in  a hotel.  The  two  situations  are  not  comparable  because  auxiliary  services  are 
not  comparable.  Nevertheless,  it  can  be  shown  that  American  Plan  hotel  costs  in 
hospitals  are  less  than  in  many  hotels. 

Inflation  is  the  real  reason  for  present  hospital  costs  plus  the  particular  nature  of 
hospital  care  which  requires  so  many  personal  services,  and  the  necessity  of  specialized 
diagnostic  and  therapeutic  procedures  requiring  expensive  equipment  and  skilled 
personnel  to  make  them  useful.  Everything  a hospital  purchases  costs  more.  They 
must  compete  with  industry  for  labor.  This  means  higher  wages,  fringe  benefits  and 
shorter  working  hours.  A shorter  work  week  for  personnel  means  a greater  number 
of  employees  to  perform  the  same  services.  Student  nurses  work  on  the  wards  less  than 
one  half  the  time  they  formerly  did  so  that  more  full  time  nurses  are  needed.  It  all 
adds  up  to  a payroll  that  is  the  biggest  part  of  the  hospital  budget. 

It  has  been  pointed  out  that  although  hospital  costs  are  tied  to  industrial  wages 
and  go  up  with  them,  industry  is  able  to  absorb  much  of  its  increased  cost  by  automa- 
tion and  machinery,  whereas  this  is  not  possible  for  hospitals  because  machinery  can 
not  replace  tender  loving  patient  care — so  frequently  referred  to  but  not  always 
obtainable. 

Although  per  diem  hospital  costs  are  high  with  every  indication  that  they  will 
continue  to  rise,  new  drugs,  new  treatments  and  early  ambulation  of  patients  have 
favorably  affected  total  hospital  costs  by  lessening  the  length  of  time  necessary  for  a 
sick  patient  to  remain  in  a hospital.  In  some  instances  this  has  been  from  a matter  of 
weeks  to  days. 

Shortening  the  hospital  stay  has  been  the  major  factor  that  has  kept  down  the 
cost  of  being  hospitalized  in  a period  of  inflation.  This  important  contribution  together 
with  an  inflated  dollar,  higher  earnings,  and  other  economic  factors  add  up  so  that 
the  ratio  of  present  average  hospital  charges  compared  to  present  average  per  capita 
income  is  essentially  the  same  as  in  previous  years. 


Ralph  T.  Ogden,  M.D. 
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MEDICARE  COMMITTEE 

The  first  meeting  of  the  MEDICARE  Committee  w hich  will  implement  the  Society’s  participation 
in  the  federal  program  for  the  medical  care  of  the  dependents  of  persons  in  the  uniformed  services  (P.L. 
569),  w7as  held  on  September  12.  There  were  present,  in  addition  to  I homas  J.  Danaher,  chairman;  Ralph 
T.  Ogden,  president  of  the  Society;  Henry  A.  Archambault,  Norwich;  Morton  Arnold,  Willimantic; 
Willard  E.  Buckley,  Middletown;  John  E.  Cartland,  Jr.,  Hartford;  Harold  M.  Clarke,  New  Britain;  Rich- 
ard B.  Elgosin,  Hamden;  Hugh  K.  Miller,  Stamford;  R.  Bruce  Thayer,  Jr.,  Hazardville;  members  of  the 
Committee  and  Creighton  Barker  coordinator. 

The  purpose  of  this  meeting  was  to  organize  and  explain  the  Society’s  part  in  the  MEDICARE  Plan 
of  the  Department  of  Defense  and  to  take  the  first  steps  toward  establishing  a fee  schedule  upon  which 
! the  Plan  would  operate  and  implement  the  action  of  the  Council  to  have  Connecticut  Medical  Service  act 
as  the  Contractor  under  the  Plan  in  Connecticut.  Tentative  conclusions  were  reached  on  fee  schedule 
based  upon  a table  of  services  provided  by  the  Department  of  Defense  and  with  certain  omissions  to  be 
provided  later.  The  executive  secretary7  was  directed  to  forward  the  proposals,  prior  to  October  1,  to  the 
office  of  American  Medical  Association,  which  is  acting  as  a clearing-house  for  the  states. 

It  is  reliably  reported  that  Maj.  Gen.  Paul  I.  Robinson,  MC— USA,  who  is  well  known  in  Connecti- 
cut, will  have  charge  of  the  Medicare  Program  for  Department  of  Defense. 


New  Haven  Mayor  Initites  Investigation  of 
Unlicensed  Personal  Attendants 

Mayor  Richard  C.  Lee,  New7  Haven,  announced 
early  in  September  the  appointment  of  a special 
committee  to  study  the  problem  of  unlicensed  nurs- 
ing attendants  and  recommend  corrective  action. 

Dr.  Creighton  Barker,  executive  secretary  of  the 
State  Medical  Society,  was  appointed  chairman  of 
the  committee  and  Francis  W.  Looney,  director  of 
welfare,  City  of  New  Haven,  was  appointed  secre- 
tary. 

The  action  closely  followed  the  New'  Haven 
arrest  of  an  unlicensed  baby  attendant  whom  police 
said  had  admitted  fatally  injuring  three  young  chil- 
dren and  otherwise  injuring  two  others. 

At  the  first  meeting  of  the  investigative  group 
September  7 two  avenues  of  approach  to  the  prob- 
lem were  outlined.  The  first  would  seek  legislative 
control  of  the  activities  of  unlicensed  attendants, 
while  the  other  would  encourage  agreements  by 
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registrees  to  maintain  closer  supervision  of  the  per- 
sons on  their  referral  lists. 

The  committee  has  scheduled  a series  of  further 
meetings  to  complete  its  deliberations  and  file  rec- 
ommendations as  early  as  possible. 

The  Committee  members  comprise: 

Dr.  Clement  F.  Batelli,  director  of  public  health, 
New  Haven;  A.  F.  Branton,  Jr.,  secretary,  Health 
Division,  Council  of  Social  Agencies;  Dr.  Paul  F. 
McAlenncy,  chief  of  pediatrics,  St.  Raphael’s  Hos- 
pital; Miss  Ruth  A.  McElroy,  director  of  Home- 
maker Service,  Family  Service  of  Newr  Haven;  Miss 
Catherine  A.  McGovern,  director.  Nursing  Service 
Bureau  of  New  Haven,  Inc.;  Harold  M.  Mulvey, 
assistant  corporation  counsel,  City  of  New  Haven; 
Miss  Agnes  Ohlson,  chief  examiner,  State  Board  of 
Examiners  for  Nursing;  Dr.  Robert  Salinger,  asso- 
ciate clinical  professor  of  pediatrics,  Yale  Medical 
School;  Dr.  William  E.  Swift,  Jr.,  secretary,  New’ 
Haven  Medical  Association;  and  Miss  Dorothy  Wil- 
son, executive  director,  Visiting  Nurse  Association 
of  New  Haven. 
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State  Medical  Society  Dues 

1 lie  Michigan  State  Medical  Society  has  recently 
conducted  a survey  of  stare  medical  society  dues 
throughout  the  country  and  has  made  its  findings 
available  to  us. 

Dei  s AND  ShI  CIAL  ASSESSMENTS  OF  S'l'ATE  MEDICAL 

Associations 


SPECIAL 

STATE  DUES  ASSESSMENTS  COMMENTS 


Alabama 

$20 

O 

Dues  $50  effective  1/1/ 57 

Arizona 

60 

O 

Dues  $70  effective  1/1/57 

Arkansas 

25 

O 

— extra  $10  for  AMEF 

California 

50 

O 

Colorado 

50 

O 

Connecticut 

28 

0 

Delaware 

50 

0 

Florida 

40 

0 

Georgia 

25 

0 

Idaho 

40 

0 

Illinois 

40 

0 

Indiana 

30 

0 

Iowa 

60 

0 

$25  increase  authorized 

Kansas 

40 

0 

but  not  levied  as  yet 

Kentucky 

35 

0 

Louisiana 

50 

0 

Maine 

35 

0 

Dues  $55  effective  1/1/ 57 

Maryland 
Baltimore  City 

members 

50 

0 

County  Society 

members 

30 

0 

Massachusetts 

35 

0 

Michigan 

45 

10 

assessment  for  1956  only 

Minnesota 

40 

0 

Mississippi 

35 

0 

Dues  to  be  increased  S3 

per  year  for  3 years;  1957, 
$40;  1958,  $45;  1959,  50 


Missouri 

25 

10  assessment  for  1957  only 

Montana 

53-5° 

0 

Nebraska 

35 

0 

Nevada 

100 

20  (AMEF) 

New  Hampshire 

40 

0 

New  Jersey 

3° 

0 

New  Mexico 

70 

0 

New  York 

25 

10  assesment  (effective  1 / 1/57 ) to 
be  used  for  employees’  pension 
fund 

North  Carolina 

40 

0 

North  Dakota 

75 

0 

Ohio 

20 

0 Dues  $25  effective  1/1/ 57 

Oklahoma 

42 

0 

Oregon 

40 

0 

Pennsylvania 

40 

0 

Rhode  Island 

50 

0 

South  Carolina 

20 

O 

South  Dakota 

75 

O 

Tennessee 

25 

O 

Texas 

5° 

O 

Utah 

50 

20 

Vermont 

35 

O 

Virginia 

25 

0 

Washington 

35 

O 

Washington,  I).  C. 

5° 

O 

West  Virginia 

2 5 

O 

Wisconsin 

65 

O 

Wyoming 

25 

0 

covvn  ASSOCIATION  DUES 

No  determination  of  dues  in  the  more  than  1,200 
county  medical  associations  has  been  made  but  from 
information  that  is  available,  they  vary  widely.  The 
lowest  is  believed  to  be  $1.50  in  a Connecticut 
county  and  the  highest  is  $125  in  a Michigan  county. 


Meetings  Held  in  September 

September  12— MEDICARE  Committee 

September  13— Advisory  Committee  to  State  Board 
of  Examiners  for  Nursing 

September  20— Council 

Committee  on  Public  Relations 
Committee  on  School  Health 


September  26— Committee  to  Study  Maternal  Mor- 
tality and  Morbidity 

September  27— Committee  on  Emergency  Medical 
Service 

Executive  Committee,  Connecticut 
Health  League 


Amendment  to  By-Laws 

The  Council  at  its  regular  meeting  on  September 
20,  1956  voted  to  recommend  to  the  House  of  Dele- 
gates that  Article  XIII,  Sec.  3,  Par.  1 of  the  By-Laws 
be  amended  by  the  deletion  of  “resided  and  prac- 
ticed under  that  license  in  the  State  of  Connecticut 
for  one  year.”  The  amendment  w ill  be  presented 
to  the  House  of  Delegates  for  action  at  the  semi- 
annual meeting  on  December  6.  The  purpose  of  this 
amendment  is  to  remove  the  state  residence  require- 
ment  for  membership  from  the  State  Society  By- 
Laws  to  permit  the  county  associations  to  prescribe 
such  a requirement  for  members  as  each  deems 
advisable. 
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SEMI-ANNUAL  COUNTY  ASSOCIATION  MEETINGS 

Hartford,  Tuesday,  September  25 

Hotel  Statler,  Hartford 

Business  meeting:  4:30  p.  m.  Social  hour:  6:30  p.  m. 

Speaker:  Mr.  J.  Edison  Doolittle,  Vice  President  of  the  Southern  New  England  Telephone  Co. 

Subject:  A LOOK  AHEAD  AT  CONNECTICUT  AND  THE  TELEPHONE  BUSINESS 

Litchfield,  Tuesday,  October  2 

l oRRlNGTON  COUNTRY  CLUB,  GOSHEN 

Dinner:  7:30  p.  m.  Business  meeting:  5:00  p.  m. 

Speaker:  William  J.  Lahey,  m.d.,  Director  of  Medical  Education , St.  Francis  Hospital,  Hartford 
Subject:  THE  PROBLEM  OF  PULMONARY  INSUFFIENCY 

Fairfield,  Wednesday,  October  3 

Wee  Burn  Country  Club,  Darien 

Dinner:  7:00  p.  m.  Business  meeting:  4:00  p.  m. 

Speaker:  Brigadier  General  Harold  H.  Twitchell,  U.S.A.F.,  M.C. 

Subject:  THE  UTILIZATION  OF  RESERVE  MEDICAL  PERSONNEL  DURING  TOTAL  WAR 

New  London,  Thursday,  October  4 

Mohican  Hotel,  New  London 

Dinner:  7:00  p.  m.  Business  meeting:  4:30  p.  m. 

Speaker:  Adrian  Lambert,  m.d.,  Attending  Surgeon , Presbyterian  and  Bellevue  Hospitals 
' Subject:  CARCINOMA  OF  THE  LUNG 

Middlesex,  Thursday,  October  11 

Club  Vasques,  Newfield  Street,  Middletown 
Dinner:  7:00  p.  m.  Business  meeting:  4:30  p.  m. 

Speaker:  John  M.  Freiheit,  m.d..  Chief  of  Obstetrics  and  Gynecology  at  Water  bury  Hospital 
Subject:  HYPOTENSIVE  DRUGS  IN  TOXEMIAS  OF  PREGNANCY 

Tolland,  Tuesday,  October  16 

Old  Homestead  Inn,  Somers 

Dinner:  6:30  p.  m. 

| Speaker  and  subject  to  be  announced 

Windham,  Thursday,  October  18 

Nathan  Hale  Hotel,  Willimantic 

Dinner:  6: 30  p.  m. 

Speaker  and  subject  to  be  announced 

New  Haven,  Thursday,  November  1 

1 7 1 1 Club  Inn,  Meriden 

Dinner:  7:00  p.  m.  Business  meeting:  4:30  p.  m. 

Speaker:  Carl  Bearse,  m.d.,  Editor,  “ Massachusetts  Physician ” 

Subject:  A ROUND  TABLE:  PHYSICIAN-HOSPITAL  RELATIONS 
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T feel  sure  you  w ill  he  pleased  to  learn  that  I have 
not  tried  to  prepare  a history  of  medicine  or  a 
study  in  evolution.  Please  indulge  me  by  considering 
this  a neighborly  chat  or  a confabulation,  not  an 
essay  nor  even  a paper.  Allow  me  to  limit  myself  to 
what  I,  myself,  have  seen,  or  as  Aeneas  said  about 
more  thrilling  things,  “Part  of  which  1 was.”  At  the 
start  this  narrows  my  horizon  to  that  of  a New  Eng- 
land village.  1 appreciate  that  one  should  not  “Take 
the  babble  of  his  village  for  the  murmur  of  the 
world,”  but  the  world  is  not  very  big,  and  the  micro- 
scope has  had  a lot  more  to  do  with  the  difference 
between  being  sick  now,  and  then,  than  has  the 
telescope. 

The  doctor  who  first  welcomed  me  to  earth,  or 
deplored  my  arrival,  which  is  more  likely,  for  I was 
the  fifth  in  the  family,  graduated  in  medicine  just 
one  hundred  years  ago.  This  doctor  had  so  much  to 
do  with  my  early  life,  and  was  probably  the  cause 
of  my  choosing  his  profession,  so  that  I may  be  par- 
doned for  talking  awhile  about  him.  He  had  become 
my  uncle  in  this  way.  He  must  have  been  a man  of 
fine  taste,  for  he  went  to  my  grandfather  and  asked 
if  he  might  have  the  hand  in  marriage  of  his  daughter 
Amanda.  He  was  told  that  Amanda  was  already 
spoken  for.  Then  he  asked  “May  I have  Martha?” 
This  medical  butterfly  was  bound  to  light  in  that 
particular  flower  garden.  My  father  was  the  one  who 
had  spoken  for  Amanda,  and  I continually  bless 
him  for  it.  The  doctor  married  Martha.  They  all 
lived  happily  for  years  in  houses  next  each  other, 
and  the  doctor  didn’t  have  far  to  go  when  we  were 
sick,  which  was  rather  often.  My  wife  was  reared  in 
the  house  next  to  the  doctor’s,  so  that  1 didn’t  have 
far  to  go  cither,  which  was,  also,  rather  often.  (I 
said  this  was  to  be  a chat).  My  recollections  of  the 
doctor  are  very  fresh.  He  lived  several  years  after 
1 began  to  practice.  He  must  have  been  something  of 
a fop.  He  always  wore  a low-cut  vest,  a starched 


Edward  T.  Bradstreet,  m.d.,  Meriden 

white  shirt,  a clean  one  every  morning,  and  a heavy 
gold  w atch-chain  w hich  went  around  his  neck  and 
which  was  much  in  evidence  against  the  immaculate 
whiteness  of  the  shirtfront.  As  he  bent  over  my 
trundle  bed  w hen  I was  sick  in  that  “Then-time,” 
that  cleanness  enhanced  by  the  glittering  gold  be- 
came indelibly  impressed  upon  my  mind,  probably 
because  village  boys  in  those  days  were  easily 
dazzled.  Although  germs  were  unknown  then  and 
the  danger  of  carrying  disease  not  thought  of,  this 
doctor  was  very  careful  of  his  hands  and  wore 
gloves  w hen  out  of  doors,  even  in  warm  weather. 
He  was  equally  careful  of  his  speech.  I doubt  if  he 
ever  uttered  a careless  word.  He  was  a well  read 
man  and  literature  in  those  days  was  free  of  slang 
and  the  medical  books  of  that  early  period  were 
written  with  care  and  partook  somewhat  of  the  King 
James  version  of  the  Bible  and  of  Shakespeare,  both 
of  which  were  read  then  more  than  now. 

To  illustrate  the  formality  of  his  daily  speech;— 
He  had  two  boys  of  about  the  age  of  my  brothers 
and  me,  and  one  day  we  overheard  him  say  to  them 
when  they  had  been  up  to  some  mischief— “Thomas, 
go  into  the  house  and  Howard,  my  son,  do  thou 
likewise.”  He  was  sententious,  even  pompous.  No 
sentence  was  ever  penned  or  spoken  that  contained 
so  much  potential  wisdom  as  did  his  “Hum-Hum” 
after  inspecting  a tongue  or  weighing  the  importance 
of  any  symptom.  I run  across  some  imitations  of 
this  profundity  once  in  awhile.  For  me  now  it  gen- 
erally spells  humbug,  but  it  didn’t  then.  It  used  to 
awe  me. 

Just  previous  to  the  time  we  are  considering  the 
country7  doctor  rode  horseback  and  had  saddle  bags 
in  which  to  carry  his  medicines.  He  had  few  instru- 
ments to  bother  him,  no  antiseptics,  no  ready-made 
plaster,  not  even  a clinical  thermometer.  The  doc- 
tor’s horse  was  apt  to  become  tired  and  would  lie 
down  and  smash  the  bottles  in  the  saddle  baqs.  I 


Read  before  Visiting  Nurses  Association  of  Meriden,  Connecticut,  and  on  .March  it,  iga 7 at  a meeting  of  The  Beauniont 
Club  in  Hartford,  Connecticut 


Connecticut  State  Medical  Journal 


BRADSTREET 


805 


have  heard  that  it  was  not  uncommon  for  the  doctor 
to  wash  the  saddle  bags,  put  the  rinsings  in  a jug 
and  if  the  kind  of  medicine  was  not  indicated  by  any 
symptom,  the  patient  was  given  some  of  this  so- 
called  jug  medicine.  In  this  simple  way  the  sufferer 
was  sure  to  get  something  he  needed.  In  my  uncle’s 
time  I suppose  the  city  doctor  had  his  coach,  and  the 
country  doctor  had  his  carriage.  But  it  was  only  half 
a carriage.  It  was  half  as  wide  as  an  ordinary  top 
carriage.  1 was  told  it  was  so  made  to  excuse  the 
doctor  from  asking  any  one  to  ride  with  him  thus 
giving  an  overworked  horse  more  to  draw  over  the 
hills.  I well  remember  occasional  rides  in  such  a 
w onderful  equipage.  Were  I now  crossing  the  con- 
tinent in  a Pullman  car  with  the  staff  of  Queen 
.Marie,  I should  feel  far  less  important  than  I felt  on 
these  rides.  There  wasn’t  room  for  even  a skinny 
litte  boy  by  the  side  of  the  doctor,  so  as  I sat  touch- 
ing the  carriage  seat  at  one  point  only,  as  we  are  told 
in  rhetoric  we  should  bear  in  mind  an  illustration 
touches  the  subject,  like  the  contact  of  two  spheres, 
held  in  place  between  the  broadcloth  covered  legs 
of  this  village  autocrat,  satisfaction  boiled  up  in  me 
and  my  cup  ran  over.  I think  the  great  man  said  little 
to  me.  He  probably  didn’t  know  any  words  small 
enough  for  such  a little  boy.  It  is  not  entirely  due 
to  the  garrulity  of  age  that  I have  gone  to  this 
length  in  talking  of  this  doctor.  One  hundred  years 
ago  this  doctor,  who  was  a fair  example  of  the  medi- 
cal man  of  that  period,  compared  favorably  with 
1 other  men.  He  should  not  be  matched  pityingly  with 
the  specialist  of  today.  Rather,  we  should  rejoice 
that  our  ancestors  had  for  their  bodily  ills  men  as 
capable  as  were  the  men  of  science  for  their  physical 
well  being,  and  full  as  comforting  as  were  the 
theologians  who  vie  with  each  other  in  describing 
the  horrors  that  awaited  those  who  dared  to  differ 
from  them.  I he  distance  between  the  requirements, 
and  the  acquirements,  of  the  doctor  of  one  hundred 
years  ago  and  the  specialist  of  today,  whether  in  the 
field  of  surgery  or  in  that  of  internal  medicine,  is 
no  greater  than  has  been  traveled  in  the  evolution  of 
the  nurse. 

If  one  doubted  this,  he  would  be  convinced  by 
receiving  a bill  for  the  services  of  the  two  graduate 
nurses  now  thought  necessary  in  any  serious  case. 
Seventy-five  or  one  hundred  years  ago  a nurse  was 
allowed  at  two  very  important  events.  One  event 
being  the  arrival  of  a new  soul  from  the  vast  amphi- 
theater where  little  souls  are  supposed  to  be  kept 
until  the  usher  is  ready  to  announce  them  to  a wait- 


ing world.  The  other  being,  wTen  a soul  is  allowed 
to  return  whence  it  came.  Great  events,  and  perhaps 
equally  disturbing.  About  the  hardest  job  these 
monthly  nurses  and  undertakers’  assistants— usually 
the  same  woman— had  to  do  was  to  keep  their 
mouths  shut  as  to  what  they  sawr  in  the  family.  This 
was  apt  to  lead  to  a certain  compressed  look  of  the 
lips,  w hich  I used  to  notice.  Safety  pins  had  not  been 
invented.  In  arraying  the  little  visitor  from  Heaven 
in  something  between  the  discarded  swaddling 
clothes  and  the  modern  simplicity  hygiene  dictates, 
or  in  adjusting  the  thought-shivering  shroud,  care 
was  needed,  and  the  skill  derived  only  by  experi- 
ence. Let  us  not  think  too  lightly  of  these  valued 
attendants.  I have  heard  graduate  nurses  speak  of 
nurses  who  had  not  been  through  a training  school 
as  Gamps— referring  to  the  selfish  and  besotted 
Sarah.  I his  grouping  of  folks  is  never  quite  fair. 
Every  nation  has  its  heroes  and  its  traitor,  every 
group  its  benefactors  and  its  renegades.  There  were 
the  disciples  and  there  was  a Judas.  There  are  still 
Sarah  Gamps,  and  there  are  still  Florence  Nightin- 
gales. I have  a fully  developed  appreciation  of  the 
registered  nurse  of  today,  and  am  almost  willing  to 
subscribe  to  Dooley’s  oft  quoted  dictum— “It 
doesn’t  matter  much  wTat  doctor  you  have  if  you 
have  a good  nurse.  But  I am  glad  my  mother  had 
some  kind  woman,  although  not  a “R.N.”  to  help 
her  and  comfort  her  during  her  suffering,  even 
though  perhaps  she  stuck  pins  into  me  for  three  or 
four  weeks.  When  I began  practice,  watchers  were 
in  vogue  in  many  cases,  and  a male  nurse,  if  the 
patient  was  a man  and  could  afford  it.  Some  writers 
on  our  present  day  charity  organization  problems 
seem  to  bewail  the  passing  of  that  old  time  custom 
of  having  kind  neighbors  keep  watch  at  night  over 
the  sick  and  administer  to  their  needs.  These  wTere 
called  “watchers.  It  was  a kindly  custom,  and  a 
real  charity.  But  I am  glad  we  are  far  removed  from 
that  custom.  As  for  the  professional  male  nurse,  I 
have  nothing  good  to  say  except  that  he  filled  an 
interim.  (I  like  that  last  sentence;  it  sounds  so  much 
like  an  epitaph— “He  filled  an  interim.”) 

A fewT  years  ago  in  the  infirmary  at  Gaylord  Farm 
Sanatorium,  the  nurse  who  was  showing  me  about 
suddenly  left  me  and  joined  three  or  four  other 
nurses  in  a pursuit  as  exciting  as  a fox  hunt.  When 
my  guide  returned  with  heightened  color  and  vic- 
tory in  her  eyes,  I asked  wTat  was  up.  “A  fly  was 
reported,”  she  said,  d hat  little  episode  illustrates 
the  remarkable  change  in  the  management  of  the 
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sick.  When  we  were  analyzing  the  orations  of 
Demosthenes,  our  professor  delighted  in  pointing 
out  the  digressions  to  establish  a point.  1 may  be 
allowed  to  make  a digression.  During  the  summers 
of  my  boyhood  days,  whether  sick  or  well,  the  flies 
were  my  most  constant  companions.  While  I did  not 
love  the  fly,  he  interested  me,  and  1 was  taught  to 
hold  him  in  regard.  1 was  led  to  believe  he  was  a 
scavenger  and  transformed  menacing  things  into  his 
living,  beautiful  body.  In  late  summer  we  used  to 
place  sprays  of  asparagus,  then  gone  to  seed,  on  the 
ceiling.  1 thought  it  was  to  show  hospitality  to  these 
little  benefactors.  I later  learned  that  protecting  the 
ceiling  had  more  to  do  with  this  decorative  scheme. 
Poetry  was  enlisted  to  endear  these  useful  creatures. 
Many  of  you  remember— 

“Baby-bye,  here’s  a fly 
We  will  watch  it,  you  and  I 
Here  he  goes  on  his  toes 
Tickling  little  baby’s  nose” 

And  our  hearts  would  bleed  thinking  of  the  tragedy 
awaiting  the  little  innocent  fly  if  he  strayed,  as  we 
knew  he  would,  into  a certain  parlor— 

“Will  you  walk  into  my  parlor? 

Said  the  spider  to  the  fly 
"Tis  the  prettiest  little  parlor 
That  ever  did  you  spy.” 

You  cannot  remember,  for  you  never  could  have 
read  that  naughty  book,  naughty,  although  written 
by  a clergyman,  but  you  may  have  heard  how  the 
innocence  and  benevolence  of  Uncle  Toby  was 
demonstrated  by  his  treatment  of  a fly.  Uncle  Toby, 
being  annoyed  by  the  persistence  of  a fly,  opened 
a window  and  showed  him  out,  saying,  “Begone, 
the  world  is  big  enough  for  both  you  and  me.” 
Now  it  is  “Swat  the  fly,”  and  all  because  the  micro- 
scope was  invented,  and  because  hours  and  weeks 
and  years  of  study  and  experiment  established  the 
germ  theory  of  disease. 

T he  discoveries  made  by  means  of  the  microscope 
and  the  experiments  these  discoveries  led  to  have 
changed  everything  connected  with  the  manage- 
ment of  the  sick,  and  opened  up  ever  enlarging  field 
of  hygiene.  The  fly  was  found  to  have  dirty  feet. 
The  fly  had  to  go,  and  with  the  fly  have  gone  many 
other  things.  The  doctor’s  whiskers  have  gone,  most- 
ly, and  the  accumulations  under  the  doctor’s  finger 
nails,  also,  mostly.  No  longer  is  the  sponge  kept 
hanging  over  the  kitchen  sink  used  to  wash  the 
blood  from  a cut  finger.  The  dire  results  which 
often  followed  the  old-time  first  aid  was  blamed 


upon  that  ubiquitous  scape-goat,  “Catching  cold.” 
Now  it  is  “Faulty  Technique.” 

Without  reflection  one  could  not  appreciate  all 
the  changes  that  have  come  from  the  invention  and 
use  of  the  microscope.  All  of  our  welfare  organiza- 
tions are  spreading  the  gospel  founded  upon  the 
germ  theory,  and  not  thousands,  but  millions  of  lives 
are  being  saved  that  otherwise  would  have  been  cut 
short. 

Both  time  and  propriety  forbid  me  to  enter 
deeply  into  the  marvellous  advance  surgery  has 
made.  No  one  can  estimate  this  advance  as  well  as 
can  one  w hose  observation  and  experience  corre- 
sponds to  mine.  Every  day  in  our  hospital,  and  in 
all  hospitals  now  so  abundantly  scattered  over  our 
great  country,  things  are  done  as  a matter  of  course 
that  were  not  thought  of,  much  less  planned,  when 
1 first  put  out  my  sign  “Physician  and  Surgeon.” 
Such  a surgeon!  If  I did  not  realize  that  I filled  the 
role  prescribed  for  an  m.d.  of  that  period  of  the 
dark  ages  I would  proceed  to  blush  all  over  thinking 
of  that  shining  sign.  I have  had  plenty  of  opportu- 
nities to  watch  modern  operations.  At  such  times  I 
always  marvel,  and  often  become  devout.  I have 
seen  the  just  and  the  unjust  upon  the  operating 
table.  I have  been  most  impressed  when  some  un- 
worthy specimen  of  mankind,  perhaps  a dangerous 
member  of  society,  is  getting  the  benefit  that  mod- 
ern science  can  bestow.  I have  seen  the  anaesthetist, 
now  a nurse  specially  trained  in  administering  one 
of  God's  greatest  gifts  to  suffering  humanity,  bring 
about  the  safe  sleep.  I have  seen  the  nurses,  arrayed 
not  like  Solomon  in  all  his  glory,  but  much  more 
aseptic  than  the  lilies  of  the  field,  begowned  and 
gloved,  blithely  and  deftly  arrange  everything  for 
the  surgeon’s  task.  I have  seen  the  surgeon  with  un- 
quickened pulse,  and  with  almost  reverent  demeanor, 
invade  what  we  are  told  to  consider  the  tabernacle 
of  the  Holy  Spirit,  and  a life  saved  from  death.  And 
all  because  the  microscope  led  to  the  knowledge 
doctors  now  have.  So-called  internal  medicine,  to 
distinguish  it  from  surgery,  has  made  correspond- 
ing strides.  This  can  be  illustrated  by  contrasting 
being  sick  with  measles  now  and,  perhaps,  seventy- 
five,  or  less,  years  ago.  Then  the  patient  was  too 
well  covered,  in  carefully  closed  room,  more  dark 
than  was  necesary,  hot  drinks,  only,  were  allowed, 
various  teas,  and  nauseous  drugs  frequently  admin- 
istered. I can  believe  it  wras  in  some  sickness  like 
measles  that  an  old-time  doctor  in  Watertown,  a 
regular  consultant  with  my  uncle,  made  the  folio  v- 
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ins;  observation— “I  have  noticed,”  said  he,  “that  if 
a child  is  strong  enough  to  vomit  up  my  medicine 
he  usually  gets  well.”  Nowadays  little  or  no  medi- 
; cine  is  given  as  a matter  of  routine  to  a case  of 
j,  measles.  No  longer  is  the  rash  nourished  in  a hot- 
house, hut  allowed  to  bloom  in  a well-aired  room; 
pleasant  and  cool  drinks  are  given,  the  bed  turned 
so  the  room  may  he  only  a little  darkened  and  the 
child  may  almost  enjoy  his  temporary  importance. 
This  importance  is  not  enjoyed,  I have  noticed,  if 
careful  guarding  has  put  off  the  apparently  neces- 
sary attack  until  more  important  business  is  on 
hand.  This  and  many  other  changes  are  advances  in 
a negative  way.  Many  positive  changes  have  taken 
place.  The  wide  open  window  in  pneumonia,  the 
modern  treatment  of  tuberculosis,  insulin  in  the 
more  frequently  recognized  diabetes,  the  finding  of 
the  cause  of  many  cases  of  asthma  and  a great  num- 
ber of  other  ailments. 

We  have  truly  “cut  a way  through  a jungle  of 
superstition.”  Preventive  medicine  and  hygiene  are 
the  order  of  the  day.  The  old  family  doctor  is  “ripe 
for  his  epitaph.”  Some,  by  reason  of  having  passed 
the  three  score  years  and  ten,  are  permitted  to  read 
ante-mortem  obituaries.  He  has  had  his  day,  and  it 
I was  a good,  good  day.  Do  not  be  sorry  for  him,  but 
more  appreciative  of  the  young  medical  man  upon 
v horn  rests  the  greater  burden  increased  knowledge 
brings.  He  charges  you  more  because  he  is  worth 
more  to  you.  If  you  are  very  sick,  or  severely  in- 
jured, he  may  send  you  to  a hospital  where  all  the 
refinements  of  diagnosis  are  available.  There  surgical 
burdens  may  be  removed,  there  a relay  of  carefully 
trained  nurses  may  be  had.  An  undisturbed  home 
awaits  your  return,  and  all  because  it  was  put  into 
the  mind  of  man  to  invent  the  microscope  and  to 
work  tediously  in  laboratories. 

You  must  have  frequent  enjoyment  in  comparing 
the  lives  of  those  you  are  justly  proud  to  have  for 
your  progenitors  w ith  your  own  lives.  We  live 
longer  and  we  have  numberless  more  luxuries.  Our 
superficial  lives  have  gained  much.  Hut  1 fear  we 
do  not  live  as  much.  Your  doctor  comes  not  on 
horseback,  nor  in  one  of  those  narrow  half-carriages, 
but  in  an  automobile.  He  uses  a thermometer  and  a 
stethoscope;  he  takes  your  blood  pressure.  If  you 
cannot  remove  your  teeth  these  are  scrutinzed,  and 
although  you  may  be  very  proud  of  them  they  may 
not  be,  as  Caesar  said  Caesar’s  wife  should  be,  “above 
suspicion.”  They  may  cover  pus-pockets.  Your  ton- 
sils are  looked  at  and  you  may  learn  you  have  more 


sinuses  than  you  knew  you  possessed.  All  operable 
adjuncts  and  utensils  are  at  least  inquired  into.  No 
wonder  a friend  of  mine  said  she  could  always  tell  a 
doctor,  “They  look  so  intimate.”  If  you  seem  to 
require  closer  study  your  blood  cells  are  counted. 
We  are  told  in  what  we  thought  figurative  language, 
that  the  hairs  of  our  heads  are  numbered.  This  blood 
cell  counting  is  not  figurative.  The  more  than  pry- 
ing, the  ruthlessly  exposing  x-ray  displays  the  more 
than  naked  truth.  The  chemistry  of  the  functions 
are  registered.  Many  a shrinking  nature  must  suffer 
from  such  an  inquisition,  and  many  a proud  spirit 
be  humbled  by  the  revelations  of  this  anticipatory 
judgment  day.  At  times  the  day  of  mythology  and 
superstition  seem  almost  regretable  and,  the  title  of 
one  of  the  ever  delightful  Samuel  D.  Crothers’ 
essays— “The  Ignominy  of  Knowledge”— very  pat. 

I he  eternal  and  universal  law  of  compensation 
becomes  evident  in  every  phase  of  modern  life.  To 
one  who  “has  drawn  back  a little  from  the  high- 
way,” who  is  no  longer  in  the  fever  we  call  living, 
the  musing  on  this  law  of  compensation,  and  apply- 
ing it,  is  a continual  pleasure.  Your  forbears  and 
mine  may  have  had  doctors  the  medical  students 
of  today  would  probably  call  clumsy  old  fools,  and 
nurses  eligible  for  the  same  category,  but  there  was 
a certain  romance  then  that  is  now  missing. 

We  should  be  glad  we  have  lived  to  see  the  mar- 
vellous achievements  of  science,  the  gaining  power 
over  disease,  the  frequent  victories  over  death  itself, 
the  ever  increasing  efforts  for  community  welfare, 
and  the  added  material  comforts  of  life.  But  let  us 
not  be  too  sorry  for  those  ancestors  of  ours,  much 
less  pity  them.  We  have  many  things  they  had  not, 
but  they  had  some  things  we  seem  to  have  lost. 
Their  lives  were  simpler  but  they  were  more  beauti- 
ful. Or  at  least,  they  seem  so  to  me  in  the  retrospect. 
Village,  or  small  city,  life  seventy-five  or  one  hun- 
dred years  ago  afforded  time  for  the  deeper  things 
our  immortal  souls  need  and  crave.  “It  is  good  for 
us  to  be  sometimes  afflicted.”  When  one  is  brought 
low  he  is  apt  to  take  inventory.  When  sickness 
comes,  and  we  are  brought  face  to  face  with  dread 
possibilities,  matters  that  have  seemed  very  import- 
ant shrink,  and  many  things  neglected,  or  taken  for 
granted,  become  magnified  and  many  a slighted 
thing  appears  almost  glorified.  I11  our  zeal  to  enlarge 
our  lives  w e have  failed  to  develop  the  art  of  living 
as  much  as  we  should.  From  pulpits  and  platforms, 
from  radios  and  the  press  we  get  appeals  to  learn 
the  superiority  of  the  intangible  over  the  tangible, 
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rhe  treater  worth  of  the  indefinable  and  the  things 
that  cannot  be  analyzed  or  pigeon-holed.  Our  for- 
bears had  these  lessons  drilled  into  them  by  being 
thrown  back  into  themselves  at  every  turn.  I be- 
lieve it  to  be  the  obligation,  and  the  privilege,  of 
this  and  its  kindred  organizations  to  hold  fast  that 
w hich  revered  ancestors  proved  to  be  good.  “Men, 
your  brothers,  men  the  workers,  ever  reaping  some- 
thin*’ new,  That  they  have  done  but  an  earnest  of 
that  they  shall  do.”  They  will  make  the  duration 
of  human  life  longer  and  longer  and  continue  to 
make  sickness  and  disease  more  comfortable.  \ ou 
and  other  women  can  do  much  by  encouraging  these 
workers. 

This  group  w hich  I have  the  honor  of  speaking 
to,  as  well  as  pleasure,  are  apostles  of  the  better  way 
of  treating  the  sick  and  injured.  \ ou  are  broadcast- 
ing the  wonderful  results  of  the  work  done  in  the 
laboratories  and  hospitals.  Every  contact  you  have 
with  those  you  minister  to  brings  something  of  these 
inspired  discoverers  and  patient  workers  into  practi- 
cal use.  You  are,  as  it  were,  instruments  in  an 
orchestra  controlled  and  led  by  the  Manager  of  the 
Universe,  Himself!  bringing  health  and  happiness, 
or  at  least,  comfort  to  many.  You  add  the  personal 
touch,  as  well,  which  is  so  much  needed  in  this  age 
of  organization  and  standardization.  No  one  likes 
to  be  known  only  by  a number.  To  view  a picture 
one  must  stand  at  a little  distance  to  get  its  beauty 
and  real  significance,  so  you  must  take  my  estimate 
of  your  work  rather  than  your  own.  It  is  a wonder- 
ful thing  you  are  doing.  The  discoveries  of  Pasteur, 
Lister,  Ehrlich,  Koch  and  the  host  of  their  disciples 
would  not  have  helped  any  one  if  they  had  locked 
them  up.  You  are  bringing  to  many  the  good  tidings 
revealed  to  those  prophets.  You  ought  to  be  very 
happy  knowing  that  to  many  the  world  will  seem  so 
much  better  a world,  and  so  much  kinder  a place 
to  live  in  for  your  having  been  their  way.  Faith  in 
Heaven  is  much  easier  to  those  who  have  felt 
sympathy  and  had  help  from  another  human  being. 
And  remember  that  it  is  not  only  by  what  you  do, 
but,  also,  by  what  you  are  and  by  what  you  stand 
for  that  your  work  becomes  almost,  if  not  quite, 
glorified.  You  remember  Will  Carleton’s  younger 
pioneer  wife  who  by  her  mere  presence  while  he 
was  clearing  the  forest  for  their  new  home  “really 
lifted  a ton.”  It  is  in  your  power,  more  as  indi- 
viduals I believe,  than  in  very  large  groups,  more 


in  your  God-given  womanly  ways  than  by  votes 
and  laws  (men’s  ways),  to  maintain  our  spiritual 
welfare  equally  with  our  physical  advance.  You 
must  raise  us  up  to  your  level,  not  come  down  to 
ours.  In  short,  just  as  it  was  by  a woman  the  Great 
Teacher  came  to  earth,  as  another  Mary,  “chose  the 
better  part,”  so  I believe  it  is  up  to  woman  to  attend 
to  this  better  part,  to  extend  the  Kingdom  of  God, 
w hich  to  my  mind  includes  both  Science  and  Re- 
ligion, and  all  things  most  worth  while. 

This  very  interruptedly  prepared  thing,  which 
began  a chat  and  turned  out  a sermon,  may  be 
closed  with  w hat  I think  is  a good  creed:  — 

“Then  let  me  live  my  life  from  year  to  year; 

With  forward  face  and  unreluctant  soul; 

Not  hurrying  to,  nor  turning  from,  the  goal; 

Not  mourning  for  the  tilings  that  disappear  in  the  dim  past 
Nor  holding  back  in  fear  from  what  the  future  veils; 

But  with  a whole  and  happy  heart 
That  pays  its  toll  to  youth  and  age 
And  travels  on  with  cheer. 

“Then  let  the  way  wind  up  the  hill  or  down 
O’er  rough  or  smooth  the  journey  will  he  joy 
Still  seeking  what  I sought  when  hut  a hoy; 

New  friendships,  high  adventure  and  a crown. 

My  soul  will  keep  the  courage  of  the  quest, 

And  hope  the  road’s  last  turn  will  he  the  best.” 


THE  DOCTOR’S  OFFICE 

Joseph  W.  Belkin,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  general  surgery  at  73 
Cedar  Street,  New  Britain. 

Nicholas  P.  Gill,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  medicine  at  1424  Strat- 
ford Avenue,  Bridgeport. 

Simon  B.  Kleiner,  m.d.  of  New7  Haven  has  resumed 
practice  after  a visit  to  Italy,  Switzerland  and  Eng- 
land. While  in  England  Dr.  Kleiner  visited  St. 
Marks  Hospital  for  Rectal  Diseases  in  London. 

Harry  C.  Knight,  m.d.  and  Floyd  D.  Roos,  m.d. 
announce  their  association  in  the  practice  of  urology 
at  33  Pleasant  Street,  Middletown. 

Francis  H.  Tonkonow,  m.d.  announces  the  open- 
ing of  an  office  for  the  practice  of  orthopedic  sur- 
gery at  165  West  Main  Street,  Meriden. 
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INSURANCE  AND  THE  PHYSICIAN 

FINANCING  OF  LONG-TERM  ILLNESS 

Odin  W.  Anderson,  ph.d.,  New  York , N.  Y . 


A in  u a review  of  the  pertinent  literature  and  a 
rereading  of  the  proceedings  of  the  National 
Conference  on  Care  of  the  Long-Term  Patient  held 
in  Chicago  in  March,  1934,  I came  out  with  the 
following  assumptions  and  observations  which 
would  seem  to  be  self  evident  and  with  which  there 
would  be  little  disagreement  on  the  part  of  groups 
concerned. 

As  a social  ideal  no  family  should  be  forced  to 
reduce  drastically  its  usual  standard  of  living  be- 
cause of  the  costs  of  medical  care  it  may  seek.  Thus, 
for  the  self-sustaining  families  various  types  of  in- 
surance programs  should  be  available  of  sufficient 
adequacy  in  which  families  can  participate  and  pool 
their  unpredictable  costs  of  medical  care. 

Before  present  tax-supported  medical  programs 
designed  for  the  indigent  and  medically  indigent  can 
be  brought  to  bear,  a family  must  be  reduced  to  a 
subsistence  level  before  it  is  eligible  for  care.  Thus, 
the  normally  self-sustaining  family  above  the  sub- 
sistence level  must  have  access  to  adequate  health 
insurance  coverage  to  help  it  remain  self  sustaining. 

The  past  30  years  have  witnessed  a great  increase 
in  long-term  illness  resulting  largely  from  an  increase 
in  the  segment  of  the  population  over  50  years  of 
age.  Existing  facilities,  professional  health  personnel 
and  methods  of  organization  are  not  geared  to  the 
more  complex  problems  of  long-term  illness.  As  a 
corollary,  existing  methods  of  financing  are  not 
geared  to  the  care  of  long-term  illness  except  in 
specific  instances  such  as  tuberculosis  and  mental 
disease. 

A very  crucial  assumption— and  also  self-evident— 
is  that  adequate  services  for  the  care  of  long-term 
illness  cannot  be  wholly  financed  from  savings  such 
as  liquid  assets,  personal  property,  and  other  personal 
effects  and  assets  which  are  regarded  as  the  normal 
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SUMMARY 

Though  factual  data  on  chronic  illnesses  are  abund- 
ant they  do  not,  for  the  most  part,  delineate  the  com- 
plex problems  conclusively.  Here  the  attempt  is  made 
to  pose  the  facts  more  sharply  and  provocatively  than 
they  usually  are  arrayed. 


birthright  of  a hardworking  and  provident  Ameri- 
can. 

For  long-term  illness  a broad  range  of  services 
need  to  be  financed  going  considerably  beyond  hos- 
pital care  and  inhospital  physician’s  services,  the 
prevailing  benefits  in  voluntary  health  insurance 
today.  Long-term  illness  always  means  an  expensive 
illness.  The  expense  will  be  borne  by  the  patient, 
his  family,  the  insured  group,  or  the  total  population 
through  taxes. 

Long-term  illness  (like  all  other  severe  disabling- 
illness)  involves  both  loss  of  income— if  the  wage 
earner  is  ill— and  expenditures  for  medical  care  with 
frequent  additional  expenditures  for  personal  needs 
or  services.  In  the  case  of  long-term  illness  the  loss 
of  income  is  proportionately  a larger  consideration 
than  in  the  case  of  short-term  illness. 

Long-term  illnesses  are,  by  definition,  less  fre- 
quently experienced  than  short-term  illnesses.  These 
circumstances  make  it  more  difficult  to  interest  indi- 
viduals in  the  need  for  insurance  covering  long  and 
expensive  illnesses. 

Present  voluntary  health  insurance  is  experiment- 
ing with  major  medical  contracts  for  high-cost  ill- 
nesses among  them,  long-term  illness  and  expansion 
of  such  contracts  for  the  employed  segment  of  the 
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population  can  be  expected  to  increase.  Present  vol- 
untary health  insurance  is  not  designed  to  under- 
write (as  differentiated  from  administer)  adequate 
health  insurance  coverage  for  segments  of  the  popu- 
lation w ho  are  not  usually  eligible  for  coverage 
today  and  w ho  are  also  high-risk  groups,  such  as 
the  aged  and  indigent.  New  mechanisms  are  needed 
and  being  explored,  such  as  conversions  for  those 
retiring,  etc.  It  may  also  be  a matter  for  debate  as 
to  w hether  or  not  voluntary  health  insurance  can 
reasonably  be  expected  to  underwrite  these  groups. 

Financing  of  adequate  health  services,  however 
defined,  for  long-term  illness  will  require  new 
money.  A redistribution  of  existing  expenditures 
for  personal  health  services  will  not  be  sufficient.  It 
then  follows  that  higher  premiums  will  be  necessary 
from  the  people  currently  insured  and  in  the  future 
larger  contributions  need  to  be  made  by  employers 
and  subsidies  from  various  levels  of  government. 

It  would  seem  that  as  a short-term  goal,  i.e.,  the 
next  io  years,  major  emphasis  should  be  placed  on 
increasing  the  flow  of  finances.  The  necessary  re- 
organization of  services  may  follow,  but  it  will  take 
longer.  Naturally,  the  amount  and  methods  of  finan- 
cing are  very  directly  related  to  methods  of  organ- 
izing and  providing  services. 

SOME  MEDICAL  ECONOMIC  DATA 

From  a national  survey  of  the  distribution  of  costs 
of  medical  care  among  families  and  the  extent  of  vol- 
untary health  insurance  they  carry,  which  was 
conducted  jointly  by  the  Health  Information 
Foundation  and  the  National  Opinion  Research 
Center,  University  of  Chicago,  some  economic  data 
gathered  are  pertinent  to  the  problem  at  hand.  No 
direct  attention  was  paid  to  long-term  illness,  as 
such,  but  data  were  assembled  on  the  distribution 
of  costs  among  families. 

It  was  found  that,  on  an  average,  approximately 
four  to  five  per  cent  of  incomes  of  families  w ere  laid 
out  for  personal  health  services  in  a year.  This 
average  represents  a range  of  no  costs  to  costs  ex- 
ceeding 50  per  cent  of  family  income.  Also,  the 
lower  the  income,  the  greater  was  the  percentage  of 
income  laid  out  for  personal  health  services. 

On  an  average  all  personal  health  services  cost 
$207  per  family.  If  a greater  flow  of  finances  could 
be  directed  into  health  sendees  through  health  in- 
surance and  other  means  an  increase  of  $10  per 
family  would  mean  new  money  totaling  $500  mil- 
lion. Tv'enty  dollars  a family  would  mean  an 


increase  of  one  billion  dollars.  Above  low  incomes 
there  is  great  competition  among  the  great  ran <40 
of  goods  and  services  for  the  family  budget. 

Obviously,  we  have  no  way  of  know  ing  or  esti- 
mating how  much  it  would  cost  to  care  for  chronic 
illness  in  this  country  if  we  had  the  funds  and  the 
facilities  to  establish  a full-scale  program.  We  do 
have  a fair  idea  of  the  distribution  of  costs  among 
families  and  the  proportions  of  these  families  w ho 
experience  costs  above  certain  magnitudes. 

As  was  said  earlier,  families  in  this  country  aver- 
aged $207  each  for  all  private  personal  health 
services. 


PER  CENT 

HAD  COSTS  IN  EXCESS  OF 

1 6 

$ 4OO 

1 1 

C 

c 

4 

$ 750 

2 

$ 1 ,000 

Representing  16  per  cent  of  the  total 

assets  for  all  families 

Undoubtedly  some  of  these  costs  must  represent 
costs  of  services  for  chronic  illness,  but  it  is  not 
possible  to  isolate  them. 


If  we  determine  what  proportion  of  families  had 
costs  exceeding  $1,000  by  income  we  find  the  fol- 
lowing break-down: 

PER  CENT 

Under  $2,000  1 


$2,000-13,500  1 

$3,5oo-$5,ooo  2 

$5,000*17,500  2 

$7-5°°+  5 


In  recent  months  I have  been  queried  about  costs 
of  treatment  for  various  diseases— cancer,  polio,  and 
others.  It  is  apparent  that  the  chronic  disease  prob- 
lem is  becoming  so  pressing  that  we  are  beginning 
to  think  of  particular  diseases  as  well  as  age  groups 
and  other  special  groups  in  the  population.  Concern 
with  specific  diseases  is  not  new%  of  course,  but 
other  diseases  are  getting  special  attention. 

POSSIBLE  APPROACHES 

It  would  seem  obvious  that  prevailing  voluntary 
health  insurance  needs  to  expand  its  benefits  to  cover 
long-term  and  costly  illnesses.  Major  medical  con- 
tracts have  emerged  as  at  least  a partial  answer  to 
this  problem.  Likewise,  medical  prepayment  plans 
w hich  offer  the  full  range  of  physicians’  services 
either  on  a fee-for-service  basis  or  salaried  basis  are 
attempting  to  meet  the  problem  of  chronic  illness. 
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Even  the  most  comprehensive  hospital  and  medi- 
cal care  plans  do  not  provide  home  nursing  service, 
convalescent  home  care,  appliances,  and  frequently 
drugs— with  the  possible  exception  of  some  major 
medical  contracts. 

There  is  no  w ay  at  the  present  time  of  making- 
accurate  estimates  of  costs  for  the  full  range  of 
services  necessary  for  care  of  chronic  illness.  Lack 
of  experience  inhibits  action  since  financial  con- 
siderations are  a potent  factor  in  trying  new  ven- 
tures; someone  has  to  risk  the  capital.  In  any  case. 
I wish  to  reemphasize  “two  facts  of  life " mentioned 
earlier  which  involve  social  policy.  If  these  two 
points  are  accepted  as  true  and  axiomatic,  then  we 
can  go  on  from  there  with  the  complex  problems  of 
financing  and  organizing  services.  1 hev  are: 

Adequate  services  for  the  care  of  long-term  illness 
cannot  be  financed  wholly  from  personal  savings. 
It  is  thus  necessary  to  use  some  pooling  mechanism, 
such  as  insurance  for  those  who  can  pay  their  own 
premiums  and  taxation  for  those  who  are  unable  to 
do  so  in  whole  or  in  part.  The  proper  proportions 
between  the  two  methods  must  be  decided  by  social 
policy. 

Financing  of  adequate  health  services,  however 
defined,  for  long-term  illness  will  require  new 
money.  A redistribution  of  existing  expenditures  for 
personal  health  services  will  not  be  sufficient. 


Health  Insurance  Coverage  in  LI.  S.  at 
All-Time  High 

Benefit  payments  designed  to  help  people  pay 
hospital  and  doctor  bills  are  running  20  per  cent 
higher  this  year  than  last,  the  Health  Insurance 
Council  announced  recently  in  issuing  the  findings 
of  its  tenth  annual  survey  of  the  extent  of  voluntary 
health  insurance  coverage  in  the  United  States.  As 
of  July  3 1,  1956,  the  Council  estimated  that  some  1 10 
million  persons  were  covered  by  hospital  insurance; 
94  million  had  surgical  protection;  58  million  had 
regular  medical  expense  coverage,  and  seven  million 
were  insured  against  major  hospital  and  medical 
expenses. 

The  Committee  on  Prepayment  Medical  and  Hos- 
pital Service  of  the  AMA’s  Council  on  Medical 
Service  contributes  information  on  various  programs 
sponsored  or  approved  by  medical  societies.  The 
entire  survey  brings  together  Blue  Shield  figures 


Si  1 

reported  by  medical  society  plans  as  w ell  as  figures 
of  independent  plans,  Blue  Cross  and  plans  under- 
written by  insurance  companies. 

Some  highlights  of  the  survey  as  of  the  end  of 
1 95  5 : 

(1)  Number  of  persons  insured  against  hospital 
expenses  increased  by  6.1  per  cent;  surgical  insur- 
ance up  7 per  cent;  regular  medical  expense  insur- 
ance gained  17.5  per  cent;  major  hospital  and  medi- 
cal expense  insurance  increased  134.5  Per  tent. 

(2)  Benefits  for  hospital  expense  still  occupied 
top  spot  in  American  health  insurance  program- 
59,  645,000  persons  held  policies  from  insurance  com- 
panies; 50,726,000  enrolled  by  Blue  Cross-Blue 
Shield;  4,530,000  covered  by  miscellaneous  plans. 

(3)  Growing  public  awareness  of  the  cost  of 
catastrophic  illness  prompted  the  sharp  rise  in  the 
number  of  persons  covered  by  major  hospital  and 
medical  expense  insurance.  Of  the  5,241,000  persons 
covered  at  the  end  of  1955,  4,759,000  had  protec- 
tion through  their  place  of  employment  while 

482.000  were  insured  through  individual  and  family 
plans. 

(4)  Protection  to  help  meet  the  expense  of  sur- 
gical care  was  provided  by  private  insurance  com- 
panies to  56,645,000  persons;  by  Blue-Shield-Blue 
Cross  plans  to  39,165,000,  and  by  other  types  of 
plans  to  4,340,000. 

The  Health  Insurance  Council  is  a federation  of 
leading  insurance  associations.  Its  report  probably 
will  be  available  in  pamphet  form  later  this  fall. 

AAGP  Dedicated  New  Building 
September  1 

One  of  the  country’s  finest  and  most  modern 
medical  buildings,  the  headquarters  of  the  American 
Academy  of  General  Practice,  was  dedicated  at 
Kansas  City  on  Saturday,  September  1.  AMA  Presi- 
dent Dwight  H.  Murray  was  the  principal  speaker 
at  the  dedication.  Surgeon  General  Leonard  Scheelc 
spoke  at  the  banquet  in  the  evening. 

The  Kansas  City  Star  said  recently  that  the  new 
structure,  which  contains  3,000  square  feet  of  floor 
space  and  was  erected  at  a cost  of  $600,000,  stands 
as  “a  monument  to  the  American  family  doctor.” 

The  nine  year  old  AAGP  has  a membership  of 

22.000  physicians,  each  of  whom  must  participate 
in  50  hours  of  postgraduate  training  a year  to  main- 
tain membership. 


October,  1956 


OR  1 1'.  VI  A I ION  PROCiU  \M 


Special  Article 


ORIENTATION  PROGRAM  IN  HARTFORD  COUNTY 

Francis  D.  T.  Bowen,  m.d.,  Hartford 


Historically  the  function  of  a medical  association 
credentials  committee  is  to  review  the  applica- 
tion papers  of  prospective  members,  check  their 
records,  and  in  general,  ascertain  their  fitness  for 
membership.  However,  as  strong  legislative  and 
executive  bodies  developed  in  this  State,  there 
evolved  with  them  refinements  in  the  protection  of 
the  rights  and  general  welfare  of  the  public.  Legis- 
lation to  regulate  and  define  economic,  moral  and 
civil  rights,  of  course,  included  the  regulation  of 
the  practice  of  medicine  and  the  other  healing  arts. 
This  had  a considerable  effect  on  nullifying  the 
force  of  the  credentials  committee,  compliance  with 
the  State  law  became  the  only  requirement  for 
membership. 

During  the  last  several  years  of  participation  in 
the  Credentials  Committee  of  the  Hartford  County 
Medical  Association,  it  became  apparent  to  me  and 
members  of  the  committee  that  their  function  had 
become  very  insignificant,  if  not  of  completely 
negative  value.  \et  all  of  us  were  well  aware  of  the 
fact  that  we  were  a most  vital  part  of  the  Associa- 
tion structure,  but  without  function.  Custom  and 
tradition  dictated  our  role:  we  were  to  act  as  the 
guard  for  the  Association,  the  potential  inspiration 
to  new  members,  the  key-noting  group,  and  the  first 
committee  in  coordinating  Association  activity.  The 
committee  did  none  of  these  things.  After  an  ex- 
haustive review  of  the  Association  by-laws  and  the 
functions  of  other  committees,  the  Credentials  Com- 
mittee made  a request  of  the  Board  of  Directors  for 
by-law  changes  which  would  allow  it  to  act  with 
some  authority.  In  April,  1955  the  Association 
created  an  associate  membership  for  the  physician 
who  was  new  to  the  practice  of  medicine  in  the 
county.  As  an  associate  member,  he  had  all  Associa- 
tion privileges  except  those  of  voting  and  holding 
office.  Furthermore,  he  paid  no  dues  during  this  one 
year  term  of  membership.  Two  other  categories 
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were  also  enacted:  active  and  honorary  membership, 
w ith  suitable  rules  for  each  category. 

T he  enlarged  powers  of  the  Credentials  Com-I 
mittee  were  reflected  in  the  change  of  name;  in  the! 
future  the  Committee  on  Credentials  would  be J 
known  as  the  Credentials  and  Orientation  Com- 
mittee. Furthermore,  this  committee  was  given  the 
responsibility  of  preparing  a program  of  orientation 
that  would,  to  some  degree,  acquaint  the  new 
practitioner  with  the  organization  and  practice  of 
medicine  as  it  exists  in  this  county. 

The  committee  made  as  a requisite  for  advance- 1 
ment  to  active  membership  the  completion  of  the  I 
orientation  conferences. 

A program  of  six  conferences  for  the  associate! 
member  was  prepared  as  follows:  applicants  to  the  I 
Association  were  collected  into  groups  during  the  I 
six  month  period  between  the  annual  and  semi- 1 
annual  meetings.  Applicants  for  the  first  six  month  J 
period  were  called  “Group  “A,”  the  second  six! 
month  period.  Group  “B,”  the  third  six  month  J 
period,  Group  “C,”  etc.  These  groups  were  to] 
attend  the  conferences  as  shown  in  the  subsequent  j 
outline. 

After  the  committee  selected  each  group  of  ap-| 
plicants,  it  reviewed  their  qualifications.  Those  who 
met  the  professional  requirements  of  the  by-laws 
were  advised  that  they  were  accepted  as  associate 
members,  and  were  expected  to  attend  the  orienta- 
tion conferences. 

The  following  is  an  outline  of  the  conference! 
program  and  a list  of  the  subject  matter  covered  by  I 
the  conferences: 

During  the  first  year  one  conference  was  held 
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DATES  OF  SCHEDULED  MEETINGS 
C<  n 'erence  # i 
Semi-annual  meeting 
Conference  #2 
Conference  #3 
Conference  #4 
Annual  meeting 
Conference  #5 
C<  nference  #6 

C(  nference  # 1 
C<  nference  # 1 
C nference  #3 
Semi-annual  meeting 

C(.nrcrcnce  #1 


Conference  #2 
Conference  #? 


Ci nference  #4 


C nference  #5 


C<  nference  #(> 


Hi 


•> 


GROUP  “a” 

October  12,  1955 
October  26,  1955 
N ovember  9,  1935 
November  23,  1955 
March  21,  1936 
April  3,  1956 
April  18,  1936 
Mav  2,  1936 


group  “it” 


March  21,  1936 
April  3,  1936 
April  18,  1936 
May  2,  1936 

September  11,  1936 
September  23,  1936 
October  9,  1936 
October  23,  1936 


group 


September  11,  1936 
September  23,  1936 
October  9,  1936 
October  23,  1936 


Relation*  hips  of  the  AM  A 

Relationships  of  the  Connecticut  State  Medical  Society 

Relationships  of  the  Hartford  County  Medical  Association 

Role  of  the  AMEF 

Role  of  the  city  societies 

Role  of  the  Woman’s  Auxiliary 

Medical  ethics  and  fees 

Re'ationships  of  religion  to  medicine 

a.  Catholic  Priest 

b.  Jewish  Rabbi 

c.  Protestant  Minister 

Medicine  and  the  Raw 

1.  Testimony 

2.  Taxes 

3.  Malpractice 

Insurance 

1.  Health 

a)  CMS  b)  Blue  Cross  c)  Independent  insurance 

2.  Personal  insurance 

Health 

1.  Social  Services 

a)  Travelers  Aid 

b)  Diocesan  Bureau 

c)  Family  Service  Society 

d)  Rehabilitation  Services 

2.  Services  in  industry 

3.  City  health  services 


before  the  annual  and  semi-annual  meetings  and  two 
after  these  meetings.  For  administrative  reasons  this 
has  been  found  to  he  quite  awkward,  and  in  the 
future  the  conferences  w ill  he  held  in  the  six  week 
period  just  prior  to  the  annual  and  semi-annual 
meetings. 

The  members  of  our  society,  representatives  of 
the  local  clergy,  the  legal  profession,  and  the  insur- 
ance companies,  who  have  made  their  time  available 
to  us  for  these  conferences,  have  provided  generally 
excellent  and  informative  lectures.  For  the  most  part 
the  response  and  appreciation  of  the  associate  mem- 
bers (there  are  thirty-one  who  have  completed  the 


first  series  or  who  are  now  completing  the  series) 
have  also  been  good.  Attendance  has  many  times 
approached  the  100  per  cent  mark.  In  those  confer- 
ences where  multiple  subject  matter  has  been  cov- 
ered, an  expert  in  each  field  would  handle  specific- 
aspects  of  the  topic.  Usually  these  conferences  were 
held  in  a panel  type  discussion.  All  conferences  have 
been  follow  ed  by  a question  and  answer  period. 

Subject  matter  for  future  conferences  may  not 
necessarily  be  the  same  from  year  to  year  so  that  as 
the  tempo  of  medical  practice  changes,  the  confer- 
ences can  be  altered  to  meet  the  needs  of  our 
members. 
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LETTERS  TO  THE  EDITOR 

Department  of  Health,  Education  and 
Welfare 

Food  and  Drug  Administration 
Washington  25,  D.  C. 

To  the  Editor: 

When  reserpine  was  first  introduced  the  available 
evidence  suggested  that  it  was  a drug  of  very  low 
toxicity,  with  no  contraindications,  and  with  a wide 
range  of  safe  dosage.  As  the  drug  has  been  used  more 
extensively  it  has  become  increasingly  apparent  that 
reserpine  is  not  the  innocuous  substance  it  was  first 
thought  to  be,  that  there  are  contraindications,  and 
that  the  safe  level  for  long  term  outpatient  main- 
tenance is  lower  than  the  originally  recommended 
dosage  schedule. 

A number  of  firms  marketing  this  drug  have  vol- 
untarily reduced  the  dosage  they  are  recommending 
and  have  added  additional  warning  statements  in 
their  literature  to  physicians.  Firms  whose  new-drug 
applications  have  recently  become  effective  have 
incorporated  many  of  these  changed  concepts  into 
their  labeling.  However,  the  labeling  of  many  prep- 
arations that  have  been  marketed  for  a longer  time 
fails  to  reflect  these  new  data. 

Papers  and  exhibits  presented  at  the  meeting  of 
the  American  Medical  Association  held  in  Chicago 
June  1 1 - 1 5,  1956,  emphasized  the  importance  of 
apprising  physicians  of  the  latest  information  on  the 
potential  hazards  of  reserpine.  There  is  an  urgent 
need  to  bring  all  reserpine  labeling  into  conformance 
with  the  best  current  available  knowledge  and  to 
insure  that  this  information  reaches  the  practicing 
physicians. 

In  the  treatment  of  hypertension,  or  of  anxiety 
states  on  an  outpatient  basis,  it  is  the  present  con- 
sensus that  the  usual  recommended  maintenance  dose 
should  be  0.25  mg.  daily.  While  doses  up  tj  1.0  mg. 
daily  may  safelv  be  recommended  for  the  initiation 
of  therapy,  they  usually  should  not  be  continued 
for  longer  than  a week.  No  substantial  benefit  is 
obtained  by  larger  doses  sufficient  to  compensate  for 
the  added  hazard.  An  occasional  patient  may  require 
up  to  0.5  mg.  daily  as  a maintenance  dose,  but  if 
adequate  response  is  not  obtained  from  this  dosage, 
it  is  well  to  consider  adding  another  hypotensive 


agent  to  the  regime  rather  than  increasing  the  dose 
of  reserpine. 

Continued  use  of  reserpine  in  doses  of  0.32  mg. 
daily  has  been  shown  to  increase  gastric  secretion 
and  gastric  acidity  in  a significant  number  of  cases 
whereas  daily  doses  of  0.25  mg.  have  not  been 
shown  to  do  so.  Doses  of  0.5  mg.  daily  for  as  short 
a time  as  two  weeks  produced  this  effect  in  most 
of  the  individuals  tested  and  have  resulted  in  massive 
gastrointestinal  hemorrhage  or  perforation  of  an 
ulcer.  More  important,  reserpine  in  daily  doses  of 
0.5  or  1.0  mg.  produces  severe  depression  in  a signifi- 
cant number  of  individuals,  and  has  precipitated  a 
very  considerable  number  of  suicidal  attempts,  some 
of  them  successful.  Many  of  these  depressions  have 
been  severe  enough  to  necessitate  long-term  hospi- 
talization in  psychiatric  institutions.  For  these 
reasons  it  is  believed  that  reserpine  in  daily  doses 
above  0.25  mg.  is  contraindicated  and  in  lower  doses 
should  be  used  with  caution  in  patients  with  a his- 
tory’ of  mental  depression,  peptic  ulcer  or  ulcerative 
colitis.  Furthermore,  physicians  should  be  specific- 
ally cautioned  with  respect  to  the  danger  of  depres- 
sion, and  should  be  urged  to  follow  their  patients 
carefully  with  this  in  mind,  and  to  alert  responsible 
members  of  the  family  to  the  hazards.  The  same 
general  principles  should  apply  to  the  labeling  of 
Rauwolfia  serpentina. 

The  optimal  dose  of  reserpine  in  the  treatment  of 
institutionalized  psychotic  patients  is  not  equally 
well  established.  There  is  no  general  agreement  as 
to  the  safety  of  dosages  higher  than  5 mg.  daily,  and 
it  is  believed  that  the  usual  maintenance  dose  should 
be  stated  as  2.0  mg.  daily.  Labeling  of  the  higher 
strength  tablets  of  reserpine  intended  for  neuro- 
psychiatric  use  should  contain  prominent  warnings 
that  reserpine  should  be  discontinued  for  approxi- 
mately one  week  before  instituting  shock  therapy, 
since  it  may  result  in  increased  severity  of  convul-j 
sions,  respiratory  difficulty,  and  other  complications; : 
that  a syndrome  suggestive  of  Parkinsonism  devel-l! 
ops  frequently  in  patients  on  large  doses  of  reserpine 
but  is  usually  reversible  upon  lowering  the  dosage 
or  discontinuing  the  drug;  and  that  the  possible  dan- 
gers of  hypotension  and  fluid  retention  should  be 
borne  in  mind  when  large  doses  are  used  in  debili- 
tated patients  or  those  with  cardiac  disease. 

Reserpine  tablets  of  o.  1,  0.25  or  0.5  mg.  are  suit-  1 
able  for  the  treatment  of  hypertension  and  mild 
anxiety  states.  Reserpine  tablets  of  0.75  mg.  potency7 
or  higher  are  suitable  only’  for  use  in  the  neuropsy- 
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chiatric  treatment  of  hospitalized  patients  under 
carefully  controlled  conditions,  and  the  labels  should 
state  “For  neuropsychiatric  use  only.”  In  view  of 
the  wide  variety  of  dosage  forms  available  it  is  im- 
portant that  the  label  declaration  of  the  strength  of 
the  tablet  should  be  very  prominent,  and  preferably 
should  be  of  a different  color  from  the  rest  of  the 
label  in  order  to  obviate  any  chance  of  1.0  mg.  tab- 
lets, for  instance,  being  dispensed  in  error  as  o.  1 mg. 
tablets. 

Sincerely  yours, 

Ralph  G.  Smith,  m.d. 
Chief,  New  Drug  Branch 
Bureau  of  Medicine 


The  American  Physician  and  The  World 
Medical  Association 

The  World  Medical  Association  has  become  a 
strong  factor  in  protecting  and  promoting  the  pro- 
fessional interests  of  the  medical  profession  and  the 
cause  of  world  peace. 

Now  in  its  ninth  year,  W.M.A.  is  a federation  of 
the  most  representative  national  medical  association 
in  each  of  52  nations.  These  member  organizations 
represent  more  than  700,000  physicians.  The  Ameri- 
can Medical  Association  is  a leading  member  of  The 
World  Medical  Association. 

Doctors  of  medicine  the  world  over  cherish  the 
same  basic  ideals  of  conduct  and  the  same  devotion 
to  the  welfare  of  mankind.  The  World  Medical 
Association  is  cultivating  the  common  purposes  of 
the  profession.  This  growing  community  of  interest 
is  a source  of  strength  to  the  physicians  in  every 
land. 

Already,  by  solid  accomplishments,  The  World 
Medical  Association  has  earned  the  right  to  call  it- 
self “the  international  voice  of  organized  medicine.” 
I hanks  largely  to  the  United  States  Committee  and 
similar  supporting  committees  of  physicians  in  other 
leading  nations,  W.M.A.  has  a well  tried  constitu- 
tional structure,  a small  but  efficient  secretariat,  and 
a trilingual  journal  whose  worldwide  influence  and 
value  to  the  profession  is  rapidly  growing.  The 
permanent  office  of  the  secretariat— which  serves 
both  the  Association  and  the  United  States  Com- 
mittee—is  located  in  the  United  States. 

The  membership  of  the  United  States  Committee 
has  been  growing  slowly  but  steadily.  In  1955  the 
Committee  reached  its  first  important  milestone  of 
growth:  a membership  of  5,000  American  physi- 
cians. 


Even  with  this  modest  membership  representing 
scarcely  three  per  cent  of  American  medicine,  im- 
portant achievements  have  been  registered,  many  of 
which  would  have  been  impossible  if  the  American 
pharmaceutical  and  related  industries  had  not  con- 
sistently matched  the  financial  support  given  the 
United  States  Committee  by  its  physician  members. 

Last  year  176  members  of  the  United  States  Com- 
mittee attended  the  Ninth  General  Assembly  of  The 
\\  orld  Medical  Association  in  Vienna.  This  privi- 
lege is  available  to  members  of  national  supporting 
committees.  There  is  unique  inspiration,  personal 
enjoyment  and  intellectual  stimulus  in  meeting  out- 
col  leagues  from  many  lands,  and  in  helping  to 
formulate  programs  that  may  have  incalculable  bene- 
fits for  the  profession,  and  for  the  welfare  of  the 
world. 

I he  W orld  Medical  Association  assists  traveling 
physicians  by  providing  them  with  introductions  to 
colleagues  in  other  countries,  by  making  speaking 
engagements  for  them  abroad,  by  acquainting  them 
with  visiting  doctors  from  other  countries,  and,  of 
course,  by  sending  the  World  Medical  Journal  to 
members  of  all  national  supporting  committees. 

In  1953  1 he  World  Medical  Association  sponsor- 
ed the  First  World  Conference  on  Medical  Educa- 
tion, held  in  London.  Representatives  from  many 
nations  have  reported  concrete  benefits  from  this 
epochal  meeting  in  terms  of  better  standards  and 
practices  in  medical  education  in  their  countries.  A 
Second  World  Conference  on  Medical  Education  is 
now  being  planned  for  1959,  to  be  held  in  the  United 
States. 

I wo  other  World  Medical  Association  accom- 
plishments that  have  brought  great  credit  to  our 
profession  and  strengthened  its  solidarity  through- 
out the  world  were  the  promulgation  in  1948  of  the 
Declaration  of  Geneva,  comprising  a modern  re- 
statement of  the  Hippocratic  Oath,  and  the  adoption 
in  1949  of  an  International  Code  of  Medical  Ethics. 

The  activities  of  W.M.A.  in  the  field  of  social 
security  are  of  particular  interest  to  American 
physicians.  They  have  revealed  boldly  and  unmis- 
takably the  physician’s  inherent  and  universal  need 
for  freedom  from  third-party  interference  with  the 
practice  of  medicine.  Such  activities  should  not  only 
fortify  but  inspire  the  efforts  of  American  medicine 
to  solve  our  socio-economic  problems  without  resort 
to  governmental  subsidy  or  control. 

On  the  international  stage,  The  World  Medical 
Association  has  endeavored  to  counter  efforts  of  the 
International  Social  Security  Association  and  the 
f Combined  on  page  832) 


ACHROMYCIN 

Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 

Posner  and  his  colleagues1  have  reported  on 
the  use  ot  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsteiile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle  s own  laboratories  and  offered  only 
undei  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

achromycin  sf 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient  s natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oial  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 


For  more  rapid  and  complete  absorp- 
tion. Offered  only  by  Lederle  I 


filled  sealed  capsules 


..  ...  ’ ^uscivuiions  on  the  Use  of  7>tm 

Hyd.rOC^loride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections.  Antibiotics  Animal  1954-55,  pp.  594.598 


lederle  laboratories  division 

AMERICAN  CYANAMID  COMPANY 
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NEWS  FROM  WASHINGTON 


Health  and  Welfare  Planks  in  the  Party 
Platforms 

AID  TO  MEDICAL  SCHOOLS 

The  Republicans  recommend  “federal  assistance 
to  help  build  facilities  to  train  more  physicians  and 
scientists”  as  a supplement  to  action  of  the  84th 
Congress  authorizing  federal  grants  to  schools  and 
other  groups  for  laboratory  research  facilities.  1 he 
Democrats  state:  “We  pledge  ourselves  to  initiate 
programs  of  federal  financial  aid,  without  federal 
controls,  for  medical  education.” 

AID  TO  HOSPITAL  CONSTRUCTION 

The  Republican  plank:  “Republican  leadership 
has  enlarged  federal  assistance  for  construction  of 
hospitals.”  The  Democratic  plank:  “We  pledge  con- 
tinuing and  increased  support  for  hospital  construc- 
tion programs.” 

MEDICAL  RESEARCH 

Republicans:  “We  have  asked  the  largest  increase 
in  research  funds  ever  sought  in  one  year  to  inten- 
sify attacks  on  cancer,  mental  illness,  heart  diseases 
and  other  dread  diseases.”  Democrats:  “We  shall 
continue  to  support  vigorously  all  efforts,  both  pub- 
lic and  private,  to  wage  relentless  war  on  diseases. 
. . . We  commend  the  Democratic  party  for  its 

leadership  in  obtaining  greater  Congressional  authori- 
zations in  this  field.” 

VOCATIONAL  REHABILITATION 

Republicans:  “We  have  fully  resolved  to  continue 
our  steady  gains  in  man's  unending  struggle  against 
disease  and  disability.”  Democrats:  “We  pledge 
support  to  a vastly  expanded  rehabilitation  program 
for  these  physically  handicapped,  including  in- 
creased aid  to  States.” 

MEDICAL  CARE 

Republicans:  “We  have  encouraged  a notable  ex- 
pansion and  improvement  of  voluntary  health 
insurance,  and  urge  that  reinsurance  and  pooling 
arrangements  be  authorized  to  speed  this  progress.” 
Democrats:  “We  pledge  . . . increased  federal 

aid  to  public  health  services,  particularly  in  rural 
areas.” 


SOCIAL  SECURITY 

Republicans:  “We  shall  continue  to  seek  extension 
and  perfection  of  a sound  social  security  system.” 
Democrats:  “By  lowering  the  retirement  age  for 
women  and  for  disabled  persons,  the  Democratic 
84th  Congress  pioneered  two  great  advances  in 
social  security.  . . . We  shall  continue  our  ef- 

forts to  broaden  and  strengthen  this  program  by 
increasing  benefits  to  keep  pace  with  improving 
standards  of  living,  by  raising  the  wage  base  upon 
w Inch  benefits  depend  and  by  increasing  benefits  for 
each  year  of  covered  employment.” 

House  Staff  Gathering  Data  on  Aid  to 
Medical  Schools 

Acting  at  the  direction  of  the  full  committee,  the 
staff  of  the  House  Interstate  and  Foreign  Commerce 
Committee  has  sent  letters  to  more  than  50  organi- 
zations asking  for  factual  data  bearing  on  federal 
aid  to  medical  education.  The  information  is  being 
gathered  as  a preliminary  to  hearings  in  the  next 
Congress.  The  committee  ordered  the  study  prior 
to  adjournment  of  the  last  Congress. 

“In  accordance  with  these  directions,  the  com- 
mittee staff  is  seeking  at  this  time  background  facts 
w ith  respect  to  the  financial  needs  of  medical  schools 
and  the  supply  of  and  demand  for  medical  school 
applicants  rather  than  arguments  intended  to  sup- 
port or  oppose  any  particular  form  of  federal  aid,” 
the  staff  letter  stated. 

Other  information  sought  by  the  staff:  (1)  trends 
in  supply  of  applicants,  including  expected  numbers 
of  college  graduates,  (2)  admission  policies,  (3)  cost 
to  medical  students,  (4)  numbers  of  medical  school 
graduates,  present  and  prospective,  (5)  licensure  of 
graduates  of  foreign  medical  schools,  (6)  net  incre- 
ment of  graduates  in  relation  to  population,  (7) 
examples  of  unmet  demands  for  professional  per- 
sonnel in  public  programs,  institutions,  professional 
specialties  and  rural  areas,  (8)  effects  of  medical 
school  financing  on  university  financing,  (9)  expan- 
sion plans  of  individual  institutions,  and  (10)  State, 
regional  and  nationwide  private  programs  for  help- 
ing schools  and  students. 
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New  Medical  Developments  in  Atomic 
Energy  Field 

New  progress  is  being  made  in  rhe  application  of 
atomic  energy  to  medicine.  1 he  Atomic  Energy 
Commission,  in  its  20th  semi-annual  report,  an- 
ounces  that  during  the  last  six  months  new  methods 
have  been  developed  for  using  atomic  energy  prod- 
ucts and  techniques  to  treat  cancers.  Research  also 
is  being  carried  on  at  various  schools,  hospitals  and 
institutions  on  the  effects  of  radiation  on  living 
creatures,  and  studies  of  ways  to  dispose  of  waste 
material  have  yielded  promising  new  knowledge. 

The  AEC  also  described  a project  for  construction 
at  the  Brookhaven  National  Laboratory  on  Long- 
Island  of  the  first  reactor  designed  excusively  for 
medical  research  and  treatment.  It  is  designed  to 
insure  wider  medical  application  of  neutrons,  flex- 
ibility of  treatment  and  availability  of  special  short- 
lived radio-isotopes.  Completion  is  due  in  1958,  AEC 
said.  The  report  is  available  from  the  Atomic  Energy 
Commission. 

Another  development  is  the  awarding  by  the 
National  Science  Foundation  of  a $500,000  grant  to 
MIT  at  Cambridge,  Massachusetts,  to  help  pay  for  a 
nuclear  reactor  facility  to  be  used  for  medical  re- 
search. The  foundation  said  this  will  include  devel- 
opment of  improved  methods  for  treating  brain 
tumors  and  other  cancers  by  neutron-beam  therapy. 

State  Department  Working  on  its 
Dependents  Medical  Care  Bill 

State  Department  officials  are  working  on  regu- 
lations to  carry  out  a new  program  of  medical  care 
for  Foreign  Service  dependents  living  abroad.  The 
program  which  is  estimated  to  involve  about  1 3.500 
dependents  at  this  time  was  authorized  by  Congress 
in  a bill  to  make  a career  in  the  Foreign  Service  more 
attractive.  It  is  expected  that  the  bulk  of  the  care 
w ill  be  provided  in  U.  S.  military  installations  by 
physicians  in  the  services. 

It  may  foreshadow  an  extension  of  such  care  to  all 
federal  civilian  employees  and  their  families  stationed 
overseas,  a total  currently  estimated  at  around 
65,000.  The  House  Civil  Service  Committee  has 
asked  the  Civil  Service  Commission  and  other  agen- 
cies with  substantial  numbers  of  overseas  employees 
to  review  policies  “to  insure  that,  to  the  extent 
possible,  the  services  are  made  available  to  all  . . . 
on  a substantially  equal  basis.” 


I he  Foreign  Service  program  (P.L.  828)  provides 
(1)  full  payment  by  the  government  of  medical 
expenses  of  employees  whether  in  or  outside  a hos- 
pital, (2)  the  same  care  for  dependents  but  with  the 
first  $35  for  each  illness  to  be  paid  by  the  employee, 
(3)  authorization  for  insurance  or  private  health 
plans  for  dependents,  with  premiums  paid  by  the 
government  and  (4)  payment  of  cost  of  transporta- 
tion for  moving  dependents  to  nearest  suitable  hos- 
pital or  clinic. 

Up  to  120  days  of  hospitalization  or  equivalent 
care  for  each  dependent  illness  or  injury  are  allowed, 
and  this  may  be  extended  by  the  Secretary  of  State 
where  it  is  found  by  medical  advice  that  the  illness 
was  caused  by  having  lived  abroad. 

Public  Health  Service  Grants 

Public  Health  Service  announced  the  availability 
of  250  traineeship  grants  for  graduate  or  specialized 
training  of  professional  public  health  personnel 
under  the  newly  enacted  Health  Amendments 
(Omnibus)  Act.  Emphasis  is  on  bringing  new  and 
younger  people  into  public  health,  men  and  women 
under  35  years  of  age.  Congress  voted  $1  million 
for  the  program  this  year.  Another  500  traineeships 
from  a $2  million  appropriation  are  offered  for 
graduate  nurses  in  administrative,  supervisory  and 
teaching  positions. 

NIH  Announces  Senior  Research 
Fellowships  for  Medical  Schools 

A senior  research  fellowship  program  designed 
to  attract  and  hold  investigators  in  the  preclinical 
sciences  has  been  announced  by  the  National  Insti- 
tutes of  Health  at  Bethesda,  Maryland.  The  pro- 
gram this  year  provides  for  a total  of  40  to  50 
awards  to  the  nation’s  medical  schools,  dental 
schools,  and  schools  of  public  health.  NIH  said  that 
in  five  years  it  will  be  awarding  as  many  as  250 
fellowships  annually. 

At  the  same  time,  PHS’s  National  Institute  of 
Neurological  Diseases  and  Blindness  announced 
funds  are  being  made  available  to  medical  schools  to 
strengthen  existing  clinical  programs  in  advanced 
training  in  the  neurological  diseases.  The  purpose  is 
to  stimulate  the  interest  of  more  young  physicians 
and  scientists  in  careers  as  teachers  and  investigators. 
Training  grants  also  are  available  to  basic  science 
departments  to  expand  postdoctoral  training  pro- 
grams in  the  neurological  sciences. 
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The  Commission  on  Veterans’  Pensions 
Reports 

The  President’s  Commission  on  Veterans'  Pensions 
headed  In  ( leneral  Omar  N.  Bradley  w as  established 
in  1955  to  make  a comprehensive  survey  and  ap- 
praisal of  the  “structure,  scope,  and  administration” 
of  veterans'  compensation  laws  and  those  providing 
“related  nonmedical  benefits.”  The  Commission  w as 
to  recommend  policies  “which,  in  its  judgment, 
should  guide  the  granting  of  such  benefits  in  the 
future.” 

The  Commission  w as  directed  to  give  particular 
attention  to  these  three  points: 

1.  Basic  changes  in  our  society  affecting  the  role 
of  these  benefits; 

2.  Conditions  under  which  benefits  should  be 
provided  to  different  categories  of  veterans; 

3.  Relationship  of  veterans'  benefits  to  each  other, 
to  military  benefits  and  to  social  security  and  other 
benefits  granted  without  regard  to  veterans  status. 

Basic  factors  of  the  findings  of  the  Commission 
are  as  follows: 

1.  Veterans  and  their  families  will  soon  constitute 
a majority  of  the  population. 

2.  Conditions  of  military  service  have  improved 
vastly  in  recent  years. 

3.  New  methods  of  warfare  and  security  require- 
ments have  changed  the  relative  status  of  soldier  and 
civilian. 

4.  The  basic  needs  of  all  citizens  for  economic 
security  are  being  increasingly  met  through  gen- 
eral Federal,  State,  local  and  private  programs. 

5.  Today  the  veteran  is  better  off  economically 
than  the  nonveteran  in  the  same  age  group. 

6.  Today  w e have  the  most  liberal  and  compre- 
hensive veterans'  benefit  programs  in  the  world. 

Seventy  recommendations  for  the  future  have 
been  set  up  as  guidelines.  Two  of  these  recomenda- 
tions  are  the  most  basic  and  are  here  stated  in  full. 

1.  Military  service  in  time  of  w ar  or  peace  should 
be  treated  as  discharging  an  obligation  of  citizenship 
and  not  of  itself  as  a basis  for  future  Government 
benefits. 

2 (a).  Special  veterans’  benefits  should  be  pro- 
vided only  for  the  significant  requirements  of  veter- 
ans that  arise  directly  out  of  their  military  service. 

(b)  The  ordinary  or  nonservice  connected  needs 
which  veterans  have  in  common  w ith  all  citizens 


should  be  met  wherever  possible  through  the  gen- 
eral welfare  programs  under  which  veterans  are 
covered  along  with  other  people.  Veterans’  non- 
service  connected  benefits  should  be  minimized  and 
gradually  eliminated. 

1 he  conclusion  of  the  Commission’s  report  reiter- 
ates its  concern  for  the  nation  as  a whole.  “ Today,” 
says  the  report,  “the  Government  serves  all  the 
people  in  many  of  the  ways  that  were  once  the 
exclusive  prerogative  of  the  exserviceman.  This 
change,  combined  w ith  the  tremendous  increase  in 
the  number  of  veterans,  creates  inter-relationships 
with  the  total  problems  of  government  and  society 
that  must  spell  the  end  of  a Veterans’  Administra- 
tion rigidly  compartmentalized  from  the  rest  of  the 
Government.” 

Rehabilitation  Grants 

Nineteen  research  and  demonstration  projects  for 
w hich  the  Office  of  Vocational  Rehabilitation  has 
allocated  grants  totalling  $540,923  have  been  an- 
nounced. They  include  “half-way”  house  to  effect 
vocational  rehabilitation  of  discharged  mental  hos- 
pital patients,  a project  to  rehabilitate  blind  farmers, 
and  research  into  the  use  of  physically  handicapped 
persons  in  automation.  In  announcing  the  grants, 
Miss  Mary  F..  Switzer,  director  of  OVR,  said  that 
they  hold  promise  of  making  substantial  contribu- 
tions to  the  solution  of  vocational  rehabilitation 
problems.  The  projects  have  been  approved  by  the 
12  member  National  Advisory  Council  on  voca- 
tional Rehabilitation. 


Kellogg  Supports  Intern  Screening  Plan 

$100,000  of  Kellogg  Foundation  money  will  be 
used  to  set  up  a program  for  screening  graduates  of 
foreign  medical  schools  seeking  internship  appoint- 
ments in  the  United  States.  The  central  organization 
now  being  organized  under  the  guidance  of  the  co- 
operating committee  on  graduates  of  foreign  medical 
schools  w ill  receive  applications  from  foreign  gradu- 
ates, evaluate  their  credentials,  and  provide  a screen- 
ing examination  to  determine  appointment  qualifica- 
tion. Present  plans  call  for  screening,  in  English,  of 
applicants  in  their  home  countries  chiefly  through 
the  foreign  offices  of  the  Educational  Testing  Serv- 
ice, Inc.  It  is  expected  that  the  plan  will  be  placed 
in  operation  during  the  spring  of  1957. 
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Today's  Health,  popular  educational  magazine  published  by 
the  American  Medical  Association,  is  now  used  in  the  reception  rooms 
of  more  than  105,000  physicians. 

The  Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Society  sponsors 
subscriptions  to  this  leading  health  magazine.  It  is  available  to  physi- 
cians at  half  price  and  may  be  obtained  by  mailing  the  coupon  on  this 
page. 


Connecticut  State  Medical  Society 

160  St.  Ronan  Street 

New  Haven  1 1,  Connecticut 

Please  enter  my  subscription  to  Today's  Health  at  the  special  physician’s  rate- 
four  years  for  I4.00;  three  years  for  S3. 25;  or  one  year  for  Si. 50. 

Check  enclosed  herewith  [ | 

Send  bill  with  first  issue  pj 


Signed: 


Office  Address 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 

William  G.  H.  Dobbs,  Torrington  D.  Olan  Meeker,  Riverside 

Chair/nan  Harry  C.  Knight,  Middletown 

Harold  A.  Bergendahl,  Norwich  Stewart  P.  Seigle,  Hartford 

James  C.  Canniff,  Torrington 


James  F.  Jones,  Danielson 
James  H.  Root,  Jr.,  Waterbury 
William  A.  Richardson,  Noroton 
Associate  Member 


Health  Education  Committee  Presents  69 
Programs  in  36  Months 

1 he  Connecticut  TV  Committee  for  Health  Edu- 
cation in  a recent  14  page  report  outlined  its  activi- 
ties since  its  organization  in  1953. 

The  committee,  comprising  representatives  from 
15  statewide  health  agencies  and  four  television 
stations,  reported  that  during  the  three  year  period 
73  physicians  had  participated  in  the  educational 
project.  T he  next  groups  and  numbers  of  pratici- 
pants  were  private  citizens  18,  nurses  11,  public 
health  engineers  and  educators  1 1 . 

A total  of  69  fifteen-minute  programs  were  pro- 
duced by  the  committee  and  more  than  1 50  persons 
were  guest  participants.  The  programs  were  pre- 
sented as  a public  service  from  the  studios  of 
WNHC-TV  New  Haven,  WGTH-TV  Hartford 
and  WKNB-TV  New  Britain.  The  committee  is 
currently  producing  two  series  of  weekly  telecasts 
in  cooperation  with  the  Hartford  and  New  Britain 
television  stations. 


The  committee  is  headed  by  I).  Olan  Meeker, 
Riverside,  chairman,  and  members  arc  M.  David 
Dercn  and  Edwin  R.  Connors,  Bridgeport;  Frederick 
J.  Cristie,  Greenw  ich;  Charles  Sheard  and  Joseph  P. 
Connolly,  Stamford;  Allen  M.  Margold  and  George 
R.  Cody,  Norwalk;  Edward  P.  Kemp,  Fairfield; 
Homer  B.  Shoup,  Jr.,  Westport  and  William  A. 
Sinton,  Danbury. 

New  Telecast  Series  Announced  by  AMA 

A 28  minute  television  film  stressing  the  import- 
ance of  physician-patient  relationships  was  placed  in 
production  by  the  American  Medical  Association  in 
September.  Titled  “Even  for  One,”  the  motion  pic- 
ture is  the  third  in  a series  of  one-half  hour  telecasts 
produced  by  AMA  for  use  by  local  and  state  medi- 
cal societies. 

Release  date  for  the  new  film  has  been  set  for 
January  1,  1957.  Advance  bookings  for  placement 
after  that  date  on  local  television  stations  can  be 
made  with  the  AMA’s  TV  film  library. 


Fairfield  County  Association  Enlarges 
Public  Relations  Committee 

Flic  Public  Relations  Committee  of  the  Fairfield 
County  Medical  Association  has  recently  been  ex- 
panded from  8 to  11  members  according  to  an 
announcement  by  James  Corridon,  South  Norwalk, 
Association  president. 

The  committee  has  been  enlarged  to  facilitate 
planning  of  the  increased  number  of  community 
projects  initiated  by  the  association.  The  committee 
is  currently  planning  an  exhibit  to  be  sponsored  by 
the  association  at  the  Danbury  Fair,  September  29 
through  October  7.  The  exhibit  will  portray  the 
activities  of  physicians,  state  police,  and  hospital 
authorities  in  conducting  the  special  research  in  auto- 
mobile accidents  which  has  led  to  the  development 
of  safety  design. 


New  Schedules  Announced  for  Network 
Television 

Medicine  will  continue  to  play  a leading  role  in 
1956-57  television  programs,  according  to  advance 
announcements.  .Most  of  last  season’s  shows  will 
continue  to  appear  and  others  are  either  ready  to  go 
on  the  air  or  are  being  processed  for  mid-season 
presentation. 

“Medical  Horizons,”  the  popular  documentary, 
will  return  at  4:30  p.  m.,  e.  i>.  t.,  Sunday,  September 
9,  over  the  ABC  television  network.  The  program 
will  be  presented  for  many  Connecticut  viewers  by 
WNHC-TV,  Channel  8 in  New  Haven.  The  series 
will  continue  for  39  weeks  featuring  live  reports 
from  leading  laboratories,  hospitals  and  clinics. 
Stations  are  still  being  cleared  for  this  network 
telecast. 
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The  next  “March  of  Medicine”  program  will  be 
an  hour-long  report  in  color  concerning  the  work  of 
medical  missionaries  in  Africa.  It  is  scheduled  for 
the  NBC  network  at  9:  30  p.  M.,  e.  s.  t.,  on  1 uesday, 
November  27. 

“Medic,”  the  popular  NBC  series  produced  in  co- 
operation with  the  Los  Angeles  County  Medical 
Association,  has  not  yet  been  scheduled  for  the  new 
season.  Some  reports  indicate  that  it  may  be  sched- 
uled later  in  the  year. 

A new  series  patterned  after  radio’s  “Dr.  Chris- 
tian” is  being  prepared  for  the  1956-57  season.  I his 
will  be  a syndicated  film  series  and  is  to  be  scheduled 
for  telecasting  in  103  major  cities,  covering  60  per 
cent  of  the  nation’s  35,000,000  I \ homes.  Mac- 
Donald Carey  w ill  play  the  title  role  created  bv  the 
late  Jean  Hersholt. 

New  AMA  Film  Available  for  Local 
Medical  Associations 

“The  Case  of  the  Doubting  Doctor,”  a new  16 
millimeter  color  and  sound  motion  picture,  has  been 
produced  by  the  American  Medical  Association. 

The  30  minute  film  stresses  the  numerous  services 
available  to  physicians  through  their  medical  asso- 
ciations. It  may  be  obtained  on  loan  from  the 
Chicago  office  of  the  American  Medical  Association. 

Another  film  recently  announced  and  which  is 
suitable  for  community  groups  concerns  the  chal- 
lenges and  the  problems  which  today  face  American 
medical  education.  The  16  millimeter  film  titled 
“Danger  at  the  Source”  is  in  black  and  white  sound, 
with  a running  time  of  approximately  15  minutes. 
It  can  be  obtained  on  a loan  basis  through  the  Na- 
tional Fund  for  Medical  Education,  2 West  46th 
Street,  New  York  36,  New  York. 

Medical  Films  Shown  Before  Community, 
Industry  and  School  Groups 

Three  medical  films  which  tell  about  the  progress 
of  modern  medical  care  have  been  shown  during  the 
past  90  days  to  approximately  600  members  of  com- 
munity and  employee  clubs  and  high  school  stu- 
dents. 

The  films,  titled  “Your  Doctor,”  “Operation  Her- 
bert,” and  “A  Life  to  Save,”  were  shown  in  ten 
separate  engagements  at  industrial  plants,  schools  and 
communities  throughout  the  state.  The  films  may 
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be  obtained  for  local  showing  through  the  offices  of 
the  Connecticut  State  Medical  Society. 

Increase  Noted  in  Demand  for  Health 
Education  Pamphlets 

The  Bureau  of  Health  Education,  AMA,  recently 
reported  record  sales  of  health  education  pamphlets 
during  the  past  year. 

Orders  were  received  for  more  than  396,000  edu- 
cational pamphlets  from  all  parts  of  the  country. 
The  largest  single  group  of  pamphlets  sold,  69,000, 
concerned  the  health  of  the  school  age  child.  Mental 
health  took  second  place  with  35,570  pamphlets  sold. 
Accidents  and  first  aid  accounted  for  25,570;  teeth, 
18,670;  nutrition  and  diet,  18,000;  maternal  health, 
17,200  and  physical  fitness,  15,300. 


President  Emphasizes  Need  for 
Construction  Aid  to  Medical  Schools 

In  signing  the  bill  providing  a three  year  federal 
grants  program  to  help  in  constructing  and  equip- 
ping medical  research  facilities,  President  Eisen- 
hower criticized  Congress  for  not  voting  the  same 
type  of  assistance  to  schools  training  physicians, 
dentists  and  other  professional  medical  personnel. 
He  said  he  was  hopeful  the  next  Congress  would 
take  action  along  these  lines.  The  President  declared 
in  part: 

“These  professional  schools  are  now  providing 
practically  all  of  the  skilled  scientific  and  profes- 
sional talent  ...  to  maintain  and  improve  the 
health  of  the  nation.  By  assisting  them  ...  to 
rehabilitate  or  increase  the  sorely  needed  facilities, 
the  government  can  provide  the  needed  assistance 
without  interference  with  their  educational  policies 
and  independence.  Although  the  funds  for  research 
facilities  will  be  extremely  helpful,  we  should  extend 
the  assistance  to  include  the  laboratories  where 
future  health  research  personnel  are  being  devel- 
oped. In  medical  and  dental  schools,  space  for  re- 
search and  teaching  functions  are  so  closely  inter- 
related with  one  another  that  no  clear  line  can  be 
drawn  between  them.” 

The  President  described  the  $90  million,  three 
year  program  for  research  grants  as  “inadequate.” 
He  noted  that  the  administration  had  asked  for  a 
$250  million,  five  year  program  of  aid  to  medical 
and  other  schools  in  the  health  fields. 
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.Many  types  of  accidents  result  in  injury  to  the 
head.  In  the  more  recent  years  automobile  accidents 
have  caused  the  greatest  percentage  of  head  injuries. 
Roehm  calls  attention  to  the  fact  that  for  this  last 
reason  the  general  practitioner  has  had  to  assume  a 
major  responsibility  in  emergency  treatments  which 
may  mean  ultimately  life  or  death.  (“  I reatment  of 
1 lead  Injuries,”  Jour.  Term.  State  Med.  Assoc.,  4H:  io, 
PP-  357-361  -) 

The  author  lists  in  order  w hat  he  considers  the 
important  initial  steps  in  the  emergency  treatment  of 
head  injuries: 

1.  Determine  the  state  of  consciousness. 

2.  Inspect  the  cranium  for  contusions,  ecchymosis 
and  lacerations.  Lacerations  should  be  explored  with 
the  gloved  finger.  The  ears  and  nose  should  be  in- 
spected for  spinal  fluid  leaks. 

3.  The  state  of  the  blood  pressure,  pulse  and  ease 
of  respiration  should  be  determined  early.  It  is  a rule 
on  the  author’s  service  to  do  a tracheotomy  if  there 
is  any  question  of  necessity.  (Boehm  is  of  the  opinion 
that  no  single  procedure  has  contributed  so  largely 
to  recovery  as  tracheotomy  when  the  need  was 
recognized  and  promptly  followed  up.) 

4.  Examination  of  the  patient  from  the  neurologi- 
cal standpoint— pupilary  reflexes,  degree  of  move- 
ment of  the  extremities,  and  the  presence  of  patho- 
logic reflexes.  These  should  be  recorded  for  future 
reference. 

5.  The  choice  of  drugs  to  control  restlessness  and 
over-activity.  Morphine  should  not  be  given  to  a 
patient  with  head  injury  because  of  the  possibility 
of  respiratory  depression  or  elimination  of  the  valu- 
able pupilary  signs.  Demoral  and  codein  are  contra- 
indicated to  a lesser  extent  than  morphine.  Paralde- 
hyde is  a safe  drug  that  can  be  given  intramuscular- 
ly, orally  or  rectallv.  Sodium  luminal  and  chloral 
hydrate  may  be  used  in  appropriate  dosages.  In  badly 
lacerated  cases  the  author  gives  a polyvalent  serum 
w Inch  contains  gas  and  tetanus  sera. 

6.  If  the  patient  is  in  fairly  good  condition  atten- 
tion is  then  turned  to  repair  of  lacerations,  the 
application  of  casts,  the  determination  of  the  need 
for  abdominal  and  chest  surgery,  etc. 

7.  In  treating  a head  injury  which  is  complicated 


by  serious  injury  elsewhere,  first  consideration 
should  be  given  to  that  injury  which  threatens  the  I 
patient’s  life. 

I he  follow  -up  treatment  of  closed  head  injuries  ] 
is  considered.  I he  vast  majority  of  these  cases  do 
not  require  operation.  For  the  more  serious  cases  I 
w ith  prolonged  coma  or  stupor,  a careful  check  of  1 
the  blood  pressure,  pulse,  respiration  and  tempera- 
ture is  indicated  every  1 3 or  30  minutes.  As  the 
patient  improves  the  interval  is  prolonged.  The  fluid 
intake  of  these  patients  vary  and  a fluid  intake  bal- 
ance must  be  fitted  to  the  patient’s  need.  With 
conservative  measures  the  vast  majority  of  patients 
with  serious  intracranial  damage  w ill  recover.  A few  | 
w ill  die,  and  a certain  percentage  w ill  require  imme-  l 
diate  or  delayed  surgery.  In  general,  surgical  inter-  | 
vention  will  be  required  for  acute  intracranial 
hematoma,  compound  or  depressed  fracture,  chronic 
subdural  hematoma  and  subdural  hygroma. 

* * # * 

Randall  in  his  discussion  of  “Newer  Trends  in 
Cesarean  Section”  states  that  the  operation  has  in- 
creased in  incidence  from  1.26  per  cent  in  1941  to 
5 per  cent  in  1934  (Jour,  loiva  State  Med.  Soc., 
XL\  14,  pp.  173-178).  The  increased  safety  of  the 
operation  is  given  as  the  reason  for  its  increase.  In 
a study  of  12,923  deliveries  with  502  cesarean  sec- 
tions 55.7  per  cent  were  low  cervical  and  25.9  per 
cent  extraperitoneal. 

Because  of  the  increased  safety  of  cesarean  opera- 
tion, the  indications  for  the  operation  arc  being 
extended  to  include  many  complications  of  preg- 
nancy and  labor  previously  managed  by  vaginal 
delivery.  Cesarean  section  done  for  contracted 
pelvis  totaled  16.1  per  cent.  Many  of  these  cases 
could  have  been  eliminated  bv  an  adequate  trial  of 
labor.  There  is  a trend  tow  ard  cesarean  section  for 
the  treatment  of  failed  forceps,  prolonged  labor, 
prolapsed  cord,  transverse  position  of  the  foetus, 
placenta  previa,  and  diabetes. 

Twenty  five  per  cent  of  the  sections  were  febrile, 
usually  because  of  an  endometritis.  There  was  only 
one  maternal  death  in  the  series  and  that  was  from 
a pulmonary  embolism.  The  cesarean  section  opera- 
tion is  relatively  safe.  The  over-all  perinatal  mortal- 
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ity  was  7.9  per  cent.  There  were  291  cesarean  sec- 
tions done  primarily  because  of  a previous  section. 
The  fetal  mortality  in  this  group  was  2.2  per  cent, 
but,  when  corrected  for  one  stillborn  and  two  con- 
genital anomalies,  it  was  1.1  per  cent. 

* # # # 

Pilonidal  disease,  according  to  Gilmore  and  Daly, 
presents  many  puzzling  features  both  as  to  occur- 
rence and  as  to  the  best  method  of  eradicating  them 
(Alary land  State  Med.  Jour.,  4:7,  pp.  396-398). 

The  quarrel  as  to  whether  they  are  congenital  or 
traumatic  and  as  to  whether  an  open  or  a closed 
operation  is  preferable  continues.  One  of  the  most 
constant  features  of  any  considerable  series  of 
pilonidal  cyst  cases  is  the  appearance  of  the  lesion 
during  or  shortly  after  adolescence.  A second  ob- 
servation that  stands  out  in  any  review  of  a large 
number  of  cases  is  the  definite  preponderance  of 
males.  A third  and  striking  feature  of  pilonidal  cysts 
is  their  tendency  to  either  persist  or  recur  after 
wide  surgical  excision.  Perhaps  an  additional  ob- 
servation of  interest  is  that  pilonidal  cysts  are  rare 
among  negroes. 

In  the  author’s  series  of  seventy  two  cases  the 
over-all  recurrence  rate  was  fifteen  per  cent  and 
there  was  no  significant  difference  in  result  between 
the  open  and  closed  methods  of  repair. 

# # # * 

Tuassig  and  Hendin  point  out  that  in  black  widow 
spider  poisoning  the  pain  is  excruciating  and  may 
exceed  that  of  a ruptured  abdominal  viscus  or  kid- 
ney colic  (Missouri  Med.,  52:9,  p.  714).  T he  most 
striking  physical  findings  include  the  extreme  agony 
of  the  patient,  his  inability  to  sit  still  or  lie  down, 
and  the  extreme  board-like  rigidity  of  the  abdomen, 
which,  however,  is  not  tender  to  palpation.  The 
diagnosis  may  be  difficult  if  a history  of  the  bite 
cannot  be  obtained.  The  acute  symptoms  usually 
subside  in  six  to  forty  eight  hours  but  in  severe 
cases  may  last  several  days.  The  authors,  out  of 
their  own  modest  experience,  found  that  antiserum 
was  the  most  reliable  and  the  only  specific  form  of 
therapy. 

* # # # 

“Indications  for  Hysterectomy— A Survey  of 
1,000  Cases,”  is  the  subject  of  an  interesting  review 
by  Gray  and  Slager.  For  the  average  practitioner 
the  interesting  part  of  the  discussion  is  that  which 
considers  “nonindicated  hysterectomies.”  This  last 
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group  constituted  12.3  per  cent  of  the  whole  group 
(Maryland  State  Med.  Jour.,  4:7,  pp.  399-406). 

The  authors  point  out  that  several  consistent  mis- 
takes contributed  to  this  high  incidence: 

a.  Failure  to  recognize  and  evaluate  the  symp- 
toms of  menopause. 

b.  Frequent  misinterpretation  of  small  myomata 
by  attributing  to  them  such  vague  symptoms  as  low 
back  pains  and  abdominal  discomfort. 

c.  Failure  to  do  a diagnostic  cervical  biopsy  and 
uterine  curettage. 

d.  Failure  to  test  the  therapeutic  efficacy  of  a 
curettage  in  the  control  of  uterine  bleeding. 

Confessedly  the  control  of  this  situation  is  a diffi- 
cult matter.  The  authors  suggest  a possible,  broad, 
generally  acceptable  standard  of  indications  for 
hysterectomy  for  the  open  staff  hospital.  Consulta- 
tion should  be  encouraged  and  recommended  for 
the  equivocal  case.  A careful  written  record  of  the 
history  and  physical  findings  should  be  kept  on  file. 
A “tissue  committee”  composed  of  responsible  de- 
partment heads  resulted  in  a striking  decrease  in  the 
incidence  of  the  “nonindicated  hysterectomy.” 

l he  analysis  of  the  indicated  hysterectomies  is 
informative  and  does  of  course  include  by  far  the 
largest  part  of  the  1,000  cases  surveyed.  Aside  from 
the  fact  that  this  survey  discovered  myomata  as  the 
most  common  indication  for  hysterectomy,  this 
series  shows  indications  that  do  not  greatly  differ 
from  those  in  the  literature  or  in  the  standard  texts. 

* * * * 

“Recent  Developments  in  Diarrhea  of  the  New- 
born,” by  Greene  and  Albrecht  emphasizes  the  fact 
that  the  last  chapter  on  the  control  of  diarrhea  in 
the  newborn  has  yet  to  be  written.  The  authors 
point  out  that  the  etiology  of  diarrhea  of  the  new- 
born is  unknown,  although  E.  coli  sero  groups  are 
being  reported  in  increasing  numbers  (N.  F.  State 
Jour.  Med.,  55:19,  pp.  2764-2768). 

Infants  admitted  to  hospitals  must  be  carefully 
screened,  isolated,  and  if  necessary  treated  with 
neomysin.  As  our  knowledge  of  the  etiology  and 
pathogenesis  of  diarrhea  of  the  newborn  increases 
we  w ill  probably  find  other  barriers  against  its  de- 
velopment and  spread.  Even  with  the  knowledge 
that  we  have,  if  it  is  fully  used,  we  can  effectively 
prevent  the  spread  of  this  dread  disease  throughout 
a nursery  community.  This  can  only  be  done,  how- 
ever, with  the  cooperation  of  hospital  administra- 
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tors,  nurses,  physicians  and  health  department  per- 
sonnel. 

The  authors  stress  the  fact  that  E.  coli  is  suscep- 
tible to  antibiotics,  particularly  to  neomysin.  This 
drug  has  been  used  not  only  in  the  treatment  of  E. 
coli  diarrhea  but  also  as  a prophylactic  medication 
in  well  infants  and  nursery  personnel  to  check  the 
further  spread  of  the  epidemic. 

* * # * 

Cutler  in  his  discussion  of  “Parent-Child  Rela- 
tionships,” states  that  the  proteins,  carbohydrates, 
fats,  minerals  and  vitamins  of  a child’s  emotional 
diet  are: 

1.  The  need  for  security; 

2.  1 he  need  to  achieve  social  adaptability; 

3.  The  need  for  success; 

4.  The  need  for  independence. 

(Cal.  Aled.,  83:1,  pp.  17-21.) 

Most  of  us  will  agree  that  these  are  all  worthy 
objectives  but  some  of  us  will  have  our  inner  sus- 
picions that  these  objectives,  even  if  they  are  com- 
pletely realized,  will  leave  us  with  unanswered 
questions.  However,  the  four  rules  may  be  accepted 
as  guide  posts  along  the  road  to  character.  One  state- 
ment we  as  physicians  must  accept  without  reserva- 
tion, and  that  is  that  it  is  the  duty,  the  challenge,  and 
the  opportunity  of  the  physician  for  real  service  to 
the  humanities  “.  . . a field  of  endeavor  far  be- 

hind science  in  human  progress.” 

# * * # 

1 lawes  and  Walker  call  attention  to  the  import- 
ance in  pulmonary  disease  of  obscure  origin  of  an 
x-ray  examination  of  the  esophagus  with  barium. 
The  examination  may  reveal  some  disease  of  the 
esophagus  that  causes  regurgitation  of  food  and 
saliva  into  the  trachea  (N.  Eng.  lour.  Med.,  253:6, 
pp.  209-212). 

The  authors  point  out  that  a Zenker  diverticulum 
is  a hazard  to  patients  confined  to  bed  during  con- 
valescence from  an  operation  or  any  other  illness. 
The  cause  of  Zenker  diverticulum  itself  is  believed 
to  be  protrusion  of  the  esophageal  mucosa  through 
a weak  point  in  the  esophageal  wall  posteriorly,  just 
below  the  pharyngeal-esophageal  opening. 

The  absence  of  any  primary  esophageal  disease 
should  be  ascertained  by  fluoroscopy  with  barium 
before  any  operation  on  a pulmonary  lesion  of  un- 
known etiology.  Zenker’s  diverticulum  may  not 
only  lead  to  lipoid  pneumonia  with  bronchiectasis 


and  suppurative  pneumonia  but  is  also  a definite 
hazard  during  inhalation  anesthesia  and  to  any  bed- 
ridden, inactive  patient.  An  emergency  removal  of 
Zenker’s  diverticulum  may  be  necessary  in  any  con- 
valescent patient  who  is  embarrassed  by  severe 
coughing  and  choking  from  material  spilling  from 
the  sac. 

* * * # 

Kirkland  in  commenting  on  “Diagnosis  and  Prog- 
nostic Evaluation  of  Systolic  Murmurs”  makes  the 
following  points  (Jour.  Med.  Soc.  N.  /.,  12:8,  pp. 
393-400) : 

1.  I he  importance  of  heart  murmurs  cannot  be 
underestimated.  I hey  should  not  be  overdiagnosed. 
Meticul  ous  care  must  be  exercised  in  the  evaluation 
of  all  murmurs.  We  must  be  conscious  of  the  ad- 
verse effect  of  a too  conservative  therapeutic  regime. 

2.  In  many  instances  a systolic  murmur,  apical  or 
basal,  is  of  no  adverse  significance  as  far  as  expect- 
ancy is  concerned. 

3.  An  intense  and  widely  distributed  murmur  less- 
ens the  chance  of  longevity.  Age,  history,  and  other 
features  may  modify  the  prognosis. 

4.  The  “hazard  is  always  there  and  it  is  the  deli- 
cate duty  of  the  physician  to  extend  every  practical 
diagnostic  facility  to  the  individuals  presenting 
themselves  for  an  opinion  concerning  the  true  car- 
diac status  when  only  a systolic  murmur  is  present.” 

Kirkland  as  the  medical  director  of  a large  insur- 
ance company  speaks  from  experience  on  a common 
and  always  difficult  problem.  Most  of  us  at  some 
rime  or  other  have  arrived  at  a conclusion  in  one  of 
these  cases  only  to  discover  in  time  that,  which  ever 
wav  the  decision  was  made  it  was  wrong.  Probably 
as  many  errors  are  made  in  this  field  of  medicine  as 
are  made  in  any  diagnostic  field.  We  can  exercise 
care  and  in  most  instances  we  can  arrive  at  the  cor- 
rect solution  of  the  problem. 


OUR  NEIGHBORS 

New  Jersey 

Seton  Hall  College  of  Medicine  and  Dentistry,  the 
first  such  institution  in  New  Jersey,  held  opening 
ceremonies  on  September  12.  The  college  has  a 
charter  class  of  80  medical  and  40  dental  students. 


Connecticut  State  Medical  Journal 


AROUND  THE  STATE 


8z7 


AROUND  THE  STATE 


TV  Committee  for  Health  Education 
Presents  Two  Telecasts  on  Allergies 


Dr.  Vincent  P.  Cenci,  Hartford,  left,  and  Dr. 
Ludmil  A.  Chotkowski,  Kensington,  center,  present 
sample  of  ragweed  to  TV  viewers  during  a telecast 
on  allergies  from  the  studios  of  WGTH-TV,  Hart- 
ford, August  2 1. 

The  program  was  presented  on  two  15  minute 
telecasts  a week  apart  and  moderator  was  Robert 
Wakeley,  New  Haven,  at  right.  Mr.  Wakelev,  a 
member  of  the  staff  of  the  Connecticut  Division, 
American  Cancer  Society,  is  one  of  the  representa- 
tives from  the  15  statewide  health  agencies  com- 
prising the  I V Committee. 

The  allergy  telecasts  were  produced  by  the  Con- 
necticut State  Medical  Society  and  the  Hartford 
County  Medical  Association  and  were  presented  as 
part  of  a 13  week  series,  “Accent  on  Living,”  a pub- 
lic service  health  education  project  conducted  by 
the  committee  in  cooperation  with  WGTH-TV. 

Connecticut  at  American  Hospital 
Convention 

Connecticut  was  well  represented  at  the  58th 
Annual  Convention  of  the  American  Hospital  Asso- 
ciation held  in  Chicago  in  September.  Of  the  Con- 
necticut physicians  participating,  T.  Stewart  Hamil- 


ton, director  of  the  Hartford  Hospital  conducted 
a round  table  discussion  on  “Determining  Staffing 
Needs  (Within  Hospitals);”  Ernest  C.  Shortliffe, 
associate  director  of  the  Hartford  Hospital,  con- 
ducted a round  table  discussion  on  “Hospital  Cor- 
porate Insurance  Buying;”  and  Albert  W.  Snoke, 
director  of  Grace-New  Haven  Community  Hos- 
pital, addressed  the  convention  on  “Hospital— Physi- 
cian Relations  and  Prepayment.”  Dr.  Snoke  was  in- 
ducted as  president  of  the  Association  at  the  annual 
banquet. 

Participating  also  in  the  program  were  Mrs. 
George  C.  Capen  of  West  Hartford;  Edgar  L. 
Geiber,  administrator  of  the  Stamford  Hospital; 
Stuart  W.  Knox,  executive  director  of  the  Connecti- 
cut Hospital  Association;  Mrs.  Herman  Sharpe  of 
Norwich;  and  Hiram  Sibley  of  the  Yale-New  I Even 
Medical  Center. 

Connecticut  Division,  American  Cancer 
Society 

Charles  S.  Cameron  has  resigned  as  Medical  and 
Scientific  Director  of  the  American  Cancer  Society, 
effective  November  2,  to  become  dean  of  Hahne- 
mann Medical  College  in  Philadelphia. 

Connecticut’s  cancer  campaign  reports  collections 
by  August  1 of  $618,000  with  some  additional  funds 
still  to  be  received  before  the  end  of  the  fiscal  year. 

I his  shows  a gain  over  $575,825  raised  in  1955. 

Connecticut  Regional  Blood  Program 

The  constant  demand  for  “Q”  positive  and  “O” 
negative  blood  by  hospitals  from  the  Center  has 
prompted  us  to  review  our  collections  to  determine 
whether  we  were  collecting  at  our  bloodmobiles  the 
normal  percentage  of  “O”  blood  which  we  would 
expect  from  the  general  population.  The  collections 
during  the  past  four  (4)  months  show  that  43.6  per 
cent  of  “O”  blood  was  collected,  37.8  per  cent  of 
which  were  “O”  positive  and  6.8  per  cent  “O”  nega- 
tive. This  is  within  1 per  cent  of  what  we  would 
normally  expect  from  the  population  as  a whole. 
The  shortage  is,  therefore,  not  due  to  a biased 
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sampling  of  the  population  which  can  occur  with 
a high  percentage  of  repeat  donors. 

It  is  freely  admitted  that  some  excess  of  “O”  blood 
beyond  the  population  percentage  may  be  needed  to 
cover  emergency  and  other  special  demands.  It  has 
been  estimated  that  this  should  not  amount  to  more 
than  3 per  cent  of  all  transfusions.  The  usage  in 
some  hospitals  is  considerably  higher.  It  is,  there- 
fore incumbent  upon  all  of  us  to  do  everything  in 
our  power  to  ensure  that  “O”  type  blood  is  reserved 
for  “O”  type  patients.  It  does  not  appear  to  be  uni- 
versally recognized  that  this  is,  as  well,  the  safest 
medical  practice.  Certain  group  “O  ' bloods  have 
a high  titer  of  agglutinins  which  may  cause  hemo- 
lysis of  the  A,  B or  AB  cells  of  the  heterologous 
recipient.  This  has  happened  in  Connecticut.  Good 
blood  bank  management,  therefore,  as  well  as  good 
medicine  is  aided  by  type  for  type  transfusions. 

JULY  I,  1955 
through 

AUGUST  AUGUST  3 I , 


DONORS 

1936 

1956 

Donors  accepted  

6,876 

1 2,574 

Donors  rejected  

712 

1,238 

Donors  registered  

7,588 

1 3,81  2 

BLOOD  ISSUED  TO  HOSPITALS 

To  Connecticut  hospitals  from  center 

5,563 

10,91  2 

Blood  collected  by  hospitals 

790 

1,428 

To  out  of  State  hospitals 

1 

2 

6,354 

12,342 

PROCESSING  AT  CEN  TER 

Processed  into  fresh  frozen  plasma 

81 

>77 

Processed  into  packed  cells 

4 

10 

Processed  into  liquid  plasma 

737 

',724 

822 

1 ,91 1 

Discarded — unfit  and  broken 

41 

99 

Grand  Total — distribution  of  blood 

7,2  >7 

14,352 

Blood  returned  to  center  for  processing 

into  plasma  and  fractions 

558 

1,428 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 

14 

5° 

Fresh  frozen  plasma  (123  cc.) 

126 

349 

Serum  albumin  (100  cc.) 

267 

5°7 

Immune  serum  globulin  (2  cc.) 

O 

O 

Packed  red  cells 

4 

10 

Fairfield  County 

John  H.  Grossman  of  Bridgeport  has  been  ap- 
pointed Section  Vice  Chairman  for  Connecticut  in 


District  I,  American  College  of  Obstetricians  and 
Gynecologists. 

Air  Force  Reserve  Medical  Training  Course 

The  Fairfield  County  Medical  Association  adopted 
a resolution  to  publicly  support  and  recognize  the 
activation  of  the  9263d  Medical  Flight  during  its 
semi-annual  meeting  held  in  October  by  conferring 
upon  it  the  title  “Honorary  Convention  Sponsor” 
in  publicity  releases,  invitations,  etc. 

It  is  an  accepted  fact  that  a strong  reserve  force 
is  our  greatest  bulwark  against  aggression.  A quali- 
fied and  ready  AF  Medical  Reserve  in  being  is  a 
necessary  and  vital  part  of  the  overall  national 
program.  To  accomplish  this  we  need  qualified  and 
interested  people  to  actively  participate  in  an  up-to- 
date  progressive  program  which  clearly  envisions  the 
medical  problems  of  any  future  all-out  war. 

In  brief,  the  mission  of  all  reserve  components  of 
the  Air  Force  is  to  provide  trained  units  and  quali- 
fied personnel  for  active  duty  in  time  of  war  or 
national  emergency,  in  addition  to  the  active  estab- 
lishment. 

I he  training  to  be  conducted  by  the  9263d  Air 
Reserve  Squadron  Medical  flight  is  specifically  de- 
signed to  refresh  the  reservist  and  assist  him  to  main- 
tain current  proficiency  in  recent  developments  and 
practices  within  the  AF  Medical  Career  Field.  In 
addition,  it  provides  upgrading  (career  advance- 
ment) possibilities  for  those  less  experienced,  also 
familiarization,  lateral  or  cross  training  as  applicable. 

Lesson  outlines  for  the  first  two  years,  for  example, 
recommend  the  following  phases  of  training: 

Aeronautical  science;  rescue  and  survival;  preven- 
tive medicine;  veterinary  medicine  and  services; 
aviation  medicine;  radiobiology;  unconventional 
warfare;  medical  service;  air  evacuation. 

Flexibility  is  provided  for  in  that  approximately 
twenty  per  cent  of  the  total  instructional  hours 
(and  more  if  desired)  may  be  devoted  to  elective 
subjects.  Too,  the  training  officer  or  instructor  may 
supplement  the  courses  in  any  manner  that  might 
prove  advantageous  to  the  students.  The  actual  plan- 
ning of  each  individual  training  period  is  left  to  the 
discretion  of  the  instructor  and  maximum  utilization 
of  selected  guest  speakers  on  special  subjects  is  en- 
couraged. 

Reserve  personnel  as  well  as  others  with  prior 
service  who  possess  a medical  service  specialty  may 
be  enrolled  in  the  course  at  any  time.  No  waiting 
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is  necessary  because  medical  personnel  are  consid- 
ered sufficiently  trained  to  fit  into  the  course  with 
little  disadvantage. 

The  Bard-Parker  Co. 

The  Bard-Parker  Co.,  Danbury,  manufacturer  of 
surgical  knives  and  other  surgical  specialties,  has 
become  associated  with  Becton,  Dickinson  and  Co., 
Rutherford,  New  Jersey,  manufacturer  of  hospital 
and  medical  supplies. 

According  to  an  announcement  from  Bard-Parker, 
management  and  operations  in  Danbury  will  con- 
tinue as  at  present. 

Hartford  County 

Charles  W.  Goff  of  Hartford  is  the  author  of 
“Man’s  Hand:  Its  Injuries  and  Values”  which  ap- 
peared in  the  July,  1 9 5 6 issue  of  Amicus  Curiae , the 
publication  of  the  National  Association  of  Claim- 
ants’ Compensation  Attorneys  of  Connecticut. 

Ralph  M.  Filson  of  Wethersfield  has  been  appoint- 
ed chief  medical  director  of  the  single  medical 
department  of  the  Travelers  Insurance  Company 
which  consists  of  a consolidation  of  all  its  medical 
units.  Under  Dr.  Filson’s  direction  will  be  the  life, 
accident  and  group  medical  division,  headed  by 
Albert  L.  Larson  as  medical  director;  the  industrial 
medicine  and  surgery  division,  headed  by  Lyle  G. 
Ellis  as  medical  director;  and  the  employee  health 
division,  headed  by  Richard  C.  Whiting  as  medical 
director.  Dr.  Filson  joined  the  Travelers  as  assistant 
medical  director  in  the  home  office  in  1926.  He  has 
gradually  risen  to  medical  director  which  position 
he  has  held  since  1949. 

John  Donnely,  executive  officer  of  the  Institute 
of  Living,  Hartford,  was  one  of  the  speakers  on  the 
panel  on  “Psychiatry  in  Industry”  at  the  141st 
annual  meeting  of  the  Manufacturers  Association  of 
Connecticut,  held  at  "S  ale  University  on  September 
12. 

I.  S.  Geeter,  m.d.,  director  of  Mount  Sinai  Hos- 
pital, Hartford,  was  the  recipient  of  a fellowship  in 
the  American  College  of  Hospital  Administrators  at 
an  investure  ceremony  in  Chicago  in  September. 

Jessie  Parkinson,  maternal  and  child  health  physi- 
cian of  the  State  Department  of  Health,  Donald  J. 
McCrann  and  Arthur  C.  Unsworth,  both  of  Hart- 
ford, participated  in  a panel  discussion  on  “Aspects 
of  Premature  Infant  Care”  held  at  the  Hartford  Hos- 
pital Nurses’  Residence  in  September. 


H29 

John  C.  Leonard,  director  of  medical  education 
at  the  Hartford  Hospital,  addressed  the  Regional 
Meeting  of  the  American  College  of  Physicians  at 
Burlington,  Vermont  in  September  on  “Postgraduate 
Medical  Education.”  Charles  E.  McLean  of  Hart- 
ford discussed  “Hemodynamic  Studies  in  Aortic 
Stenosis”  on  the  same  program. 

David  M.  Little,  Jr.  of  Hartford  has  agreed  to 
serve  as  associate  editor  of  Survey  of  Anesthesiology , 
a new  journal  scheduled  for  publication  in  Febru- 
ary,  1957. 

The  bimonthly  journal  is  edited  by  Dr.  C.  Ronald 
Stephen,  professor  of  anesthesiology  at  Duke  Uni- 
versity, and  will  consist  of  digests  of  important 
articles  in  anesthesiology,  physiology,  pharmacol- 
ogy and  biochemistry.  The  articles  selected  are  to 
be  chosen  from  hundreds  of  foreign  and  domestic 
journals,  and  each  article  will  be  evaluated  by  an 
editorial  comment  at  the  end  of  the  article. 

The  Survey  of  Anesthesiology  will  be  published 
by  The  Williams  & Wilkins  Company  of  Baltimore 
which  currently  publishes  similar  journals  in  oph- 
thalmology, obstetrics  and  gynecology,  and  urol- 
ogy. The  subscription  price  is  $10. 

Bristol  Medical  Society  Recently  Organized 
by  Physicians  in  That  Community 

Physicians  and  surgeons  in  the  Bristol  area  recent- 
ly formed  the  Bristol  Medical  Society  and  elected 
Frederick  S.  Bird,  president  and  Armanno  W.  Cic- 
carelli,  president-elect. 

The  constitution  of  the  new  society  states  that  its 
purpose  “shall  be  to  uphold  the  ethical  practice  of 
medicine  in  the  city  of  Bristol  and  to  promote  the 
health  of  the  community.”  Prior  to  formation  of 
the  organization  the  only  comparable  group  was  the 
Bristol  Hospital  Staff  Medical  Society. 

Membership  in  the  new  society  is  open  to  physi- 
cians in  Bristol,  Plainville  and  Terryville.  In  an- 
nouncing formation  of  the  organization  the  medical 
society  issued  the  following  statement: 

“The  past  10  years  have  seen  tremendous  advances 
in  all  fields  of  endeavor  and  medicine  has  been 
among  the  outriders.  As  in  many  other  spheres,  the 
scientific  progress  tends  to  outstrip  the  social.  With 
the  establishment  of  the  Bristol  Medical  Society,  it 
is  hoped  that  not  only  w ill  integration  of  other 
Connecticut  medical  societies  be  accomplished  but, 
what  is  of  greater  importance,  that  communications 
between  medicine  and  the  ill  be  facilitated.” 
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Middlesex  County 

A new  office  building  for  doctors  and  dentists 
has  been  opened  at  195  South  Main  Street  in 
Middletown.  The  following  men  have  moved  from 
their  previous  locations  to  this  building:  Stanley 
Alexander,  Charles  W.  Chace,  James  Glessner,  Julius 
Grower,  Herbert  Levine,  Charles  Russman,  Alfred 
Sw  eet  and  F.  Erwin  Tracy.  Willard  Buckley,  w ho 
has  been  the  radiologist  at  the  Middlesex  Memorial 

C' 

Hospital  for  the  past  seventeen  years,  resigned  that 
position  and  is  going  into  private  practice  with 
offices  in  this  same  building.  Joseph  Epstein  and 
Henry  Sherwood,  w ho  were  in  general  practice  in 
this  area  and  who  more  recently  have  had  special 
training  in  allergy,  have  opened  a joint  office  for 
the  practice  of  allergy  in  this  building. 

Another  intern  has  been  added  to  the  house  staff 
at  the  Middlesex  Memorial  Hospital.  He  is  Iain 
Todd,  a graduate  of  St.  Thomas’s  Hospital  in  Lon- 
don, England. 

A.  B.  Rafkind  recently  resigned  from  the  anes- 
thesia service  at  the  Middlesex  Memorial  Hospital. 
He  is  continuing  his  general  practice. 

William  Bauer,  who  interned  at  Middlesex 
Memorial  Hospital,  then  practiced  in  Middletown 
for  a fewr  years  and  more  recently  had  a residency 
in  anesthesia  at  the  Hartford  Hospital,  joined  the 
anesthesia  staff  at  the  Middlesex  Memorial  Hospital. 
Another  addition  to  the  anesthesia  staff  at  the  hos- 
pital is  Robert  Pennington.  He  also  trained  at  Hart- 
ford Hospital. 

On  September  1 William  E.  Gatlin  became  the 
roentgenologist  at  Middlesex  Memorial  Hospital. 

The  local  group  has  a worthy  entry  for  the  prize 
for  a long  distance  house  call.  Late  in  August  Joe 
Epstein  flew-  to  Liberia  to  see  a patient. 

Theodore  N.  Taussig  of  Windsor  has  been  ap- 
pointed a senior  physician  at  the  Connecticut  State 
Hospital  in  Middletow  n.  Dr.  Taussig  has  been  serv- 
ing on  the  staff  of  the  Institute  of  Living  in  Hart- 
ford. 

Andrew  F.  Turano  of  Middletown  participated 
in  a panel  discusssion  on  “Aspects  of  Premature 
Infant  Care”  held  at  the  Hartford  Hospital  Nurses’ 
Residence  in  September. 


New  Haven  County 

Frank  J.  McGuire,  a general  practitioner  in  Guil- 
ford for  the  past  17  years,  died  at  his  home  there- 
on September  1 at  the  age  of  46. 

Allan  V.  N.  Goodyear  of  New  Haven  addressed 
the  Regional  Meeting  of  the  American  College  of 
Physicians  at  Burlington,  Vermont  in  September  on 
“ I he  Post- V alvulotomy  Syndrome.” 

Luther  k.  Musselman  of  New  Haven  has  been 
appointed  Section  Chairman  for  Connecticut  in  Dis- 
trict I,  American  College  of  Obstetricians  and 
Gynecologists. 

Gustaf  E.  Lindskog  of  New  Haven,  consultant  on 
Cine  Clinics,  is  one  of  a committee  of  leading  sur- 
geons engaged  in  selecting  films  from  various  fields 
for  the  1956  Clinical  Congress  of  the  American 
College  of  Surgeons  to  be  held  in  San  Francisco, 
October  8-12,  inclusive. 

Dr.  Greenhouse  Elected  First  Honorary 
Chairman  of  Joint  Conference  Committee 

Barnett  Greenhouse,  New  Haven,  was  recently 
elected  as  the  first  honorary  chairman  of  the  Joint 
Conference  Committee  of  the  State  Medical  Society, 
the  Connecticut  State  Dental  Association  and  the 
Connecticut  Pharmaceutical  Association. 

The  election,  which  took  place  at  the  annual 
meeting  of  the  committee,  marked  the  retirement  of 
Dr.  Greenhouse  as  chairman  following  eight  con- 
secutive years  of  service.  He  is  succeeded  as  chair- 
man by  Dr.  Bradford  S.  Colwell,  New'  Haven. 

New  London  County 

Hubert  A.  Carbone,  assistant  superintendent  at 
the  Norwich  State  Hospital  for  the  past  two  years, 
has  resigned  his  position  to  enter  private  practice  in 
Bellmeade,  New  Jersey.  John  L.  Smalldon,  former 
superintendent  of  the  New  Hampshire  State  Hos- 
pital at  Concord,  has  been  appointed  to  succeed 
Dr.  Carbone. 

Windham  County 

Sidney  Vernon  of  Willimantic  is  the  author  of 
“The  Art  of  Treating  Shock”  which  w-as  published 
in  the  July,  1956  issue  of  The  Jornal  of  the  Inter- 
national College  of  Surgeons. 
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A RESEARCH  MILESTONE 


Nilevar* 

{BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 


Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

I 

ch2 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co..  Re- 
search in  the  Service  of  Medicine. 

^Trademark  of  G.  D.  Searle  & Co. 


s 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


832 


CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
each  additional 

25<f  extra  if  keyed  through  Journal 
Payable  in  advance 

FOR  RENT — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
Will  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut.  UN  5-3149. 


FOR  SALE — Direct  writing  electrocardiograph,  excellent 
condition  $275.00 — Kiddie  dry  ice  set  $29.00 — Sklar  suction  and 
presssure  outfit  $85.00 — Haden-Hausser  combination  hemo- 
globinometcr  $29.00 — New  Yeoman  rotating  rectal  biopsy 
punch  two  sizes  with  suction  $105.00  value  for  $50.00 — ■ 
Martin  biopsy  drill  punch  $16.00 — Brown-Buerger  convert- 
able  cystoscope  $125.00 — McCarthy  cystourethroscope  $65.00 
— Sdlle  cast  cutter  $16.00 — Hand  centrifuge  $8.00 — Bargains 
in  ophthalmic  equipment — 20%  discount  on  new  items — 
Stainless  instruments — Short  wave  $225.00 — Executive  chairs 
$12.00 — Obstetrical  forceps  $8.00  and  $10.00 — Nose  and  throat 
instruments.  Hundred  of  items  to  choose  from.  BEverly 
7-3145.  Harrv  Sacker,  188  Grove  Street,  Meriden,  Con- 
necticut. 


FOR  SALE — Very  presentable  refurbished  and  new  treat- 
ment room  furniture,  etc.,  fully  guaranteed  at  extremely 
low  prices.  Scales  $32.00 — Examining  tables  $60.00 — Instru- 
ment cabinets  $50.00 — Treatment  cabinets  $50.00 — Mayo  in- 
strument stand  $15.00 — Utility  tables  $10.00 — Physical 

therapy  tables  $40.00 — New  autoclaves  $133.00 — Sterilizers 
$32.00  up — Examining  lamps  $8.00 — EEN'F  chair  $65.00— 
Microscopes  $85.00 — New  blood  pressures  $32.00 — Fluor- 
escent x-ray  illuminator  $25.00 — Shockproof  fluoroscope 
$450.00 — Wall  model  Burton  operating  lamp  $20.00 — X-ray 
film  dryer  $50.00 — Welch- Allyn  and  Bausch  and  Lomb 
otiscope  sets  $20.00 — Leg  rest  $8.00 — Four  panel  hard  screen 
$20.00 — Jones  basal  metabolism  $150.00.  BEverly  7-3145. 
Harry  Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

N Write 

jRANE  DISCOUNT  CORP. 

230  W.  41st  ST.  HEW  YORK 

Phone:  LO  5-2943 


American  Physician  and  World  Medical  Association 

{ Continued  from  page  Si  5) 

International  Labour  Organization  to  promote  state 
medicine  under  social  security  programs.  The 
\\  orld  Medical  Association  has  earned  the  respect 
of  the  International  Labour  Organization  for  its 
defense  of  the  interests  of  medicine  against  the 
International  Labour  Organization  Convention  for 
Medical  Socialization  in  1952.  Now  The  World 
Medical  Association  is  attempting  to  wrest  from  the 
International  Labour  Organization  the  recognized 
world  leadership  in  the  field  of  occupational  medi- 
cine. 

1 lie  World  Medical  Association  has  engaged  in 
efforts  to  protect  medical  research;  to  safeguard  the 
National  Pharmacopoeias  and  the  rights  of  indi- 
viduals discovering  new  drugs  and  agents  to  name 
them. 

I he  World  Medical  Association  has  served  the 
profession  by  representing  it  in  relation  to  the 
World  Health  Organization,  the  official  health 
agency  of  the  United  Nations.  In  the  attempt  by 
WHO  and  other  agencies  to  draft  an  International 
Code  of  Medical  Law,  W.M.A.  has  insisted  that  such 
a code  be  based  upon  ethical  principles  acceptable 
to  the  profession. 

For  all  these  activities,  and  for  many  more  which 
demand  our  attention,  additional  funds  are  needed. 
Each  new  member  not  only  contributes  his  nominal 
membership  dues,  but,  more  vitally,  he  lends  his 
name  and  influence  to  the  program  of  the  W.M.A. 
and  of  its  United  States  Committee. 

America’s  world  leadership  challenges  America’s 
physicians  to  make  the  United  States  Committee  a 
truly  impressive  and  representative  body  of  Ameri- 
can physicians. 

Every  individual  physician  in  the  LT.  S.  A.  is 
eligible  for  membership  in  the  United  States  Com- 
mittee. Annual  membership  dues  are  $10.  The  dues 
for  Patron  Members  are  $100  or  more.  Many  of 
our  members  regularly  make  contributions  to  the 
U.  S.  Committee,  in  addition  to  their  annual  dues. 
All  such  contributions  to  the  United  States  Com- 
mittee of  The  World  Medical  Asociation  are  tax 
deductible. 

As  the  international  voice  of  organized  medicine, 
The  World  Medical  Association  is  speaking  for  you. 
It  is  seeking  to  promote  and  protect  your  interests. 
You  are  urgently  invited  to  help  these  efforts  along, 
by  joining  the  United  States  Committee,  and  par- 
ticipating in  its  work. 
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EASY  TO 
RECOGNIZE 

All  Sealtest  Dairy  products 
carry  the  Sealtest  Label.  All 
cartons  and  bottle  caps  have 
the  same  basic  design.  And 
each  Sealtest  Dairy  Product 
uses  a different  color. 

UNIFORM 

QUALITY 

All  of  the  Sealtest  Dairy 
Products  sold  in  Connecticut 
are  uniform  in  quality.  This 
is  assured  by  the  Sealtest 
System  of  Quality  Control  at 
all  of  the  processing  plants. 

HANDY 

Sealtest  Dairy  Products  are 
convenient.  Regular  deliver- 
ies to  homes  and  stores  are 
made  from  Bridgeport,  New 
Haven,  Waterbury,  Hartford, 
Manchester,  Melrose,  New 
Britain  and  New  London. 

HOMOGENIZED 
VITAMIN  D MILK 

VITAMIN  D 
E A T - F R E E MILK 

APPROVED  MILK 

GET  THE  BEST 

BUTTERMILK 
CHOCOLATE  MILK 
COTTAGE  CHEESE 
SWEET  CREAM 
SOUR  CREAM 
BUTTER 

GET  SEALTEST 

SEALTEST  DAIRY  PRODUCTS 

are  processed  and 
distributed  in 
CONNECTICUT  by 

NEW  HAVEN  DAIRY  8c  BRYANT  8c  CHAPMAN 

NEW  HAVEN  HARTFORD 

BRIDGEPORT,  NEW  HAVEN,  WATERBURY,  HARTFORD,  MANCHESTER 
MELROSE,  NEW  BRITAIN  and  NEW  LONDON 


TWO  PREMIUM  MILKS 

are  sold  by  these 
tu’O  Connecticut  Dairies : 

8i 


WOODFORD  FARMS 
by 

BRYANT  & CHAPMAN 


! GOLDEN  GUERNSEY 

by 

NEW  HAVEN  DAIRY 
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Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


PEPPERIDGE  FARM  BREAD 

NORWALK.  CONNECTICUT 


IT  TAKES  TWO  TO  TREAT  A PATIENT 
YOU  AND  YOUR  PHARMACIST 


And  Sage-Alien’s  pharmacists  have  been  serving  you  and 
your  patients  faithfully  and  skillfully  for  14  years.  They 
stock  a complete  line  of  the  finest  drugs  . . . use  only 
the  most  modern  equipment  . . . are  on  duty  six  days 
a week,  Monday  through  Saturday,  ready  to  fill  your  pre- 
scriptions quickly  and  accurately. 

Telephone:  JAckson  4-8771 
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HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR.,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 

Telephone:  JAckson  5-0024 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 


Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


First  Floor 
No  steps 
to  climb 


32-36  ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


in  very  special  cases 
a very  superior  brandy... 
specify 


★ ★ ★ 


11m: 


nr 


COGNAC  BRANDY 

84-  Proof  1 Schieffelin  & Co.,  New  York 


HARTFORD 


established  1890 


NEW  BRITAIN 


GUILDCRAFT  OPTICIANS 
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HARTFORD  HOSPITAL 
Saturday  Morning,  1 1 o’clock  Guest  Speakers 
October  6 to  December  29,  1956 

October  6 

S.  J.  Thannhauser,  m.d.,  emeritus  professor  of  medicine, 
Tufts  University  School  of  Medicine;  senior  physician, 
New  England  Medical  Center 
Case  presentation 

October  13 

Cushman  Haagensen,  m.d.,  associate  professor  of  surgery, 
Columbia  College  of  Physicians  and  Surgeons 

Surgery  or  irradiation  for  carcinoma  of  the  breast 

October  20 

[.ester  Adelson,  m.d.,  assistant  professor  of  legal  medi- 


cine, Western  Reserve  University;  pathologist  and  chief 
deputy  coroner,  Cuyahoga  County,  Cleveland,  Ohio 
(Medical-legal  investigation  of  an  unwitnessed  homi- 
cide 

October  27 

Aaron  B.  Lerner,  m.d.,  associate  professor  of  medicine; 
chief  of  tlie  dermatology  service,  Yale  University  School 
of  Medicine 

Problems  of  melanin  pigmentation 
November  3 

Howard  Taylor,  m.d.,  professor  of  obstetrics  and  gyne- 
cology, Columbia  College  of  Physicians  and  Surgeons; 
chief  of  obstetrics  and  gynecology,  Sloan  Hospital,  New 
York  City 

10  a.  m.  CA  of  ovary 

1 1 a.  m.  Pelvic  pain 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 


November  io 

Alexander  Marble,  m.d.,  Joslin  Clinic,  Boston,  Massa- 
chusetts 

Vascular  disease  in  diabetes 
November  17 

Joseph  E.  MacManus,  m.d.,  assistant  professor  of  sur- 
gery, University  of  Buffalo  School  of  Medicine;  attend- 
ing thoracic  surgeon,  Mercy  1 lospital,  Buffalo 

Problems  in  surgery  of  congenital  heart  disease 

November  24 

Harry  Goldberg,  m.d.,  director  of  clinical  physiology, 
T he  Bailey  Thoracic  Clinic 

Combined  heart  catheterization 

December  1 

Alice  Ettinger,  m.d.,  roentgenologist-in-chief,  Pratt 
Diagnostic  Clinic,  New  England  Center  Hospital 
Cholangiography 

December  8 

Averill  Liebow,  m.d.,  professor  of  pathology,  Yale 
University  School  of  Medicine 
C.  P.  C. 

December  15 

Perrin  H.  Long,  professor  of  medicine,  State  Uni- 
versity of  New  York  in  New  York  City 
Problems  with  antibiotics 

December  22 

E.  Myles  Standish,  m.d.,  attending  dermatologist,  Hart- 
ford Hospital 

Dermatology  presentation  with  kodachrome  slides 
December  29 

No  clinic — intern  interv  iews 
Open  to  all  interested  physicians 


THE  POSTGRADUATE  MEDICAL  INSTITUTE 
COURSE  IN  GENERAL  MEDICINE 

Holyoke  Soldiers  Home,  Holyoke,  Massachusetts.  Fridays 
7:30-9:30  p.  m.,  October  5 - December  14,  1956.  Open  to  all 
physicians. 

Course  Program 

ENDOCRINOLOGY  SECTION 

October  5 

Adrenal  diseases 

Robert  E.  Dcsautels,  m.d. 

Milton  W.  Hamolsky,  m.d. 

October  12 

No  session — Columbus  Day 

October  19 

Pituitary  disease 

Charles  A.  Fager,  m.d. 

Lewis  M.  Hurxthal,  m.d. 
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October  26 

Thyroid  disease 

William  V.  McDermott,  Jr.,  m.o. 

John  B.  Stanbury,  m.il 

ALLERGY  SECTION 

November  2 

Allergic  disorders  of  the  respiratory  tract 
William  Franklin,  m.d. 

Irving  W.  Schiller,  m.d. 

N oventber  9 

Allergic  dermatitis 

Herbert  Mescon,  m.d. 

Robert  F.  Tilley,  m.d. 

November  16 

Drug  allergies  and  systemic  hypersensitivity  reactions 
Francis  C.  Lowell,  m.d. 

Robert  P.  McCombs,  m.d. 

miscellaneous  section 
November  23 

Immunohcmatology 

Bernard  M.  Jacobson,  m.d. 

Mario  Stefanini,  m.d. 

November  30 

Toxemias  of  pregnancy 
James  H.  Currens,  m.d. 

Arthur  C.  Gorbach,  Jr.,  m.d. 

December  7 

Emotional  aspects  in  adolescents 
Gaston  E.  Blom 
Frederic  M.  Blodgett,  m.d. 

December  14 

Ophthalmology 

Thomas  J.  Cavanaugh,  m.d. 

Henry  A.  Mosher,  m.d. 

The  cost  of  the  entire  course  will  be  $60. 

F'nrollment  will  not  be  accepted  for  less  than  a complete 
section. 

A section  consisting  of  3 sessions,  $30;  4 sessions  S38. 
Preference  will  be  given  to  registrants  for  the  entire 
course. 

A book  of  dated  tickets  will  be  issued  upon  registration, 
and  will  serve  as  attendance  records  for  the  date  specified. 
At  the  completion  of  the  program,  attendance  certificates 
shall  be  extended  to  physicians  registered  in  medicine.  This 
course  is  recognized  for  credit,  Category  I,  by  the  Massa- 
chusetts Chapter  of  the  American  Academy  of  General 
Practice. 

Postgraduate  Mfedical  Institute,  30  Fenway,  Boston  15, 
Massachusetts. 


COURSE  IN  CARDIOVASCULAR  DISEASES 

A course,  ‘‘Recent  Advances  in  Cardiovascular  Diseases,” 
is  being  held  at  The  Mount  Sinai  Hospital,  New  York, 
October  8 through  12,  1956,  under  the  auspices  of  The 
American  College  of  Physicians.  The  co-directors  will  be 


A Bed  Board 
is  only  half 
the  answer! 


• • • • 


A bed  board  can  only  prevent  a 
box  spring  from  sagging;  it  cannot 
correct  the  mattress.  Here's  why: 


Sofl  mattress  and  box  spring  sags  — giving 
improper  support. 


With  bed  board  added,  mattress  still  sags,  spine 
is  still  distorted. 


The  complete  answer  to  correct  support:  Only  the 
Sealy  Posturepedic  is  designed  in  cooperation 
with  Orthopedic  surgeons  — adjusts  the  body  to 
comfortably  correct  sleeping  posture. 


Sealu 


POSTUREPEDIC  MATTRESS 


Available  to  doctors  in  both  foam  rubber 
and  innerspring,  at  professional  discount. 


WRITE  TODAY  for  information  on  professional 
discount  for  doctors’  personal  use  and  new  free 
booklet,  "The  Effect  of  Bedding  on  Posture, 
Health  and  Sleeping  Comfort”. 

SEALY  MATTRESS  COMPANY 

79  Benedict  St.  Waterbury  20,  Conn. 


October,  1956 
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BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A1I  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  has  set  a 
minimum  daily  adult  requirement. 

Distributed  by 

Borden’s  Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 


Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 
Explosion^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

'At  Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.” 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


Arthur  M.  Master  and  Charles  K.  I'riedberg.  The  fees  for 
members  of  I he  American  College  of  Physicians  w ill  he 
S30,  non-members  $60.  Registration  should  he  filed  with  the 
executive  secretary,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia  4,  Pennsylvania. 


YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 
Special  Postgraduate  Course  for  Practicing  Physicians 
Endocrine  Disease  and  Hormone  Therapy 

This  course  is  designed  to  provide  internists  and  general 
physicians  with  a review  of  the  commonly  encountered 
endocrine  disorders.  Recent  advances  in  diagnosis,  the 
physiological  basis  of  therapy,  and  practical  aspects  of  man- 
agement will  he  emphasized.  No  attempt  will  he  made  in 
this  particular  course  to  cover  the  endocrinology  of  the 
gonads. 

A series  of  eight  weekly  teaching  conferences  has  been 
arranged.  In  general  each  session  will  consist  of  one  or  more 
lectures  which  will  be  followed  by  informal  discussion  and 
a question-answer  period. 

2:30  to  5:00  Thursday  afternoons,  October  11  through 
December  13,  1956,  in  Farnam  Auditorium,  Yale-New  Haven 
Medical  Center,  789  Howard  Avenue,  New  Haven. 

(No  conferences  will  be  held  on  November  22  and 
December  6.) 

October  1 1 

Control  of  endocrine  secretion 
October  18 

Thyroid  deficiency — myxedema,  cretinism,  and  goitci 
October  25 

Hyperthyroidsm 

November  1 

Adrenal  hyperfunction 

November  8 

Adrenal  insufficiency 

Use  of  adrenal  steroids  in  clinical  medicine  and  surgery 

November  15 

Pituitary  disorders 

November  29 

Parathyroid  glands  and  disorders  of  calcium  metabolism 

December  13 

Diabetes  insipidus 

Spontaneous  hypoglycemia  and  hyperinsulinism 

Program  director:  Philip  K.  Bondy,  m.d.,  associate  profes- 
sor of  medicine,  Yale  University  School  of  Medicine. 

Registration  fee  and  tuition:  $40  (for  scries  of  eight  con- 
ferences). 

Admission  will  be  limited  to  those  who  have  registered  in 
advance. 

Interns  and  residents  may  register  without  charge. 

Inquiries  should  be  addressed  to:  Assistant  Dean,  Postgradu- 
ate Medical  Education,  Yale  University  School  of  Medicine, 
333  Cedar  Street,  New  Haven  11,  Connecticut. 
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NORWALK  HOSPITAL 
WEDNESDAY,  OCTOBER  17,  1956 
A Symposium  on  Management  of  Patients  With 
Tuberculosis 

Sponsored  by  The  Connecticut  Trudeau  Society 

Speakers:  Dr.  Max  G.  Carter,  chief,  Thoracic  and  Cardiac 
Surgery,  Hospital  of  St.  Raphael,  New  Haven;  Dr.  Joseph 
N.  D'Esopo,  associate  clinical  professor  of  medicine,  Yale 
University  School  of  Medicine;  Dr.  Nicholas  D’Esopo,  chief, 
pulmonary  disease  service,  West  Haven  Veterans  Adminis- 
tration Hospital;  Dr.  Harold  L.  Ehrenkrantz,  physician  and 
internist,  Laurel  Heights  Sanatorium,  Shelton;  Dr.  John  B. 
O'Connor,  clinical  director,  Laurel  Heights  Sanatorium, 
Shelton;  Dr.  Melvin  Rodman,  senior  physician,  Pulmonary 
Disease  Service,  West  Haven  Veterans  Administration  Hos- 
pital; Dr.  Frederick  C.  Warring,  Jr.,  assistant  superintendent, 
Laurel  Heights  Sanatorium,  Shelton. 

Morning  Session — Dr.  Nicholas  D'Esopo,  Moderator 
10:00-11:00  a.  m.  Dr.  Warring 
Pulmonary  tuberculosis: 

Diagnosis — Value  of  tuberculin  testing,  sputums,  serial 
x-rays 

Evaluation  of  activity  of  disease — determining  need  for 
treatment,  follow-up  of  inactive  case — 45  minutes 
Question  and  answer  period — 15  minutes 

11:00-12:00  noon.  Dr.  O'Connor 
Pulmonary  tuberculosis: 

Medical  treatment — selection  of  drugs,  duration  of  drug 
therapy,  drug  reactions,  drug  resistant  organisms,  drugs 
in  preparation  for  surgery  and  in  the  postoperative 
period,  bed  rest,  home  care — 45  minutes 
Question  and  answer  period — 15  minutes 

12  noon  - 1:00  p.  M.  Dr.  Carter 
Pulmonary  tuberculosis: 

Surgical  treatment — resection,  collapse  therapy,  indica- 
tions and  contraindications,  complications — 45  minutes 
Question  and  answer  period — 15  minutes 

1:00-2:00  p.  m.  Luncheon 

Afternoon  Session — Dr.  Frederick  C.  Warring,  Ir., 
Moderator 

2:00-2:45  p.  m.  Dr.  Ehrenkrantz 

Tuberculosis  pleural  effusion — diagnosis,  the  so-called 
“idiopathic”  pleural  effusion,  treatment,  prognosis  of 
treated  and  untreated  pleural  effusion,  importance  of 
follow-up — 30  minutes 
Question  and  answer  period — 1 j minutes 

2:45-3:30  p.  m.  Dr.  J.  D’Esopo 

Childhood  tuberculosis — treatment  of  “clinical”  tuber- 
culosis, what  to  do  about  the  child  who  converts  to 
positive  skin  test,  BCG — 15  minutes 
Dr.  N D’Esopo 

Meningeal  tuberculosis — diagnosis,  treatment — 15 
minutes 

Question  and  answer  period — 15  minutes 


Do  You  Face  This 
PROBLEM  ? 

Like  other  busy  people,  doctors  may  find  there 
“just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Hartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  one  of  New  England’s  leading  banks  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  would  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining  taxable  investment  income.  So,  why  not 
get  full  information,  now?  Ask  for  a copy  of  our 
booklet:  “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established  1792 

Member  Federal  Deposit  Insurance  Corporation 


Hartford  National  Bank  and  Trust  Company 
Main  and  Pearl  Streets 
Hartford,  Connecticut 

Please  send  me  a copy  of  the  booklet : 
“Your  Financial  Secretary” 

Name  

Street  & No 


City  or  Town. 


October,  1996 
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SPECIAL  NOTICES 


‘ANTEPAR’ 


for  "This  Wormy  World' 


PINWORMS 

ROUNDWORMS 


*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


3:30-4:15  i*.  m.  Dr.  Rodman 

Bone  and  joint  tuberculosis — drug  therapy,  casts,  sur- 
gery— 15  minutes 
Dr.  N D’Esopo 

Genito-urinarv  tuberculosis — diagnosis,  drug  therapy, 
surgery — 15  minutes 

Question  and  answer  period — 15  minutes 

4:15-5:00  i>.  m.  Dr.  Rodman 

Gynecological  tuberculosis — diagnosis,  drug  therapy, 
surgery — 15  minutes 
Dr.  Warring 

Tuberculosis  and  pregnancy — effect  of  pregnancy  on 
T.B.  Management  of  patients  with  active,  and  inactive 
tuberculosis,  therapeutic  abortion — 15  minutes 
Questions  and  answers — 15  minutes 


GASTROENTEROLOGICAL  CONVENTION 

I lie  annual  convention  of  the  American  College  of 
Gastroenterology  will  be  held  at  The  Roosevelt  in  New 
York  City  on  October  15,  16,  17,  1956. 

The  program  this  year  will  feature  six  panel  discussions  on 
the  diseases  of  the  gastrointestinal  tract,  one  to  be  presented 
by  each  of  the  six  medical  schools  in  New  York  City.  In 
addition,  there  will  be  individual  papers  and  a special  motion 
picture  program. 

There  will  be  scientific,  as  well  as  commercial  exhibits, 
and  the  sessions  will  be  open  to  all  physicians  without 
charge. 

Following  the  convention  the  Annual  Course  in  Postgradu- 
ate Gastroenterology,  under  the  personal  direction  of  Dr. 
Owen  H.  Wangensteen  of  Minneapolis,  Minnesota,  and 
Dr.  1.  Snapper  of  Brooklyn,  New  York,  will  take  place  on 
October  18,  19,  20,  1956,  at  The  Roosevelt  and  the  new 
Metropolitan  Hospital  Center.  The  faculty  for  the  course 
has  been  chosen  from  the  medical  schools  in  New  York  and 
adjacent  areas. 

The  Postgraduate  Course  will  be  open  only  to  those  who 
have  registered  in  advance. 

Copies  of  the  program  and  further  information  concerning 
the  Postgraduate  Course  may  be  obtained  by  writing  to: 
American  College  of  Gastroenterology,  33  West  60th  Street, 
New  York  23,  N.  Y. 


THE  NEWINGTON  HOME  AND  HOSPITAL  FOR 
CRIPPLED  CHILDREN 

Presents  a Clinical  Day  on  Cerebral  Palsy  for  physicians 
and  technical  personnel.  Conducted  by  Eric  Denhoff,  m.d. 
and  the  staff  of  the  Meeting  Street  School,  Providence, 
R.  I.,  Wednesday,  October  17,  1956,  9 a.  m.  to  5 p.  m.,  in  the 
auditorium  of  the  Newington  Home  and  Hospital,  Newing- 
ton, Connecticut. 

Program 

9:00  a.  M.-  12  noon 

Presentation  and  discussion  of  cases  of  cerebral  palsy  in 
children,  with  emphasis  on  diagnosis  and  treatment 

Eric  Denhoff,  m.d.  and  staff  of  the  Meeting  Street 
School 
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12:00  noon 
Lunch 

1 :oo-2:oo  P.  M. 

Prognostic  assessment  in  cerebral  palsy 
Eric  Denhoff,  m.d. 

2:00-3:00  P.  M. 

Labor  complications  and  cerebral  palsy 
Russell  V.  Fuldner,  m.d. 

3:00-3:  30  P.  M. 

Intermission 

3:30-5:00  P.  M. 

Panel  discussion  of  questions  from  the  floor 
All  physicians  are  cordially  invited 


THE  CONNECTICUT  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

Announces  their  sixth  annual  Scientific  Assembly,  October 
25,  1956,  Hotel  Statlcr,  Hartford,  Connecticut. 

Morning  Session — The  Capitol  Ballroom 
Moderator:  Michael  W.  Palmieri,  m.d..  New  Haven, 
Connecticut 

9:00-10: 00 

Registration 

Welcome  address  by  l)r.  Jacques  Yoris,  president  of  the 
Connecticut  Academy  of  General  Practice 

10:00-10:40 

The  Management  of  diabetes 

Garfield  G.  Duncan,  m.d.,  clinical  professor  of 
medicine,  Jefferson  Medical  College,  Philadelphia, 
Pennsylvania 

10:40-1 1 : 20 

Coronary  thrombosis 

Paul  Dudley  White,  m.d.,  consultant  in  medicine, 
Massachusetts  General  Hospital,  Boston,  Massa- 
chusetts 

1 1 : 20-1 2:00 

Breast  cancer — radical  surgery  versus  conservative  treat- 
ment 

Harry  W.  Southwick,  m.d.,  clinical  assistant  pro- 
fessor of  surgery.  University  of  Illinois  School  of 
Medicine,  Chicago,  Illinois 

12:00-12:30 

Questions  and  panel  discussion 
12:45-2:15 

Luncheon  for  doctors  and  wives — the  Capitol  ballroom 
Chairman:  Peter  J.  Scafarello,  m.d.,  secretary,  Connecti- 
cut Academy  of  General  Practice 

Speaker  “Law  and  Medicine,”  George  A.  Friedman, 
m.d.,  New  York,  N.  Y. 
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Results  With 

‘ANTE  PAR5* 


against  PINWORMS 

In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 

against  ROUNDWORMS 

“Ninety  per  cent  of  the  children  passed  all  . 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

‘SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

‘TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


October,  1956 
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Check  your  area  for  the  following  members  of  the  CONNECTICUT 
AMBULANCE  ASSOCIATION  anti  be  assured  of  Connecticut’s  finest 

Bridgeport  Milford 

Bridgeport  Professional  Ambulance  Service  Chamberlain  Ambulance  Service 

Emergency  Hospital  Drivers 

Bristol 

Dunn  Ambulance  Service 
Funk  Ambulance  Service 

East  Hartford 

Maynard  Ambulance  Service 

Hartford 

Maple  Hill  Ambulance  Service 

Meriden 

Kamens  Ambulance  Service 

Middletown 

Middlesex  Ambulance  Service 

All  personnel  are  qualified  and  skilled  in  the  application  of  Professional 
Techniques  and  approved  by  the  Board  of  Examiners  of  the  C.A.A. 


New  Britain 

New  Britain  Ambulance  Service 
New  Haven 

New  Haven  Ambulance  Service 
Stamford 

Fairfield  Oxygen  and  Ambulance  Service 
Stratford 

Academy  Ambulance  Service 
Water  bury 

FitzGerald’s  Ambulance  Service 
Waterbury  Hospital 


Afternoon  Session — The  Capitol  Ballroom 
Moderator:  Jacques  Voris,  m.i>.,  president,  Connecticut 
Academy  of  General  Practice 

2:30-3:10 

Plastic  surgical  principles  in  farm,  traffic,  and  industrial 
accidents 

James  Barrett  Brown,  M.n.,  professor  of  clinical 
surgery,  Washington  University  School  of  Medi- 
cine, St.  Louis,  Missouri 

3:10-3:50 

Therapy  in  skin  and  respiratory  allergies  in  childhood 
Sheldon  C.  Siegel,  M.n.,  Children’s  Medical  Group, 
I. os  Angeles,  California 

3:50-4:05 

Recess — coffee 

4:05-4:45 

I he  aging  process 

Edward  L.  Bortz,  m.d.,  chief  medical  service,  The 
Lankcnau  Hospital,  Philadelphia,  Pennsylvania 

4;45-S: '5 

Questions  and  panel  discussion 
5:30-6:30 

Cocktail  reception — the  Capitol  ballroom 


Wives  of  physicians  arc  welcome  and  encouraged  to 
attend. 

Five  hours  of  study  course  credit  (Category  I)  will  he 
given  for  this  symposium  by  the  American  Academv  of 
General  Practice. 


NEW  ENGLAND  POST  GRADUATE  ASSEMBLY 
October  30,  31  and  November  1,  1956 
Hotel  Statler,  Boston 

Reserve  the  dates  now  for  the  New  England  Post  Gradu- 
ate Assembly  which  will  be  held  at  the  Hotel  Statler,  Boston, 
October  30,  31  and  November  1,  1956. 

The  “Assembly”  was  omitted  last  year  because  the  AM  A 
met  in  Boston  in  the  last  of  November.  The  1956  “Assembly” 
promises  to  be  up  to  the  usual  high  standards.  Sample  titles 
of  papers  are:  “Use  and  Abuse  of  Radiologist,”  “Painful 
Shoulder,”  “Orthopedic  Problems  in  Childhood,”  “Anterior 
Chest  Pain,”  “Peripheral  Vascular  Diseases,”  “Is  Progress 
Being  Made  in  Cancer  Research?”  et  cetera,  et  cetera. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS 
Chicago,  November  7-9,  1956 

Round  table  discussions  and  breakfast  conferences  will 
again  highlight  the  meetings  of  the  American  College  of 
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The  Only  Officially  Approved 

GROUP  INSURANCE 

For  Members  of 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


Accident  and  Health 
Insurance  Policy 

Principal  Sum 
$5,000.00 

Weekly  Benefit  Annual  Cost 
$50.00  $90.00 

Benefits  to  $100.00  per  week 


Catastrophic  Medical 
Expense  Policy 

Reimbursement 

$5,000.00 

Deductible  Annual  Cost 
$500.00  $32.00 

Your  family  may  be  insured  also 


Issued  by 

COMMERCIAL  INSURANCE  COMPANY 

Sold  Only  By 

ARTHUR  W.  EADE 


185  Church  Street,  New  Haven,  Conn. 


Telephone  MAin  4-4147 


IS  SASie* 

'll/ lien  Ajau  spAeA&iile. 

DENTOCAIN  TEETHING  LOTION 


FORMULA—  Alcohol 70% 

Benzocaine  10% 

. . Chloroform.  4 mins,  per  fluidounce. 

<ut  Mte  fscUuj,  . . . 

TEETHING  LOTION  makes  it  easier  to  go  through 
troublesome  teething  period.  A small  amount,  applied  with 
massage,  brings  quick.  soothing  relief  to  irritated  and 
gum  tissue,  aids  in  getting  infant  back  to  sleep. 


<ut  Mte  Motltesi  . . . 

providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
CAIN TEETHING  LOTION  grants  the  mother  greater  peace  of 
mind  and  several  additional  hours  of  necessary  rest. 
DENTOCAIN  has  also  been  useful  in  providing  temporary  relief 
for  pain  of  adult  toothache. 


Available  on  pre- 
scription only. 
Professional  samples 
and  descriptive 
literature  sent  onj 
request. j 
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FOR  PAIN 


BETTER  THAN 
CODEINE  PLUS  APC 


controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

. . . usually  for  6 hours 

seldom  constipates 


Adult  Dosage:  1 PERCODAN*  Tablet  q.  6 h. 


£p6o 


ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 


*U.S.  Pat.  2,628,185;  PERCODAN  contains  salts 
of  dihydrohydroxycodeinone  and  homatropine, 
plus  APC.  May  be  habit-forming. 


Obstetricians  and  Gynecologists  at  the  Fifth  Annual  Clinical 
meeting  to  be  held  at  The  Palmer  House,  Chicago,  Illinois, 
on  November  7-9,  195 6. 

Dr.  Howard  Stearns,  Portland,  Oregon,  Program  Com- 
mittee Chairman,  has  disclosed  that  during  the  three  day 
meeting,  two  hundred  Round  Fables  and  one  hundred 
breakfast  conferences  will  be  held.  Leaders  of  these  discus- 
sions will  be  Fellows  of  the  College  and  guest  speakers,  care- 
fully selected  for  their  special  knowledge  on  the  particular 
subject  and  their  ability  to  stimulate  and  guide  the  dis- 
cussion. 


I hree  panel  discussions  will  be  offered,  one  on  anesthesia 
in  obstetrics,  one  dealing  with  problems  connected  with 
adoption,  and  one  on  the  pathology  of  the  breast.  1 lerc  the 
audience  will  hear  experts  from  related  fields  as  well  as 
leaders  in  obstetrics  and  gynecology. 

Formal  papers  will  be  presented  on  “Prediabetic  State,” 
“Use  of  Hypotensive  Drugs  in  Obstetrical  Toxemia,”  etc. 

An  innovation  this  year  will  be  the  “Consultation  I lours” 
which  will  be  held  four  times  during  the  meeting.  At  each 
“Consultation  I lour”  a panel  of  three  outstanding  specialists 
will  undertake  to  answer  all  questions  presented  to  them 
before  the  session  or  while  it  is  in  progress. 

There  is  no  registration  fee  for  Fellows  or  Junior  Fellows 
of  the  College.  Candidates  for  Fellowship  or  Junior  Fel- 
lowship whose  names  have  been  published  in  the  ACOG 
Newsletter  will  have  a registration  fee  of  $10.  All  other 
persons  will  pay  $20  except  residents  in  obstetrics  and 
gynecology  who  may  register  at  the  meeting  without  charge 
upon  identification. 


I 


COUNTY  MEDICAL  SOCIETIES  CD 
CONFERENCE 


November  10-11,  1956 

I hc  annual  conference  of  the  County  Medical  Societies  j 
Civil  Defense  Organization  is  scheduled  for  the  w’eek-end 
of  November  10-n,  1956.  It  will  be  held  at  the  Morrison 
Hotel  in  Chicago,  Illinois.  A practical  and  informational 
program,  including  workshop  sessions,  is  being  arranged  by 
the  program  committee,  under  the  chairmanship  of  Dr. 
Charles  P.  Anderson  of  Detroit,  Michigan.  Details  of  the 
program  will  be  publicized  just  as  soon  as  final  arrangements 
have  been  completed.  Individuals  planning  to  attend  this 
conference  may  obtain  hotel  accommodations  by  writing 
directly  to  the  Morrison  Hotel,  since  arrangements  have 
been  made  to  reserve  a block  of  rooms  for  the  conferees. 
Those  requesting  reservations  should  indicate  they  plan  to 
attend  the  County  Medical  Societies  Civil  Defense  Con- 
ference. 


THE  AMERICAN  GERIATRICS  SOCIETY 
Graduate  Symposium  on  Geriatric  Medicine 

In  keeping  with  the  objectives  of  the  Society  to  make 
readily  available  to  the  medical  profession  knowledge  of  the 
latest  clinical  practices  having  to  do  with  this  broad  field 
Fhe  American  Geriatrics  Society  will  give  a Graduate 
Symposium  on  Geriatric  Medicine  at  the  Waldorf-Astoria, 
New  York  Citv,  November  19  and  20,  1956. 

This  is  a service  provided  by  the  Society  for  its  Fellows 
and  all  members  of  the  medical  profession. 
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Distinguished  specialists  front  our  leading  medical  schools 
and  reaching  hospitals  will  conduct  the  symposium. 

All  interested  physicians  are  cordially  invited  to  attend  this 
important  symposium.  There  will  be  no  registration  fee. 


FOR  PAIN 

with  mild  daytime  sedation 


SCHEDULED  EDUCATIONAL  CONFERENCES 

at  the  Yale-New  Haven  Medical  Center,  1956-1957 

Anesthesia 

Staff  conference  Mondays  3:30-4:30  p.  m.,  5014  fmb 

Basic  science  seminar  Mondays  4:30-5:30  p.  m.,  5014  fmb 

! Clinical  science  seminar  Tuesdays  4:00-5:00  p.  m.,  5014  fmb 

Combined  thoracic  conference:  Fridays  4:00-^00  p.  m.,  Fit- 
kin  Amphitheater 

Internal  medicine 

Clinic  for  students  I hursdays,  8:30-9:30  a.  m.,  Fitkin 
Amphitheater 

Grand  rounds  Saturdays,  11:00  a.  m. -12:00  m.,  Fitkin 
Amphitheater 

Medical  section  meeting  (Memorial  Unit),  third  Tuesday 
alternate  months,  8:00  p.  m..  Assembly  Room  (M.U.) 

Grand  rounds  (Memorial  Unit),  Thursdays  12:00  m.-i:oo 
p.  m..  Conference  Room  (M.U.) 

Obstetrics  and  gynecology 

Clinic  for  students  I uesdays  8:30-9:30  a.  m.,  Farnam  Aud. 

Endocrine  seminar,  to  be  announced 

Departmental  conference  first,  second,  third,  fourth 
Thursday  each  month,  4:00-5:00  p.  m.,  3045  fmb  or 
Assembly  Room  (M.U.)  alternate  weeks 

Grand  rounds  first,  second,  third,  fourth  Thursday  each 
month,  3:00-4:00  p.  m.,  3045  fmb  or  Assembly  Room 
(M.U.)  alternate  weeks 

Ophthalmology 

Staff  conference  second  Friday  each  month,  3:45-5:00 
p.  m.,  4001  CB 

Seminar  last  Friday  each  month  3:45-5:00  p.  m.,  4001  cb 

Journal  Club  third  Wednesday  each  month  12:00  m., 
Dining  Room 

Otolaryngology  weekly  conference:  Wednesday  5:00  p.  m., 
4074  CB 

Pathology 

Demonstration  gross  autopsy  material  Mondays,  Wednes- 
days and  Fridays,  9:00-10:00  a.  m.  16  lh 

Dcmonstraion  microscopic  autopsy  material  Tuesdays 

ll:00  A.  M.-I2:00  M.,  l6  I.H 

Surgical  pathology  demonstration  Wednesday  1:00-2:00 
p.  m.,  1 1 1 BML 

Staff  C.P.C.  Mondays  4:00-5:00  p.  m.,  Fitkin  Amphitheater 

Student  C.P.C.  alternate  Wednesdays  4:00-5:00  p.  m , Fit- 
kin Amphitheater 

Pediatrics  conference  for  physicians:  Wednesdays  12:00  m.- 
1:00  p.  m.,  Fitkin  Amphitheater 

Pharmacology  seminar:  to  be  announced,  4:15  p.  m.,  B301 

SHM 

Physiology  seminar:  Wednesdays  4:00-5:00  p.  m.,  B103  shm 


IDEAL  ANALGESIC/SEDATIVE 
FOR  DAYTIME  USE 


controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

. . . usually  for  6 hours 

seldom  constipates 


I by  the  effect  of  ultrashort-acting 
O /"I  hexobarbital  swiftly  controls  pain- 
C1  II  magnifying  psychicfactors  usually 
without  causing  drowsiness  or  “hangover.” 


Adult  Dosage:  1 PERCOBARB*  Capsuleq.6h. 


Cndo 


ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 


October,  1956 


*U.S.  Pat.  2,628,185:  PERCOBARB  contains  salts 
of  dihydrohydroxycodeinone  and  homatropine, 
plus  APC  and  hexobarbital.  May  be  habit-forming. 
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Psychiatry 

Research  seminar  Thursdays  4:00-6:00  p.  m.,  305  ihr 

Clinic  for  students  Fridays  8:30-9:30  a.  m.,  I itkin  Amphi- 
theater 

Public  health  seminar:  Fridays  3:30-5:00  i>.  m.,  Brady  Audi- 
torium 

Radiology 

Orthopedic  x-ray  conference  daily  8:30-9:30  a.  m.,  C:coi 
cb 

Pediatrics  x-ray  conference  Tuesdays  and  Fridays  9:15- 
10:00  A.  M.,  C200I  CB 

Cardiovascular  conference  Wednesdays  4:00-5:00  p.  m., 
Farnam  Auditorium 

Staff  x-ray  conference  Thursdays  4:30-5:30  p.  m.,  I- itkin 
Amphitheater 

Neurosurgical  x-ray  conference  Fridays  11:30  a.  1x1.-12:30 
p.  m.,  C2001  CB 

Surgery 

Urological  staff  conference  Mondays  8:30-10:30  a.  xi., 
Farnam  Auditorium 

Clinic  for  students  Wednesdays  8:30-9:30  a.  m.,  Farnam 
Auditorium 

Grand  rounds  Saturdays  8:10-9:00  a.  m.,  Farnam  Audi- 
torium 

Surgical  staff  conference  (Memorial  Unit),  second  Mon- 
day each  month,  5:00-6:00  p.  m.,  Assembly  Room 
(M.U.) 

Surgical  pathological  conference  (Memorial  Unit)  Tues- 
days 3:00-4:00  p.  m.,  W-261  (M.U.) 

Surgical  conference  (Memorial  Unit)  Thursdays  3:00- 
4:00  p.  m.,  E508  (M.U.) 

X-ray  conference  (Memorial  Unit)  Fridays  2:30-3:30 
p.  m.,  W-261  (M.U.) 

Surgical  rounds  (Memorial  Unit)  Saturdays  10:00-11:00 
A.  M.,  E-508  (M.U.) 

Neoplasm  conference  (Memorial  Unit)  last  Tuesday  each 
month,  4:00-5:00  p.  m.,  Assembly  Room  (M.U.) 

(Open  to  physicians  without  charge 


NEW  BOOKS  IN  REVIEW 

A HISTORY  OF  THE  THERAPY  OF  TUBERCULO- 
SIS AND  THE  CASE  OF  FREDERICK  CHOPIN.  By 
Esmond  R.  Long.  University  of  Kansas  Press.  1956. 
292  pp.  $2. 

Reviewed  by  Nicholas  A.  Mahinaro 

The  history  of  great  movements  is  usually  filled  with  the 
names  of  men,  deeds,  and  actions.  Fortunately  there  are 
men  who  can  compile  the  historical  record  of  such  changes. 

Esmond  R.  Long  has  been  an  outstanding  leader  in  the 
fight  against  tuberculosis.  He  has  made  notable  contribu- 


tions in  the  fields  of  research,  teaching,  pathology,  and  ad- 
ministration. Now  he  demonstrates  an  ability  to  write  his- 
tory'. 

lie  was  invited  to  give  the  Logan  Clcndening  Lectures 
on  the  History  and  Philosophy  of  Medicine  at  University 
of  Kansas.  This  book  is  a record  of  those  lectures.  It  con- 
tains sixty-five  pages  and  an  extensive  reference  and  index. 
The  material  is  divided  into  two  categories.  Lite  first  is  the 
record  of  the  illness  of  Frederick  Chopin,  and  the  second 
is  the  narration  of  the  history  of  the  therapy  of  tubercu- 
losis. 

The  author  uses  a unique  method  to  set  the  stage  for  the 
main  theme  by  telling  the  story  of  Chopin’s  fourteen  long 
years  of  illness  with  tuberculosis.  Actually  this  story  depicts 
the  inadequate  therapeutic  measures  that  were  available  in 
the  early  nineteenth  century.  Chopin  may  have  lived  four- 
teen years  with  his  tuberculosis  in  spite  of  the  treatment 
rather  than  because  of  it. 

The  section  on  the  history  of  the  therapy  of  tuberculosis 
contains  the  names  and  contributions  of  many  famous  men 
starting  with  Hippocrates  and  ending  with  Domagk.  He 
describes  the  therapeutic  eras  starting  with  Hippocrates, 
passing  through  the  sanatorium,  fresh  air,  bed  rest,  collapse, 
and  ending  with  the  present  chemosurgical  period. 

This  little  book  is  very  readable  and  presents  a vivid 
picture  of  man’s  slow  hut  sure  progress  against  a deadly 
disease.  Also  it  strengthens  our  belief  that  eventually  man 
w ill  conquer  this  disease. 

EXPERIMENTAL  TUBERCULOSIS.  BACILLUS  AND 

HOST.  With  an  addendum  on  experhnental  Leprosy. 

1 he  editors  are  G.  E.  W.  W olstenholme,  and  Margaret 

P.  Cameron , assisted  by  Cecelia  M.  O’Connor.  Boston: 

Little,  Brown  and  Company.  1955.  396  pp.  with  69 

illustrations.  $9. 

Reviewed  by  N.  A.  Marinaro 

Numerous  investigators  from  Europe  and  America  were 
invited  to  present  their  results  in  the  basic  sciences  per- 
taining to  tuberculosis.  These  disciplines  included  chemistry, 
pharmacology,  immunology,  and  tissue  culture.  The  clinical 
aspects  were  purposely  omitted. 

The  symposium  was  held  in  London  in  October,  1954, 
under  the  direction  and  stimulation  of  the  Ciba  Foundation. 
Under  the  chairmanship  of  Arnold  R.  Rich,  of  the  Depart- 
ment of  Pathology,  Johns  Hopkins  University,  a total  of 
twenty  six  papers  were  presented.  Twenty  two  were  on 
various  aspects  of  experimental  tuberculosis,  and  four  were 
on  experimental  leprosy.  Also  each  paper  was  followed  by 
a free  and  informal  discussion. 

The  vast  amount  of  material  herein  reported  indicates 
that  there  is  still  considerable  interest  in  the  tubercle  bacillus 
and  the  pathogenesis  of  tuberculosis.  Despite  the  notable 
advances  made  in  the  prevention  and  treatment  of  tuber- 
culosis during  the  past  decade,  much  needs  to  be  known 
before  we  conquer  this  disease.  Tuberculosis  still  remains  a 
major  threat  to  the  health  of  the  world. 

The  editors  of  this  book  deserve  a word  of  commendation 
for  making  available  this  very  important  information. 
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GENERAL  INFORMATION 


Registration  Fee 

The  registration  fee  of  $5  provides  for  admission  to  all  sessions  of  the  Congress. 

Hospital  residents,  interns,  and  medical  students  will  he  admitted  without  charge,  if  a statement  of  their 
position,  signed  by  an  official  of  the  hospital  or  medical  school  is  presented  at  the  registration  desk. 

Meeting  Place 

All  of  the  sessions  will  he  held  in  the  Ballroom  and  the  Boston,  Buffalo,  New  York,  and  Washington 
Rooms  of  the  Hotel  Statler. 

Telephone 

Telephone  messages  will  he  received  at  Hartford,  CHapel  9-5611. 

Luncheon 

No  special  arrangements  have  been  made  for  lunch.  Luncheons  will  be  available  in  the  regular  dining 
rooms. 

Parking 

There  are  public  parking  areas  near  the  hotel  and  metered  curb  parking. 

Hotel  Accommodations 

Persons  who  wish  to  remain  over  night  should  make  reservation  as  soon  as  possible  since  acommodations 
are  limited. 

Note:  Eight  hours  of  Study  Course  Credit  (Category  1)  will  be  given  for  attendance  at  this  Congress 
by  the  American  Academy  of  General  Practice. 
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PROGRAM 

THIRTY- FIRST  CONNECTICUT  CLINICAL  CONGRESS 
HOTEL  STATLER,  HARTFORD 
WEDNESDAY,  DECEMBER  5,  1956 

9:15  Registration  on  Mezzanine 


BALLROOM 

Harold  M.  Clarke,  New  Britain,  presiding 
9:45  Coronary  Artery  Disease— Physiologic  Concepts-Surgical  Operation 

Claude  S.  Beck,  Cleveland,  Ohio;  Professor,  Cardio-V 'oscular  Surgery,  Western  Reserve 
University;  Attending  Surgeon,  University  Hospitals 

10:30  Treatment  of  Cancer  of  the  Cervix 

Howard  C.  Taylor,  Jr.,  New  York  City;  Executive  Officer  and  Professor,  Department  of 
Obstetrics  and  Gynecology,  Columbia  University  College  of  Physicians  and  Surgeons; 
Director  and  Attending  Obstetrician,  Obstetrical  and  Gynecological  Service,  (The  Sloane 
Hospital  for  Women),  Presbyterian  Hospital,  New  York 

BOSTON  ROOM 

John  C.  Leonard,  Hartford,  presiding 

9:45  Modern  Treatment  of  Leukemias  and  Lymphomas 

William  Dameshek,  Boston,  Massachus  etts;  Professor  of  Medicine,  Tufts  University  School 
of  Medicine ; Senior  Physician  and  Chief  of  Hematology,  New  England  Center  Hospital 

,<)■  30  Treatment  of  Streptococcal  Infections  and  Prevention  of  Post  Streptoccal  Complications 
Benedict  F.  Massed,  Boston,  Massachusetts;  Research  Director,  House  of  Good  Samaritan; 
Assistant  Clinical  Professor  of  Pediatrics,  Harvard  Medical  School 

11:15  Intermission  to  Visit  Technical  Exhibits 

BALLROOM 

Ralph  E.  Kendall,  Hartford,  presiding 
11:30  Clinicopathological  Conference 

Joseph  E.  Flynn,  Columbia,  Missouri;  Professor  and  Chairman,  Department  of  Pathology, 

University  of  Missouri  Medical  School 

Discussant:  William  Dameshek,  Boston,  Massachusetts 

12:30  Luncheon 
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WEDNESDAY,  DECEMBER  5,  1956 

BALLROOM 

H.  M.  Marvin,  New  Haven , presiding 

1 : 00  Panel  on  the  M ANAGEMENT  OF  MYOCARDIAL  INFARCTION 

Charles  K.  Friedberg,  New  York  City ; Associate  Clinical  Professor  of  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons ; Attending  Physician,  Mount  Sinai  Hospital 

Irving  S.  Wright,  New  York  City;  Professor  of  Medicine,  Cornell  University  Medical  Col- 
lege; Attending  Physician,  New  York  Hospital 

Discussant:  Claude  S.  Beck,  Cleveland,  Ohio 
3:00  Intermission  to  Visit  Technical  Exhibits 


BALLROOM 

Program  Arranged  by  Hezfkiah  Beardsley  Pediatric  Society 
James  M.  Sturtevant,  New  London,  presiding 
3:15  Bilirubin:  a Toxic  Substance 

Richard  L.  Day,  Brooklyn,  New  York ; Professor  of  Pediatrics,  State  University  of  New 
York,  College  of  Medicine;  Chief  of  Pediatric  Service,  Kings  County  Hospital , Brooklyn 


BOSTON-BUFFALO  ROOMS 

Program  Arranged  by  Connecticut  Society  for  Psychiatry  and  Neurology 
Harold  S.  Wright,  Greenwich,  presiding 

3:15  The  Therapeutic  Team  in  Child  Psychiatry 

I.  Peter  Glauber,  New  York  City;  Attending  Psychiatrist,  Hillside  Hospital,  Glen  Oaks, 
New  York ; Supervisor  in  Psychotherapy,  Treatment  Center,  New  York  Psychoanalytic 
Institute;  Director  of  a private  therapeutic  service  for  functional  speech  disorders 


NEW  YORK- WASHINGTON  ROOMS 
William  H.  Keeler,  Hartford,  presiding 
3:15  Radio-Active  Fall  Out 

Gordon  Dunning,  Washington,  D.  C.;  Health  Physicist,  Division  of  Biology  and  Medi- 
cine, U.  S.  Atomic  Energy  Commission,  Washington,  D.  C. 

4:30  Adjournment 
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THURSDAY,  DECEMBER  6,  1956 

9: 15  Registration  in  Foyer  on  Mezzanine 

BALLROOM 

Arthur  Ebbert,  Jr.,  New  Haven,  presiding 

9:45  An  Evaluation  of  the  New  Oral  Sulfonyl-Urea  Drugs  in  Diabetes  Melitus 

Max  Miller,  Cleveland,  Ohio;  Associate  Professor  of  Medicine,  Western  Reserve  University 
School  of  Medicine;  Associate  Physici  n,  University  Hospitals  in  charge  of  metabolism 

10:30  A Consideration  of  Nausea 

Stewart  Wolf,  Oklahoma  City,  Oklahoma;  Professor  and  Head  of  Department  of  Medicine, 
University  of  Oklahoma  School  of  Medicine;  Chief,  Psychosomatic  Section,  Oklahoma 
Medical  Research  Foundation 

BOSTON  ROOM 

Edward  J.  Ottenheimer,  Willimantic,  presiding 

9:45  Diagnosis  of  the  Acute  Abdomen  in  Children 

Orvar  Swenson,  Poston,  Massachusetts;  Surgeon-in-Chief , The  Boston  Floating  Hospital  for 
Infants  and  Children;  Clinical  Professor  of  Pediatric  Surgery,  Tufts  University  School  of 
Medicine 

10: 30  Management  of  Urinary  Tract  Infections 

J.  Hartwell  Harrison,  Boston,  Massachusetts;  Clinical  Professor,  Genito -Urinary  Surgery, 
Harvard  Medical  School;  Urologic  Surgeon,  Peter  Bent  Brigham  Hospital 

11:15  Intermission  to  Visit  Technical  Exhibits 

BALLROOM 

Paul  D.  Rosahn,  New  Britain,  presiding 
11:30  Clinicopathological  Conference 

H.  M.  Zimmerman,  New  York  City;  Professor  of  Pathology,  Columbia  University  College 
of  Physicians  and  Surgeons;  Chief , Laboratory  Division,  Montefiore  Hospital,  New  York 
Discussant:  Max  Miller,  Cleveland,  Ohio 

12:30  Luncheon 

BALLROOM 

Benjamin  V.  White,  Hartford,  presiding 
1:45  Panel  on  Gastric  Ulcer:  Medical  Versus  Surgical  Management 

Chester  i\I.  Jones,  Boston,  Massachusetts;  Consulting  Visiting  Physician,  Massachusetts  Gen- 
eral Hospital;  Clinical  Professor  of  Medicine,  Harvard  Medical  School 
Francis  D.  Moore,  Boston,  Massachusetts;  Surgeon-in-Chief,  Peter  Bent  Brigham  Hospital; 
Moseley  Professor  of  Surgery,  Harvard  Medical  School 
Discussant:  Stewart  Wolf,  Oklahoma  City,  Oklahoma 

2:45  Intermission  to  Visit  Technical  Exhibits 

3:00  Medical  Care  Plan  for  Dependents  of  Military  Personnel  (P.L.  569) 

Major-General  Paul  1.  Robinson,  MC-USA,  Washington,  D.  C.;  Executive  Director,  Office 
for  Dependents’’  Medical  Care,  Office  of  the  Surgeon  General 
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THURSDAY,  DECEMBER  6,  1956 

BOSTON  ROOM 

4:00  Semi-Annual  Meeting,  House  of  Delegates,  Connecticut  State  Medical  Society 
Cole  B.  Gibson,  Aleriden,  Speaker  of  the  House,  presiding 

ROOM  404 

Council  of  New  England  State  Medical  Societies— Fall  Meeting 
William  H.  Horton,  Windsor,  President,  presiding 

5:30  Business  Meeting 
6:00  Social  Hour 
7:00  Dinner— Ballroom 


Exhibitors  — 1956  Clinical  Congress 
December  5,  6,  1956 

1.  Connecticut  Hospital  Equipment  & Supply  Company,  Hartford,  Connecticut 

2.  E.  R.  Squibb  & Sons,  New  York,  New  York 

3.  SEVEN-UP  Bottling  Company,  Inc.,  Hartford,  Connecticut 

4.  Organon,  Inc.,  Orange,  New  Jersey 

5.  Connecticut  Medical  Service,  New  Haven,  Connecticut 

6.  Walker  Laboratories,  Inc.,  Mount  Vernon,  New  York 
7 Merck  Sharp  & Dohme,  Philadelphia,  Pennsylvania 

8.  Gray  Pharmaceutical  Co.,  Inc.,  Newton,  Massachusetts 

9.  Sanborn  Company,  Cambridge,  Massachusetts 

10.  The  Borden  Company,  New  York,  New  York 


CALL 

SEMI-ANNUAL  MEETING  OF  HOUSE  OF  DELEGATES 

The  1956  semi-annual  meeting  of  the  House  of  Delegates  will  be  held  at  the  Hotel  Statler,  Hartford, 
on  Thursday,  December  6 commencing  at  4:00  o’clock  in  the  afternoon. 

The  purposes  of  this  meeting  are: — 

1.  Action  upon  the  Society’s  budget  for  1957  as  recommended  by  the  Council. 

2.  Amendment  of  the  By-laws  as  recommended  by  the  Council  so  that  "who  have  resided  and  prac- 
ticed under  that  license  in  the  State  of  Connecticut  for  one  year”  be  deleted  from  Article  XIII, 
Sec.  3,  par.  1. 

3.  Action  on  such  other  matters  as  may  be  presented  in  accordance  with  the  By-laws. 

Ralph  T.  Ogden,  President 
Creighton  Barker,  Executive  Secretary 
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Dwight  H.  Murray,  m.d. 

President— AM  A 

BALLROOM 

7:00  Dinner 

Speaker:  Dwight  H.  Murray,  Napa,  California 
President  of  the  American  Medical  Association 
Subject:  “M.D.”  A Shield  Not  a Scepter 

Registration  Cards  eor  the  Congresss  and  Reservation  Cards  for  the  Dinner  W ill  be  Included 
With  the  Program  of  the  Meeting  Which  Will  be  Distributed  to  All  Members.  Physicians  wives 
are  invited  to  attend  the  dinner  on  Thursday,  December  6. 
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ANTICOAGULANTS  IN  ACUTE  MYOCARDIAL  INFARCTION 

A Review  of  the  Literature  and  the  Experiences  at  The  Hartford  Hospital 

George  A.  F.  Lundberg,  Jr.,  m.d.  and  Melvin  H.  Chalfin,  m.d.,  Hartford 


npHE  use  of  anticoagulant  therapy  in  the  treatment 
of  acute  myocardial  infarctions  to  prevent  the 
extension  of  an  already  present  coronary  thrombosis 
and  to  prevent  the  formation  of  mural  thrombi  was 
first  proposed  by  Solandt,  Nassim,  and  Dest  in  1939 
and  based  mainly  on  animal  experiments.  During 
1945  and  early  1946  several  articles  appeared  re- 
lating the  experiences  of  the  authors  in  treating  acute 
1 myocardial  infarction  with  anticoagulant  drugs. 
With  but  a few  exceptions  these  reports  implied  that 
the  mortality  and  the  frequency  of  thromboembolic 
complications  were  significantly  reduced.  Because 
of  these  uniformly  favorable  results,  the  American 
Heart  Association  in  the  spring  of  1946  appointed 
a committee  to  evaluate  accurately  the  merits  of 
anticoagulant  therapy  in  acute  myocardial  infarc- 
tion. 

A random  method  of  selecting  patients  was  de- 
1 vised  using  sixteen  different  hospitals  throughout 
the  country,  and  anticoagulant  therapv  was  used 
in  a prescribed  plan.1"3  Their  results  demonstrated  a 
reduction  in  mortality  rate  in  the  mild  or  moderately 
ill  patients  from  12.9  per  cent  in  the  control  group 
to  7.2  per  cent  in  the  treated  group,  the  same  trend 
being  evident  in  those  patients  who  were  severelv 
ill  on  admission.  The  incidence  of  thromboembolic 
complications  was  reduced  by  63.7  per  cent  in  the 
mild  or  moderately  severe  patients  and  by  54  per 
cent  in  the  more  severe  patients.  On  the  basis  of  the 
results  of  their  study,  the  committee  in  1949  in  their 
preliminary  report  expressed  the  opinion  that  anti- 
coagulants should  be  used  routinely  in  all  cases  of 
acute  myocardial  infarction  except  when  specifically 
J contraindicated. 

There  has  been  little  doubt  that  in  the  severelv 
ill  patients  there  is  a definite  place  for  the  use  of 
anticoagulant  therapy.  Several  cardiologists,  how- 
ever, have  challenged  the  use  of  these  agents  in  the 
mild  attacks,  or  so-called  “good”  risk  patients,  point- 
ing out  that  the  hazards  of  anticoagulant  drugs  are 


Dr.  Lundberg.  Assistant  Resident,  Medicine,  Hart- 
ford Hospital,  Hartford,  Connecticut 

Dr.  Chalfin.  junior  Assistant  Resident,  Medicine, 
Hartford  Hospital,  Hartford,  Connecticut 


SUMMARY 

The  authors  point  out  the  controversial  findings 
reported  in  the  literature  of  the  use  of  anticoagulants 
in  the  treatment  of  acute  myocardial  infarction.  A 
study  was  carried  out  on  all  patients  with  proven  myo- 
cardial infarctions  at  the  Hartford  Hospital  over  a 
period  of  one  year,  a total  of  260.  Definite  criteria  were 
set  up  for  inclusion  of  cases  for  this  study  such  as 
proven  electrocardiographic  changes  and  time  of  in- 
farction in  relation  to  hospital  admission.  The  patients 
were  classified  by  age,  sex,  and  risk. 

The  low  incidence  found  of  bleeding  complications 
secondary  to  the  use  of  anticoagulant  drugs  is  pointed 
out  and  attention  is  called  to  the  greatest  incidence  of 
"good  risk”  patients  in  the  series  as  compared  with  the 
original  report  on  this  method  of  classification.  Daily 
prothrombin  determinations  and  close  observation  for 
signs  of  abnormal  bleeding  were  found  necessary. 


greater  than  the  benefits  one  could  theoreticallv 
expect  from  their  use.  With  this  in  mind,  Russek 
and  Zohman4  devised  a method  of  categorizing 
patients  on  admission  to  the  hospital  (Table  I).  The 
decision  as  to  whether  a patient  received  antico- 
agulant therapy  depended  on  his  classification  as  a 
“good”  or  “poor”  risk  patient. 

In  reviewing  the  hospital  records  of  1,047  con- 
secutive cases  of  acute  myocardial  infarction,  these 
authors  found  that  489  of  the  patients,  or  46.7  per 
cent  could  be  classified  as  “good”  risk.  The  mortal- 
ity for  this  group  who  received  no  anticoagulant 
therapy  was  3.1  per  cent,  with  thromboembolic 
complications  diagnosed  in  onlv  0.8  per  cent. 
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Analysis  of  the  causes  of  death  showed  that  only  1.0 
per  cent  were  theoretically  preventable  had  anti- 
coagulant drugs  been  used.  In  a second  scries  of  271 
cases  all  personally  observed  by  the  authors,  similar 
conclusions  were  reached.  Using  the  values  observed 
by  the  Committee  on  Anticoagulants  on  the  hemor- 
rhagic complications  and  mortality  of  13  per  cent 
and  1. 1 per  cent  respectively,  with  the  use  of  the 
anticoagulant  drugs,  Russek  and  Zohman  conclude 
that  there  is  no  indication  for  the  routine  use  of 
these  drugs  in  the  “good”  risk  patients. 

Table  I* 

Good  Risk  Classification 
Good  Risk  Patients 

Manifest  none  of  the  following  on  admission: 

Previous  myocardial  infarction 
Intractable  pain 

Extreme  degree  or  persistence  of  shock 
Significant  enlargement  of  the  heart 
Gallop  rhythm 
Cardiac  arrhythmia: 

Auricular  fibrillation 
Auricular  flutter 
Ventricular  tachycardia 
Intraventricular  block 
Diabetic  acidosis 
Extreme  obesity 
Previous  pulmonary  embolus 
Varicosities  (lower  extremities) 

Thrombophlebitis  (past  or  present) 

Polycythemia 

Any  other  state  predisposing  to  thrombosis 

Several  subsequent  reports  have  been  published 
challenging  the  use  of  anticoagulant  therapy  in  all 
cases  of  acute  myocardial  infarction,  as  well  as 
several  methods  of  classifying  patients  on  their  ad- 
mission. Schnur5  devised  a numerical  pathological 
index  rating,  and  from  this  felt  that  it  was  possible 
to  predict  the  outcome  of  the  attack  with  some 
degree  of  accuracy.  He  also  felt  that  the  higher 
incidence  of  treated  patients  in  the  report  published 
by  the  Committee  on  Anticoagulants  was  greater 
than  that  one  would  expect  in  a random  sampling 
of  cases  which  he  felt  tended  to  invalidate  their 
results  and  thus  their  conclusions. 

The  crucial  question  in  these  attempts  to  classify 
and  categorize  patients  with  an  acute  myocardial 
infarction  is:  is  the  clinician  able  to  determine 
the  severity  of  an  attack  and  predict  the  chances  of 
thromboembolic  complications  as  well  as  the  prog- 

*Russek and  Zohman:  Am.  J.  Med.  Sc.  228:2  (Aug.)  1954. 


nosis  of  that  attack  with  any  degree  of  accuracy? 
Halpren,8  in  107  patients  who  were  classified  on 
their  admission  as  well  as  24  and  4K  hours  later, 
found  that  it  was  necessary  to  change  the  original 
classification  in  29  per  cent  of  the  cases.  Of  these, 
six  were  changed  from  “good”  to  “poor”  risk,  four 
of  whom  subsequently  died,  while  twenty-four  were 
reclassified  as  “good”  risk  from  the  “poor”  risk 
group  after  48  hours.  Manchester7  in  a similar  series 
found  it  necessary  to  change  the  classification  in  25 
per  cent  of  his  “good”  risk  cases  into  the  “poor” 
risk  category.  Halpren  concludes  that  it  is  impossible 
for  the  clinician  to  predict  with  accuracy  to  justify 
the  withholding  of  anticoagulant  therapy  during  the 
immediate  postinfarction  period. 

Because  of  the  conflicting  reports  of  the  use  and 
the  value  of  anticoagulant  therapy  in  acute  myo- 
cardial infarctions,  a study  of  all  patients  with 
proven  myocardial  infarctions  seen  at  the  Hartford 
Hospital  during  one  year  was  made.  The  clinical 
records  of  all  patients  admitted  to  this  hospital  dur- 
ing 1954  and  discharged  with  a diagnosis  of  acute 
myocardial  infarction  were  reviewed.  Only  those 
cases  of  infarction  proven  by  definite  electrocardio- 
graphic changes  or  autopsy,  if  one  was  performed; 
and  only  those  patients  whose  infarct  occurred 
within  48  hours  prior  to  their  admission  to  the  hos- 
pital were  included.  Of  the  414  records  reviewed, 
only  260  cases  were  acceptable  under  the  condi- 
tions outlined.  Of  the  260  cases,  71  gave  a definite 
history  of  a previous  myocardial  infarction  with  a 
mortality  rate  of  53.5  per  cent  (including  those  who 
expired  during  the  first  24  hours  following  admis- 
sion). The  remaining  cases,  or  189,  were  experi- 
encing their  first  attack  with  an  over-all  mortality 
rate  of  19.6  per  cent.  If  those  patients  who  died  in 
the  first  24  hours  are  excluded,  the  corrected  mor- 
tality rate  is  5.8  per  cent  for  the  first  attack  and  32.4 
per  cent  for  those  who  had  a previous  attack. 

The  cases  were  then  broken  down  according  to 
their  age  and  sex  distribution  (Table  II).  There 
were  177  males  and  83  females  in  the  series,  only 
three  of  the  females  were  below  the  age  of  50.  The 
over-all  mortality  for  the  males  was  22.4  per  cent 
while  42.2  per  cent  of  the  females  died.  The  age 
distribution  confirms  that  reported  by  other  authors, 
and  one  also  notes  that  the  mortality  rate  increases 
with  age. 

The  patients  were  then  classified  according  to  the 
“good”  risk,  “poor”  risk  classification.  Only  75  of 
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Table  II 

Acute  Myocardial  Infarction 
I Iartford  Hospital 
•954 

Total  Age  Distribution 


NO.  OF  DEATHS 

TOTAL  DEATHS 

AGE 

SEX  CASES  24  HOURS  OVER  24 

NO. 

PER  CENT 

20-39 

M 

6 0 

I 

I 

F 

0 0 

0 

0 

Total 

6 0 

. 

I 

16.7 

40-49 

M 

32  1 

I 

2 

F 

3 0 

0 

0 

Total 

35  1 

I 

2 

5-7 

50-59 

M 

56  4 

2 

6 

F 

•7  1 

3 

4 

Total 

73  5 

5 

IO 

•3-7 

60-69 

M 

56  7 

•3 

20 

F 

29  4 

I I 

•5 

Total 

85  11 

24 

35 

41.2 

70-79 

M 

18  1 

4 

5 

F 

26  4 

7 

1 1 

Total 

44  5 

I I 

16 

36.4 

80+ 

M 

9 2 

4 

6 

F 

8 3 

2 

5 

Total 

•7  5 

6 

I I 

64.7 

Totals 

M 

•77  ‘5 

25 

40 

22.6 

F 

83  .2 

23 

35 

42.2 

the  patients, 

or  28.8  per  cent 

were 

“good”  risk 

(Table 

III). 

The  over-all  mo 

rtality 

rate 

for  the 

entire 

series, 

including  those 

patients  \\ 

ho  died 

during  their  initial  24  hours  of  hospitalization,  was 
28.8  per  cent  or  75  patients.  However,  twenty-seven 
died  during  the  first  twenty-four  hour  period  for  an 
immediate  mortality  of  10.4  per  cent,  leaving  the 
corrected  mortality  rate  at  18.4  per  cent.  There 
were  three  deaths  in  the  “good”  risk  category,  an 
incidence  of  4 per  cent.  Two  of  these  patients,  how- 
| ever,  died  during  the  initial  twenty-four  hour  period 
I following  hospitalization,  while  one  patient  expired 
during  the  first  week  for  a “corrected”  mortality 
of  1.4  per  cent  in  the  “good”  risk  patients.  There 
were  no  so-called  “preventable”  deaths  in  this 
group. 

Among  the  185  patients  classified  as  “poor”  risks 
on  their  admission  (71.2  per  cent  of  the  total 


Table  III 


GROUP 

MORTALITY  RATE 

OVER-ALL 

NO.  OF  CASES 

24  HOURS 

AFTER 
24  HOURS 

NO. 

PER  CENT 

Good  risk 

75 

2 

I 

3 

4 

Poor  risk 

.85 

25 

47 

72 

00 

^4 

Totals 

260 

27 

48 

75 

00 

bo  1 

patients  in  the  series),  seventy  two  died  during  their 
hospitalization  for  an  over-all  mortality  rate  of  38.9 
per  cent.  The  immediate  mortality  rate  was  13.5 
per  cent,  leaving  a “corrected”  mortality  rate  of 
25.4  per  cent.  Of  the  forty-seven  patients  who  died 
following  the  initial  twenty-four  hour  period, 
twenty  four  received  no  anticoagulant  therapy. 

Anticoagulant  therapy  was  used  in  a total  of 
sixty  four  or  85.2  per  cent  of  the  “good”  risk 
patients,  and  in  124  or  67.0  per  cent  of  the  “poor” 
risk  group  (Table  IV),  including  only  those  patients 
who  survived  the  initial  twenty-four  hour  period. 
Complications  were  diagnosed  clinically  in  18 
patients  with  a total  of  23  complications  noted. 
T hree  patients  in  the  “good”  risk  category  devel- 
oped complications,  an  incidence  of  4 per  cent. 
These  included  extension  of  the  infarction  in  two 
cases,  and  one  case  of  mild  transient  hemoptysis. 
There  were  no  thromboembolic  complications  noted 
in  this  group. 

Table  IV* 


GROUP 

ANTICOAGULANTS 

COMPLICATIONS 

NO.  OF  CASES 

USED 

NOT  USED 

THROMBO- 
EMBOLIC OTHERS 

Good  risk 

75 

64 

9 

0 3 

Poor  risk 

.85 

124 

36 

vi 

Totals 

260 

188 

45 

15  8 

‘Excluding  patients  who  expired  during  initial  24  hour 
period. 


Fifteen  of  the  patients  classified  as  “poor”  risk 
developed  a total  of  twenty  complications  following 
their  infarction,  an  incidence  of  8.1  per  cent.  All 
of  these  patients  showed  clinical  evidence  of  throm- 
boembolic complications,  ten  of  whom  were  on  ade- 
quate anticoagulant  therapy.  Therefore,  of  the  total 
patients  who  received  anticoagulant  therapy,  the 
incidence  of  thromboembolic  phenomena  was  5.4 
per  cent,  while  1 1 per  cent  of  the  patients  who  did 
not  receive  anticoagulant  agents  developed  clinical 
evidence  of  thromboembolic  complications. 
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Other  complications  noted  were  abnormal  bleed- 
ing while  receiving  anticoagulant  drugs  in  two 
patients  for  1 per  cent,  both  being  mild  and  transi- 
tory in  nature.  N o mortalities  directly  attributed 
to  the  anticoagulant  agents  w ere  noted.  Thombo- 
phlcbiris  developed  in  four  patients,  all  “poor”  risk 
patients,  two  of  whom  received  no  anticoagulant 
drugs,  an  incidence  of  1.0  per  cent  in  the  treated 
group  and  4.4  per  cent  in  those  who  received  no 
anticoagulants. 

DISCUSSION 

The  current  dilemma  posed  by  the  use  of  anti- 
coagulant therapy  in  acute  myocardial  infarction 
appears  to  be  based  on  the  concept  of  the  “routine” 
use  of  these  agents  in  all  cases  and  especially  in  their 
use  in  the  so-called  “good”  risk  or  mild  cases.  1 he 
advocates  of  the  selective  use  of  anticoagulant  drugs 
base  their  arguments  on  the  ability  of  the  clinician 
to  categorize  the  patients  on  admission  to  the  hos- 
pital by  the  history  and  physical  examination. 

It  is  well  recognized  that  acute  myocardial  infarc- 
tions may  be  unsuspected  and  many  times  is  diag- 
nosed only  when  complicating  factors  appear.  There 
has  also  been  a general  feeling  among  clinicians 
that  it  is  often  difficult  and  even  hazardous  to  at- 
tempt to  predict  the  course  of  an  attack  during  its 
earliest  stages,  since  unforeseen  and  unpredictable 
complications  and  sequelae  are  not  uncommon,  espe- 
cially during  the  first  week  postinfarction.  Recent 
reports  emphasize  that  thromboembolic  complica- 
tions with  disastrous  results  can  occur  in  the  “good” 
risk  patients,  even  though  the  incidence  may  be  low. 

The  reliability  and  accuracy  of  grading  patients 
on  their  admission  to  the  hospital  or  at  the  first  visit 
postinfarction  has  also  been  challenged,  with  evi- 
dence that  the  original  classification  must  be  changed 
in  one  out  of  every  four  patients  by  the  end  of 
forty-eight  hours.  With  such  a degree  of  accuracy, 
the  decision  to  withhold  anticoagulant  therapy  does 
not  appear  justified,  especially  during  the  immediate 
postinfarction  period. 

The  results  of  the  study  made  at  the  Hartford 
Hospital  where  the  anticoagulant  drugs  are  used 
more  or  less  routinely  is  admittedly  small,  and  only- 
conducted  over  a one  year  period.  Because  of  this, 
comparison  of  these  results  with  other  reported 
series  is  unreliable  and  may  be  misleading,  as  many 
variables  such  as  socioeconomic  factors  as  well  as 
the  pathophysiologic  factors  vary.  However,  several 
important  and  significant  points  are  demonstrated. 


The  incidence  of  bleeding  complications  second- 
ary- to  the  use  of  the  anticoagulant  drugs  was  only 
1.0  per  cent  in  the  1 88  patients  who  received  these 
drugs,  with  no  reported  mortalities.  In  both  cases  of 
abnormal  bleeding,  the  episodes  were  mild  and  tran- 
sient, and  had  no  bearing  on  the  mortality  or  mor- 
bidity. One  of  the  reasons  for  withholding  these 
drugs  in  the  “good”  risk  patients  was  the  rather 
high  incidence  of  complications  encountered  in  their 
usage,  which  was  higher  than  the  “preventable” 
mortality  if  they^  were  withheld.  This  fact  is  not 
borne  out  by  this  series,  indicating  that  if  used  cor- 
rectly the  complications  are  minimal  and  easily- 
controlled. 

Also,  the  incidence  of  “poor”  risk  patients  in  this 
series  was  considerably  greater  than  that  reported  in 
the  original  work  on  this  method  of  classification. 
The  discrepancy  probably  lies  in  the  interpretation 
of  the  terms  “significant  enlargement  of  the  heart” 
and  “intractable  pain.”  It  is  true  that  the  mortality 
rate  and  incidence  of  thromboembolic  complications 
was  small  in  the  “good”  risk  category,  but  the  anti- 
coagulant drugs  were  used  with  no  intention  of 
selectivity  according  to  classification. 

CONCLUSIONS 

Based  on  a review  of  the  current  literature,  and 
the  results  of  the  experiences  at  this  hospital  with 
the  anticoagulant  drugs,  we  feel  that  this  therapy 
should  be  used  in  all  cases  of  acute  myocardial  in- 
farction unless  specifically  contraindicated. 

The  various  methods  of  classification  of  patients, 
while  they  may  be  helpful  in  prediction,  are  not 
accurate  enough  to  justify-  omitting  the  use  of  the 
anticoagulant  drugs,  especially-  during  the  acute 
phase. 

The  anticoagulant  drugs,  while  potentially  haz- 
ardous, appear  to  be  safe  and  helpful  if  used  cor- 
rectly- and  cautiously.  Daily  prothrombin  deter- 
minations and  frequent  observations  for  signs  of 
abnormal  bleeding  are  necessities. 
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MASS  SURVEY  DETECTED  LUNG  CANCER  IN  CONNECTICUT,  1949-1953 


The  Author.  Research  Statistician  in  the  Division 
of  Cancer  and  Other  Chronic  Diseases,  Connecticut 
State  Department  of  Health 


SUMMARY 

Mass  x-ray  surveys  in  Connecticut  from  1949-1953 
yielded  9.2  primary  lung  cancers  per  100,000  x-rays 
taken.  If  the  procedure  had  been  limited  to  males  over 
45  a rate  of  41.8  per  100,000  could  have  been  ex- 
pected. 

The  discovery  of  unknown  lung  cancers  detected  by 
tuberculosis  mass  screening  is  statistically  significant, 
proving  the  potential  diagnostic  value  of  mass  x-ray 
surveys  in  the  detection  of  lung  cancer.  No  advantage 
in  prognosis  for  mass  survey  detected  lung  cancer  cases 
is  shown.  The  necessity  for  more  efficient  follow-up 
techniques  is  shown,  both  through  the  per  cent  of 
tumor  suspect  cases  undiagnosed  (23.6)  and  the  delay 
between  x-ray  and  diagnosis  among  our  confirmed 
malignancies  (only  36.4  per  cent  were  diagnosed  with- 
in one  month).  Without  these,  much  of  any  potential 


C greening  for  communicable  diseases  through  mass 
^ x-ray  surveys  has  proven  of  unquestionable  value 
in  the  field  of  tuberculosis  case  finding  and  control. 
During  the  five  year  period  studied,  358,283  four 
by  five  inch  stereoscopic  x-rays  were  taken  in  Con- 
necticut by  the  Connecticut  Tuberculosis  Commis- 
sion for  this  purpose.  These  form  the  raw  material 
for  the  study  reported  in  this  paper. 

In  June  of  1955,  with  the  financial  support  and 
sponsorship  of  the  Connecticut  Division  of  the 
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advantage  of  a mass  screening  technique  is  lost. 

Although  a prognostic  advantage  for  mass  x-ray 
survey  detected  lung  cancer  from  1949-1953  cannot 
be  demonstrated,  a definite  and  significant  diagnostic 
value  is  shown.  Further  advantages  might  possibly  be 
derived  through  a more  efficient  and  prompt  follow-up 
of  cases  reported  as  tumor  suspect.  It  is  unfortunate 
that  mass  surveys  conducted  for  the  detection  of  tuber- 
culosis include  only  a small  percentage  of  males  over 
45.  Mass  x-ray  surveys  for  the  detection  of  lung  cancer, 
therefore,  do  not,  at  this  time,  seem  to  offer  any  great 
hope  for  the  ultimate  cure  of  paatients  with  pulmonary 
cancer.  Yet  the  fact  must  not  be  overlooked  that  this 
technique  is  currently  the  most  efficient  case  finding 
technique  available  for  the  detection  of  lung  cancer. 

It  remains,  however,  for  the  development  of  more 
efficient  methods  of  diagnosis  and  treatment  before 
this  case  finding  technique  can  be  applied  to  mass 
populations  in  the  sincere  hope  of  improving  the 
prognosis  for  the  ever  increasing  numbers  of  lung 
cancer  patients. 


American  Cancer  Society,  a joint  effort  to  study 
these  x-rays  for  the  purpose  of  evaluating  the  mass 
x-ray  survey  technique  as  an  aid  to  the  discovery  of 
early  malignant  tumors  of  the  chest  was  undertaken 
by  the  Division  of  Cancer  and  Other  Chronic 
Diseases  of  the  Connecticut  State  Department  of 
Health  and  the  Connecticut  State  Tuberculosis  Com- 
mission. Table  A indicates  the  progressive  refine- 
ment of  the  total  x-rays  taken. 

All  reports  indicative  of  chest  abnormalities  are 
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Table  A 

Progressive  Refinement  of  .Mass  X-ray 
Survey  Data  for  Connecticut,  1949-1953 


358,283  x-rays 
■949- ‘95 3 


10,345  Positive 
2,887.4  R/100M 

347,938  Negative 

r 

716  Tumor  Suspect 
199.8  R/100M 

9,629  Other 

r 

I 

210  Tumors 

506  Other 

58.6  R/100M 

1 


56  Lung  Cancer  20  Cancer  1 3 1 3 

15.6  R/100M  Other  Site  Benign  Unknown 


33  Primary 

23  Metastatic 

9.2  R/100M 

] [ 

29  Bronchus  and  Lung 

4 Lymphatic 

8.1  R/  100M 

1. 1 R/1001M 

considered  positive  chest  x-rays,  and  were  reviewed 
for  possible  chest  rumors.  Each  of  these  10,345 
positive  chest  x-rays  is  represented  in  a Tubercu- 
losis Commission  file  by  an  identification  card  con- 
taining the  original  x-ray  impression  reported  by  the 
Commission  radiologist.  A list  of  specific  impres- 
sions, set  aside  as  possible  tumors,  can  be  noted 
from  Table  B.  A total  of  729  x-rays  representing 
716  individuals  w ere  considered  tumor  suspect  cases. 
Folders  containing  all  the  available  information  for 
each  of  these  cases  were  then  taken  from  the  Tuber- 
culosis Commission  files.  Each  case  was  reviewed 
individually  in  the  light  of  this  information  by  the 
staff  radiologist,  and  either  eliminated  from  the  study 
as  a nontumor  case,  or  retained  for  further  study. 
On  this  basis,  257  cases  were  immediately  eliminated 
(see  Table  B). 

1 he  remaining  459  cases  were  then  cross  checked 
against  the  Cancer  Record  Register  maintained  by 
the  Division  of  Cancer  and  Other  Chronic  Diseases. 
Of  these  cases,  71  were  found  in  the  register;  86 
cases,  although  not  found  in  the  register,  were  not 
followed  further  for  the  reasons  stated  in  Table  C. 
The  physician,  originally  listed  as  the  family  physi- 


Table  B 

Positive  X-ray  Cases 

Analyzed  by  Original  X-ray  Impression 

per 

cent 

prim. 

nonmalignant  malignant  TOTAL  I 


CLIN. 

PATH. 

t 

MET. 

BENIGN 

BENIGN 

p 

TO 

X-RAY  IMPRESSION 

TUMORS 

TUMORS 

OTHER 

TOTAL 

PRIM. 

MET. 

MET. 

TOTAL 

TOTAL 

Lung  abscess  

— 

— 

4 

4 

— 

— 





4 

0.0 

Atelectasis  

2 

I 

24 

27 

4 

I 

2 

7 

34 

14.7 

Parenchymal  mass  

'3 

11 

35 

59 

•4 

1 5 

3* 

32 

9i 

3 1 -9 

Mediastinal  mass  

'5 

5 

62 

82 

5 

I 

2 

8 

90 

6.7 

Hilum  shadows  enlarged  or  denser  than 

usual  

10 

6 

56 

72 

7 

I 

2 

10 

82 

9.8 

Effusion  

1 

— 

I 

2 

2 

2 

I 

5 

7 

57-1 

Bone  shadows  (susp.  of  tumor) 

18 

2 

7 

27 

— 

3 

— 

3 

30 

1 0.0 

Extra  thoracic  other  than  thyroid 

I 

— 

4 

5 

— 

— 

— 

— 

5 

0.0 

Thyroid  

M 

16 

48 

88 

— 

— 

7+ 

7 

95 

0.0 

Other  

4 

2 

I I 

17 

I 

— 

3 

4 

21 

4.8 

Sub  total  

88 

43 

252 

383 

33 

23 

20 

76 

459 

I 2.2 

Cases  originally  eliminated  as  non- 

tumors  

— 

— 

257 

257 

— 

— 

— 

— 

257 

Grand  total  

88 

43 

5°9 

640 

33 

23 

20 

76 

716 

’Note:  One  case  shown  to  be  a hamartoma  pathologically. 
fNote:  Two  cases  shown  to  be  benign  thyroid  tumors  pathologically. 

fNote:  Persons  in  this  group  were  found  to  have  a malignant  neoplasm  in  a site  other  than  the  thoracic  cage. 
The  lesion  shown  on  the  chest  x-ray  for  these  persons  may  or  may  not  be  metastatic. 
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Table  C 

Positive  X-ray  Cases 

Analyzed  by  Study  Follow-up  Information 


STUDY  FOLLOW-UP  INFORMATION 

NOT  A 
TUMOR 

MALIG. 

TUMORS 

CLIN. 

BENIGN 

TUMOR 

PATH. 

BENIGN 

TUMOR 

UNKNOWN 

TOTAL 

Data  Supplied  by  Family  Doctors 

No  diagnosis,  but  patient  is  dead  from  cause  other  than  cancer 

— 

— 

— 

— 

I 2 

I 2 

Doctor  had  no  knowledge  of  patient 

— 

— 

— 

— 

63 

63 

No  diagnosis  but  patient  is  alive 

— 

— 

— 

— 

I 2* 

12 

No  diagnosis  but  patient  is  alive  and  well 

— 

— 

— 

— 

82 

82 

No  diagnosis  but  later  x-rays  were  negative 

25 

— 

— 

— 

— 

2 5 

Cysts  

— 

— 

i 

2 

— 

4 

Inflammation  (all  types  except  tuberculosis) 

5 

— 

— 

— 

— 

s 

Calcification  (pleural)  

— 

— 

3 

— 

— 

3 

Tuberculosis  (includes  all  types,  except  tuberculomas) 

5 

— 

3 

— 

— 

8 

Tuberculomas  

— 

— 

5 

1 

— 

6 

Circulatory  system  abnormalities 

•4 

— 

1 

— 

— 

'5 

All  nonmalignant  thyroid  conditions 

3 

— 

'9 

16* 

— 

38 

All  other  nonmalignant  conditions 

8 

— 

I I 

5 

— 

24 

Tumors  of  unknown  pathology 

— 

— 

— 

— 

3 

3 

Malignant  tumors  

— 

2 

— 

— 

— 

2 

Sub  total  

60 

2 

44 

24 

*72 

3°2 

Family  Doctors  not  Contacted 

None,  as  case  was  found  in  cancer  file 

— 

53 

— 

2 

l6 

7 1 

None,  as  family  physician  is  dead  or  unavailable 

— 

— 

— 

— 

17 

17 

None,  as  failure  to  find  in  cancer  file  was  considered  ade- 


quate to  eliminate  case  or  further  information  was  re- 


ceived  at  the  Tuberculosis  Commission 

6 

— 

2 

2 

I 

I I 

None,  original  follow-up  was  adequate  to  classify  as  a benign 

tumor  

— 

— 

34 

'5 

— 

49 

None,  x-ray  data  was  adequate  to  classify  as  a benign  tumor 

— 

— 

8 

— 

— 

8 

None,  original  follow-up  was  adequate  to  classify  as  a malig- 

nant  tumor  although  case  was  not  in  cancer  file 

— 

I 

— 

— 

— 

I 

Sub  total  

6 

54 

44 

'9 

34 

■57 

Grand  total  

66 

56 

88 

43 

206 

459 

*Note:  One  case  in  each  of  these  groups  had  a malignancy  in  a site  other  than  the  thoracic  cage  and  was  not 
reported  to  the  register. 


cian  for  each  of  the  remaining  302  cases,  was  then 
contacted  for  further  information. 

As  would  be  expected,  a priori,  and  is  indicated  in 
Table  B,  the  largest  single  group  of  primary  and 
metastatic  tumors  was  discovered  from  that  group 
with  an  original  x-ray  impression  of  parenchymal 
mass.  The  very  high  percentage  of  effusions,  57.1, 
which  later  proved  to  be  due  to  malignant  growths 
is  striking.  In  view  of  the  small  number  involved, 
seven,  we  cannot  evaluate  this  group  properly  with- 
out further  study.  It  is  also  of  interest  to  note  the 
failure  to  find  even  one  malignant  case  in  the  95 
thyroid  conditions  studied. 

An  analysis  of  Table  C shows  the  large  number 
of  cases  which,  to  our  knowledge,  have  never  been 


diagnosed.  A total  of  169  cases,  representing  23.6 
per  cent  of  our  716  tumor  suspect  group  received 
no  medical  diagnosis.  Sixty-three  of  these  cases  were 
unknown  to  the  doctor  who  had  been  listed  as  the 
family  physician.  Of  the  remaining  106  cases,  94  or 
1 3 - r per  cent  remain  undiagnosed  while  under  medi- 
cal observation.  This  seems  to  be  due,  at  least  par- 
tially, to  the  accepted  fact  that  cancer  of  the  lung 
has  a low  incidence  rate  compared  with  other  pos- 
sible lung  pathologies.  A period  of  watchful  waiting, 
therefore,  seems  to  delay  the  diagnostic  procedure. 
It  is  natural  for  both  the  patient  and  physician  to 
be  reluctant  to  resort  to  thoracotomy.  If  intermedi- 
ate procedures  such  as  bronchoscopy  (with  biopsy 
or  bronchoscopic  washings)  and  cytological  exam- 
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inations  of  sputum,  were  to  he  more  widely  devel- 
oped and  used,  they  may  prove  to  he  of  great  value 
in  early  differential  diagnosis. 

Seventy-six  persons  were  discovered  with  a malig- 
nant tumor.  Definite  thoracic  abnormalities  resulting 
from  the  malignancy  were  observable  in  56  of  these 
cases,  33  from  primary  lung  malignancies  and  23 
from  metastases.  Each  of  the  remaining  20  cases  had 
a primary  malignancy  in  a site  other  than  the  chest, 
three  had  benign  chest  lesions  and  17  had  chest 
lesions  of  an  unknown  character  (see  Table  B). 

Our  chief  interest  is  in  the  33  primary  lung  can- 
cers detected  and  further  discussion  w ill  be  limited 
to  these. 

Table  D 

Primary  Lung  Cancer  Rates  Per  100,000  X-ray  Population 
Based  on  Estimated  Age-Sex  Distribution  of  1949-1953 
Mass  X-ray  Population 


Males 

ESTIMATED 

NO.  OF 

AGE 

DISTRIBUTION 

CANCER  CASES 

r/  ioom 

Under  15 

358 

— 

— 

1 5-24 

31,17° 

I 

3-2 

M-34 

52,309 

I 

1.9 

35-44 

45,860 

— 

— 

45-54 

30,096 

6 

19.9 

55-64 

21,497 

15 

69.8 

Over  65 

8,24. 

4 

48.5 

Sub  total 

189,173 

27 

14.3 

Females 

ESTIMATED 

NO.  OF 

AGE 

DISTRIBUTION 

CANCER  CASES 

r/  IOOM 

Under  15 

358 

— 

— 

15-24 

37,978 

— 

— 

25-34 

46,577 

— 

— 

35-44 

39,053 

— 

— 

45-54 

24,722 

2 

8.1 

55-64 

13,973 

2 

14.3 

Over  65 

6,091 

2 

32.8 

Sub  total 

1 69, 1 1 0 

6 

3-5 

Grand  total 

358,283 

33 

9.2 

Table  D is  an  estimated  breakdown  of  cancer  rates 
per  100,000  x-ray  population  by  age  and  sex.  As 
there  were  no  data  available  on  the  age-sex  distribu- 
tion for  the  five-year  period  studied,  an  estimate  of 
this  distribution  is  based  upon  the  three  year  period 
from  1949  through  1951.  We  therefore  make  the 


assumption  that  the  age-sex  distribution  from  1949 
1953  's  r^1e  same  proportionately  as  the  atje-sex  dis- 
tribution from  1 949-195 1. 

A look  at  1 able  D shows  a rate  of  9.2  per  100,000 
x-rays  for  both  sexes.  The  male  rate  per  100,000  is 
14.3  compared  to  3.5  per  100,000  for  females.  The 
overall  Connecticut  rate  per  100,000  in  1947-1951 
was  26. 8 for  males  and  4.6  for  females.  In  addition, 
both  sexes  show  a progressive  increase  of  rates  with 
progressive  increases  in  age.  If  we  were  to  include 
only  males  over  45  in  our  x-ray  surveys  we  would 
expect  a rate  of  about  4 1 .8  per  100,000  mass  x-rays 
taken.  This  compares  to  a rate  of  113.3  per  100,000 
for  cancer  among  males  over  45  in  Connecticut  from 
1 947- 1 95 1.  Males  over  45,  unfortunately,  comprise 
only  16.7  per  cent  of  our  mass  x-ray  population  for 
the  five-year  period  studied. 

1 he  following  statistical  summaries  arc  taken  from 
Table  E: 


Table  E — Summary  i 


SITE 

QUANTITY 

RATE  PER  I 00,000 

Bronchus  and  lung 

29 

8.1 

Lymphatic  system 

4 

I.I 

Total 

33 

9.2 

A rate  of  K.i  cases  per  100,000  mass  survey  x-rays 
for  bronchogenic  carcinoma  in  Connecticut  com- 
pares favorably  to  an  average  of  10  per  100,000’ 
found  generally  in  this  type  of  survey,  and  6.8  per 
1 00,000-  for  New  York  State. 

Table  E — Summary  2 

TYPE  OF  DIAGNOSIS 

CONFIRMATION  QUANTITY  PER  CENT 

Histological  18  54.5 

Cvtological  1 3.0 

Micr.  Sub  Total 19  57.5 

X-ray  7 21.2 

Unknown  7 21.2 

Total  33  99.9 


The  seven  cases  reported  as  unknown  are  cases 
reported  at  death  only.  The  death  certificates  for 
two  of  these  cases  indicate  previous  lung  surgery; 
two  others  note  that  autopsies  had  been  performed. 
If  these  four  cases  are  considered  as  microscopically 
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CASE 
NUM  BER 

ACE  AT 
X-RAY 

DATE  OF 
X-RAY 

SEX 

SITE 

HISTOLOGICAL  DIAGNOSIS 

QUALITY  ANDf 
GRADE  OF 
TUMOR 

STAGE  OF 
DISEASE 

I 

58 

6-49 

M 

Bronchus 

Squamous  epithelium 

Gr.  II 

Localized 

2 

59 

6-51 

M 

Lung 

Unknown 

Unknown 

Unknown 

3 

74 

6-52 

M 

Lung 

Epithelium  N.O.S. 

Gr.  IV 

Regional 

4 

54 

10-53 

M 

Bronchus 

Squamous  epithelium 

Gr.  IV 

Undeter. 

5 

60 

9-51 

M 

Lung 

Epithelium  N.O.S. 

Malignant 

Remote 

6 

77 

4-53 

M 

Lung 

Mixed  tissues  N.E.C. 

Gr.  IV 

Localized 

7 

60 

5-5' 

M 

Lung 

Epithelium  N.O.S. 

Gr.  IV 

Remote 

8 

45 

10-53 

M 

Lung 

Unspecified  glandular 

Gr.  IV 

Regional 

9 

77 

ii-49 

F 

Lung 

Unknown 

Unknown 

Unknown 

IO 

60 

4-53 

F 

Lung 

Unspecified  glandular 

Gr.  IV 

Regional 

I I 

57 

5-5  2 

F 

Lung 

Unspecified  glandular 

Gr.  IV 

Localized 

I 2 

>5 

5 "5  2 

M 

Lymphatic 

Hodgkin’s  Disease 

Gr.  IV 

Lymphoma 

' 3 

55 

4-52 

M 

Lung 

Squamous  epithelium 

Gr.  IV 

Regional 

'4 

64 

ici-53 

M 

Bronchus 

Squamous  epithelium 

Gr.  IV 

Localized 

‘5 

58 

'-49 

M 

Lung 

Unspecified  glandular 

Gr.  II 

Regional 

l6 

77 

8-52 

M 

Lung 

Epithelium  N.O.S. 

Malignant 

Undeter. 

'7 

58 

'-53 

M 

Lung 

Squamous  epithelium 

Malignant 

Localized 

18 

59 

8-51 

M 

Lung 

Epithelium  N.O.S. 

Gr.  IV7 

Undeter. 

'9 

54 

5-5' 

M 

Lung 

Squamous  epithelium 

Gr.  II 

Localized 

20 

48 

3-50 

F 

Bronchus 
or  lung 

Unknown 

Unknown 

Unknown 

2 I 

56 

12-49 

M 

Lung 

Unknown 

Unknown 

Unknown 

22 

49 

9-50 

M 

Lung 

Squamous  epithelium 

Gr.  II 

Localized 

23 

63 

1-49 

M 

Bronchus 

Epithelium  N.O.S. 

Malignant 

Regional 

24 

53 

6-49 

M 

Lung 

Unknown 

Unknown 

Unknown 

2 5 

49 

1 '-53 

M 

Lymphatic 

Lymphosarcoma 

Gr.  IV7 

Lymphoma 

26 

54 

8-49 

F 

Lymphatic 

Unknown 

Unknown 

Unknown 

27 

55 

12-51 

M 

Lung 

Squamous  epithelium 

Gr.  IV 

Regional 

28 

62 

1 1-5 1 

M 

Lung 

Specific  glandular 

Gr.  Ill 

Regional 

2 9 

63 

8-49 

M 

Lung 

Unknown 

Unknown 

Unknown 

3° 

31 

11-51 

M 

Lymphatic 

Hodgkin’s  Disease 

Malignant 

Lymphoma 

3*  * 

83 

6-49 

M 

Lung 

Unknown 

Unknown 

Unknown 

32* 

5« 

10-52 

M 

Lung 

Squamous  epithelium 

Unknown 

Unknown 

33* 

83 

5-53 

F 

Lung 

Unknown 

Unknown 

Unknown 

*Note: 

Case  numbers  31,  32 

and  33 

were  not  founc 

1 in  the  Cancer  Record  Register. 

tCases 

diagnosed 

as  Grade 

IV  are 

microscopically  confirmed  cases  with 

grade  unspecified. 
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Primary 

Table  E — Continued 
Lung  Cancers  Discovered  by  Mass 
Connecticut,  1949-1953 

X-ray  Screening 

CASE 

NUMBER 

METHOD  OF 
CONFIRM  AT  AON 

TREATMENT 

NO.  MO. 
NO.  MO.  X-RAY  TO 

X-RAY  TO  LAST  KNOWN 
HOSP.  DIAG.  ALIVE 

PRESENT  STATUS 

I 

Histologic 

Radiation 

I 

9 

Dead 

2 

Unknown 

Unknown 

IO 

IO 

Reported  at  death  only 

3 

Histologic 

Rad.  and  chem. 

I 

6 

Dead 

4 

Histologic 

Radiation 

Prior 

8 

Dead 

5 

X-ray 

None 

22 

-3 

Dead 

6 

Histologic 

Surgery 

I 

12 

Alive 

7 

Histologic 

Inoperable 

I 

1 2 

Dead 

8 

Histologic 

Surgery 

1 

1 

Unknown 

9 

Unknown 

Unknown 

33 

33 

Reported  at  death  only 

IO 

Histologic 

Inoperable 

2 

3 

Dead 

1 1 

Histologic 

Surgery 

0 

24 

Alive 

I 2 

Histologic 

Rad.  and  chem. 

3 

8 

Dead 

•3 

Histologic 

Surg.  and  rad. 

I 

'4 

Dead 

■4 

Histologic 

Surgery 

14 

'4 

Unknown 

15 

Histologic 

Ref.  treatment 

13 

20 

Dead 

l6 

X-ray 

None 

Prior 

3° 

Dead 

17 

X-ray 

Surgery 

I 

28 

Alive 

18 

Histologic 

Radiation 

6 

24 

Dead 

■9 

I listologic 

Surg.  and  rad. 

I 

5 

Dead 

20 

Unknown 

Unknown 

'4 

'4 

Reported  at  death  only 

21 

Unknown 

Unknown 

2t 

'5 

Reported  at  death  only 

2 2 

Histologic 

Surgery 

9 

48 

Alive 

23 

X-ray 

None 

2 

2 

Dead 

24 

Unknown 

Unknown 

1 6 

l6 

Reported  at  death  only 

25 

Histologic 

Chemotherapy 

5 

1 6 

Dead 

26 

Unknown 

Unknown 

9 

9 

Reported  at  death  only 

27 

Histologic 

Surgery 

2 

5 

Dead 

28 

Histologic 

Surgery 

2 

>4 

Dead 

29 

Unknown 

Unknown 

'4 

•4 

Reported  at  death  only 

3° 

X-ray 

Rad.  and  chem. 

1 

20 

Dead 

3'* 

X-ray 

None 

— 

0 

Dead;  died  from  heart 

condition  after  x-rav 

and  diagnosis 

32* 

Cytologic 

Ref.  treatment 

28 

29 

Alive 

33* 

X-ray 

None 

— 

26 

Alive 

‘Case  numbers  31,  32  and  3} 

were  not  found  in 

the  Cancer  Reco 

rd  Register. 

fCase 

number  21  is  believed 

to  have  been  diagnosed  at  Memorial  Hospital  in 

New  York. 
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confirmed  the 
per  cent.  The 
lung  cancer  in 
per  cent. 

microscopic  sub  total  would  be  69.7 
overall  microscopic  confirmation  for 
Connecticut  from  1949- 1951  is  70.7 

Table  E — Summary  3 

PRESENT  STATUS 

AVERAGE 
SURVIVAL 
IN  MONTHS 
FROM  DATE 
OF  X-RAY 

TREATMENT  QUANTITY  PER  CENT  ALIVE  DEAD  LOST 

ALIVE  DEAD 

Definitive 

Untreated 

Inoperable 

‘Unknown 

7 5 1 -5  4 11  ^ 

7 21.2  2 50 

2 6.1  020 

7 21.2  0 70 

28.0  1 1.7 
27.5  15.0 

— 7-5 

15.9 

Total 


33 


#The  seven  cases  reported  as  unknown  are  cases  reported 
at  death  only. 

Table  E — Summary  4 

DEFINITIVE 

LIFE  EXPECTANCY*  TREATMENT  UNTREATED 


Probability  of  living  1 

year  or  more 

62.5 

55.6 

Probability  of  living  2 

years  or  more 

23.4 

33-3 

Probability  of  living  3 years  or  more 

23.4 

16.7 

’Calculated  by  the 

actuarial  method. 

Table  E — Summary  5 


BRONCHUS 

AND  LUNG 

X-RAY  GROUP 

CONNECTICUT 

LIFE  EXPECTANCY* 

MALE  FEMALE 

MALE 

FEMALE 

Per  cent  alive  after  1 year 

60.9*  80.0  * 

18.0 

19.1 

Per  cent  alive  after  3 years 

14.6  19.0 

4.6 

10.7 

‘Significant  at  the  1 per  cent  level  of  confidence 
tCalculated  by  the  actuarial  method. 


Summary  5 shows  a significant  increase  in  both 
the  per  cent  of  males  and  of  females  alive  one  year 
after  diagnosis,  with  no  significant  increase  in  the 
per  cent  surviving  beyond  three  years.  These  life 
expectancy  values  are  compared  to  Connecticut  as  a 
whole  as  computed  from  data  maintained  by  the 
Cancer  Record  Register  from  1947  to  1951.  The 
Cancer  Record  Register  computes  survival  from  the 
date  of  hospital  diagnosis.  Survival  for  the  mass  sur- 
vey detected  cancer  is  computed  from  the  date  of 
the  x-ray.  It  can  be  shown  from  Table  E that  the 
average  delay  between  x-ray  and  hospital  diagnosis, 
excluding  cases  reported  by  death  certificate  only, 
is  4.9  months.  This  data  must  be  considered  with  the 
additional  data  shown  in  Summaries  3 and  4. 


Summaries  3 and  4 show  no  significant  difference 
in  survival  among  the  mass  survey  detected  cases  for 
those  treated  or  untreated. 

We  must  conclude  therefore  that  the  significant 
increase  in  one  year  survivals  represents  an  earlier 
diagnosis  rather  than  an  overall  increase  in  life  ex- 
pectancy. 


Table  E — Summary  6 


MONTHS  X-RAY  TO 
HOSPITAL  DIAGNOSIS 

QUANTITY 

PER  CENT 

CUMULA- 

TIVE 

QUANTITY' 

CUMULA- 

TIVE 

PER  CENT 

Diagnosis  prior  to  > 

:-ray  2 

6.1 

2 

6.1 

O 

1 

3.0 

3 

9.1 

I 

9 

27-3 

I 2 

36.4 

2 

5 

15.2 

l7 

5 1 -5 

3 

1 

3.0 

18 

54 -5 

4-6 

2 

6.1 

20 

60.6 

7-9 

2 

6.1 

22 

66. 7 

IO-I2 

1 

3.0 

23 

69.7 

Over  12 

8 

24.2 

3' 

93-9 

‘Unknown 

2 

6.1 

33 

100.0 

Total 

33 

100.0 

'These  cases  were  diagnosed  as  cancer  on  the  basis  of  the 
survey  x-ray  films;  however,  neither  case  was  treated  or 
reported  to  the  Cancer  Record  Register. 

Note:  For  cases  reported  at  death  only,  date  of  death  is 
used  for  date  of  hospital  diagnosis. 

It  is  of  great  import  that  31  of  33,  or  93.9  per 
cent,  of  the  primary  lung  cancers  were  discovered 
by  mass  x-ray  screening  prior  to  being  reported  to 
the  Cancer  Record  Register.  This  value  is  statistic- 
ally significant  and  proves  the  potential  value  of  the 
mass  x-ray  screening  technique  as  an  early  diag- 
nostic aid  in  the  detection  of  cancer  of  the  lung. 

It  should  be  noted  that  chest  films  showing  evi- 
dence of  tumor  are  reported  to  the  family  physician, 
by  telephone  if  possible,  the  same  day  that  they  are 
interpreted.  If  this  is  not  possible,  a written  report 
is  immediately  mailed  to  the  physician.  A letter  is 
sent  concurrently  to  the  patient  urging  him  to  see 
this  physician  immediately.  Thus  no  substantial  part 
of  the  delay  in  diagnosis  is  due  to  the  survey  proce- 
dures of  the  Tuberculosis  Commission. 
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AN  INCREASING  INCIDENCE  OE  MYELOMA 

G.  T.  O’Conor,  m.d.  and  A.  Caldarella,  m.t.,  Hartford 


Although  scrum  electrophoresis  can  be  a most 
**  useful  tool  of  the  clinical  laboratory  in  a wide 
range  of  miscellaneous  and  unrelated  disorders,  it  has 
proven,  for  all  practical  purposes,  to  be  specifically 
diagnostic  of  only  one  condition,  viz.,  plasma  cell 
myeloma.  Since  the  development  of  an  inexpensive 
and  simple  method  of  electrophoresis  utilizing  filter 
paper  as  a supporting  medium,  there  have  been  a 
number  of  excellent  reports  and  reviews  pointing 
out  the  value  of  the  method  and  its  unusual  speci- 
ficity in  myeloma.1,5,7  The  observed  changes  in  the 
serum  protein  composition  have  been  described  ade- 
quately by  these  and  many  other  authors.  In  brief, 
there  is  the  appearance  of  a well  defined  band  of 
protein  on  the  differentiated  strip  which  has  a vari- 
able migration  potential  between  the  beta  and 
gamma  globulin  fractions.  In  most  instances,  and  in 
all  cases  where  the  pattern  is  considered  diagnostic, 
the  peak  is  sharp,  high,  and  frequently  in  a position 
between  the  normal  components.  This  is  in  contrast 
to  the  broad  band  of  increased  gamma  globulin  seen 
in  liver  disease,  sarcoid,  lymphogranuloma  vene- 
reum, rheumatoid  arthritis,  and  other  instances  of 
hypergammaglobulinemia.  The  abnormal,  rapidly 
dividing,  and  immature  plasma  cells  of  myeloma  have 
been  shown  to  differ  chemically  from  normal  plasma 
cells.10  It  is  not  surprising  then  that  the  globulin 
which  they  produce  is  abnormal  and,  although  vari- 
able in  its  migration  rate,  differs  considerably  from 
the  normal  nonspecific  globulin  usually  elevated  in 
the  above  group  of  unrelated  diseases.  All  cases  of 
proven  myeloma  have  not  shown  these  diagnostic 
patterns  in  the  serum,  but  in  some  of  the  latter  a 
large  globulin  fraction  can  be  demonstrated  in  the 
urine  after  concentration.  It  is  felt  in  these  instances 
that  there  is  free  excretion  of  the  abnormal  protein 
in  the  urine  preventing  accumulation  in  the  blood 
stream.  In  our  experience  and  to  our  knowledge,  no 
other  disease  except  plasma  cell  myeloma  produces 
the  above  changes  in  the  serum,  and  therefore  false 
positive  reactions  have  not  been  demonstrated. 

It  is  the  purpose  of  this  report  to  indicate  the  very 


I)r.  O’Conor.  Assistant  Pathologist,  St.  Francis 
Hospital,  Hartford,  Connecticut 

Miss  Caldarella.  Technologist,  St.  Francis  Hos- 
pital, Hartford,  Connecticut 


SUMMARY 

Sixteen  cases  of  plasma  cell  myeloma  with  diagnostic 
serum  electrophoretic  patterns  were  studied  in  the  past 
year.  Twelve  of  these  represent  new  cases  from  one 
hospital  indicating  that  the  incidence  of  this  disease 
is  probably  much  higher  than  previously  reported  and 
often  goes  unrecognized.  Serum  electrophoresis  is  the 
most  constant  and  reliable  laboratory  method  for  diag- 
nosis of  myeloma  in  all  stages  and  should  be  utilized 
frequently  in  the  workup  of  patients  after  the  fourth 
decade. 


striking  apparent  increase  in  incidence  of  multiple  ; 
myeloma  in  a nonmedical  center  general  hospital 
following  the  introduction  of  paper  electrophoresis 
as  a laboratorv  test,  and  to  raise  several  questions 
relative  to  the  criteria  of  diagnosis  and  early  therapy. 

METHODOLOGY  AND  FINDINGS  . , 

The  Spinco  Model  R apparatus  for  filter  paper 
electrophoresis  has  been  used  in  our  laboratorv.  ' 
Whatmen  No.  3 MM  filter  paper  strips,  measuring 
30  cm.  in  length  and  3.0  cm.  in  width,  are  vertically  I 
suspended  in  a Durrum  type  cell  containing  a I 
veronal  buffer  with  an  ionic  strength  of  0.075  and 
a pH  of  8.60.  Serum  is  applied  after  the  wet  strips 
have  been  equilibrated  in  the  closed  chamber  and  a ! 
constant  current  of  7.5  m.a.  applied  for  a period  of 
16  hours.  The  strips  are  dried  in  a hot  oven  and 
stained  with  bromphenol  blue.3  After  drying  and 
exposure  to  air  for  at  least  48  hours,  quantitation  is 
obtained  using  the  Spinco  scanner  integrator  (Ana- 
lytrol). 

The  incidence  of  plasma  cell  myeloma  at  St.  I 
Francis  Hospital  since  the  opening  of  the  Tumor  I 
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year 

no.  of 
cases 

year 
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1935  _.. 

....  0 
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...  0 

1936.... 

0 

1946 

...  1 

1937... 

0 

1947 

...  2 

1938... 

1 

1948 

...  0 

1939... 

0 

1949 

...  0 

1940... 

0 

1950 

..  1 

194  1... 

0 

195  1 

...  2 

1942.. 

1 

1952 

...  6 

1943.. 

......  0 

1953 

..  0 

1944... 

.....  1 

1954 

..  2 

Fig.  1 - Multiple 

myeloma  in 

tumor 

registry 

1935-1954 

Clinic  and  Registry  in  1935  is  shown  in  Figure  1. 
In  this  20  year  period,  only  seventeen  cases  have 
been  recorded.  Six  cases  in  1952  represents  the  most 
reported  in  any  one  year  and  this  exceeds  by  three 
times  the  number  in  anv  other  single  year.  In  the 
State  of  Connecticut  as  a whole,  for  the  period  from 
1935  to  1951,  a total  of  192  cases  of  multiple  mye- 
loma were  reported  to  the  State  Tumor  Registry4 
from  all  of  the  twenty  seven  cooperating  hospitals. 
This  is  an  average  of  only  11.3  cases  a year  in  the 
entire  State.  Paper  electrophoresis  was  first  made 
available  for  the  clinical  laboratory  in  our  hospital 
in  1955.  During  that  year  we  studied  sixteen  patients 
with  a serum  pattern  diagnostic  of  multiple  mye- 
loma. The  position  of  the  abnormal  protein  in  each 
instance  is  graphically  shown  in  Figure  2.  Where 
the  myeloma  protein  was  superimposed  or  adjacent 
to  the  normal  component,  the  band  was,  in  all  cases, 
sufficiently  dense  and  sharply  defined  to  make  the 
abnormality  readily  apparent.  There  have  been  no 
cases  of  myeloma  recorded  during  this  period  w hich 
did  not  give  a diagnostic  pattern.  The  first  two  of 
these  sixteen  cases  were  the  only  survivors  on  the 
Tumor  Clinic  records  in  whom  the  diagnosis  had 
been  made  in  previous  years.  In  two  instances  blood 
was  submitted  from  another  hospital  for  confirma- 
tion of  the  diagnosis,  made  histologically  in  one 


patient  and  clinically  in  the  other.  The  remaining 
tv  elve  represent  new  cases  admitted  to  our  hospital 
and  in  whom  the  diagnosis  w7as  established  during 
the  past  year.  This  is  a very  notable  apparent  in- 
crease in  the  known  incidence  of  the  disease  and  we 
feel  is  a direct  result  of  the  rather  broad  and  even 
perhaps  indiscriminate  use  we  have  made  of  serum 
electrophoresis  as  a laboratory  test.  In  eleven  of  the 
twelve  new  cases  the  diagnosis  was  first  made  on 
the  basis  of  the  abnormal  protein  pattern  and  in  nine 
the  diagnosis  had  been  completely  unsuspected  clin- 
ically. These  twelve  new7  cases  (numbered  5-16  in 
Figure  2)  are  briefly  summarized  below  to  illustrate 
more  clearly  the  part  x-ray,  bone  rnarrew  aspiration, 
and  serum  electrophoresis  played  in  the  establish- 
ment of  the  final  diagnosis. 

1.  C.  T. — A 57  year  old,  white  male  was  seen  in  January, 
1955  with  back  pain.  X-rays  showed  multiple  destructive 
lesions  of  the  bones  and  marrow  aspiration  and  serum  elec- 
trophoresis were  confirmatory  of  multiple  myeloma. 
Urethane  has  given  some  relief  of  pain  but  the  patient  is 
doing  poorly. 

2.  A.  A. — An  82  year  old,  white  female  was  seen  in  Octo- 
ber, 1954  with  a fractured  femur.  X-rays  showed  only 
generalized  osteoporosis  with  no  destructive  lesions.  While 
in  the  hospital  she  developed  hepatitis  and  jaundice.  In 
conjunction  with  a study  of  hepatic  disease,  serum  electro- 
phoresis was  done  in  April,  1955  demonstrating  a myeloma 
pattern.  Bone  marrow  examination  was  confirmatory.  No 
treatment  for  the  myeloma  was  given.  She  recovered  from 
the  hepatitis  but  expired  in  June,  1955  from  a myocardial 
infarction. 
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3.  L.  L. — A 57  year  old,  white  female  was  studied  in 
May,  1955  because  of  repeated  attacks  of  pneumonia.  Agam- 
maglobulinemia was  considered  and  electrophoresis  done. 
She  proved  to  have  a hypergammaglobulinemia  but  the 
protein  was  condensed  in  an  abnormal  position  and  she  had 
no  demonstrable  normal  gamma  globulin.  X-rays  showed 
only  slight  generalized  osteoporosis  but  bone  marrow  exam- 
ination confirmed  the  diagnosis  of  myeloma.  Prior  to  pro- 
tective therapy  with  gamma  globulin,  the  half-life  of  radio- 
active iodinated  gamma  globulin  was  determined  in  this 
patient.  The  half-life  was  significantly  shorter  than  in  nor- 
mal controls.  At  present  the  patient  is  receiving  prophy- 
lactic penicillin  and  gamma  globulin,  and  is  asymptomatic. 

4.  G.  R. — A 65  year  old,  white  male  seen  in  May,  1955 
with  pain  in  the  back.  X-rays  and  two  bone  marrow  aspera- 
tions  were  negative  but  the  electrophoretic  pattern  was 
characteristic  of  myeloma.  He  received  no  therapy  and  is 
alive  and  well  to  date. 

5.  J.  K. — A 60  year  old,  white  female  seen  in  May,  1955 
because  of  gastrointestinal  bleeding.  An  electrophoretic  study 
was  done  and  revealed  a typical  myeloma  pattern.  Bone 
marrow  was  confirmatory.  X-ray  studies  showed  no  bony 
lesions.  Site  was  operated  on  for  a bleeding  ulcer  and  died 
at  operation  from  cardiac  arrest. 

6.  T.  MeC. — A 72  year  old,  white  male  had  had  many 
hospital  admissions  from  1950  because  of  a recurrent  eryth- 
ema multiforme  thought  to  be  due  to  drug  sensitivity. 
He  had  a negative  bone  marrow  examination  in  1954.  Serum 
electrophoresis  was  diagnostic  of  myeloma  in  July,  1955 
and  a repeat  marrow  examination  was  negative.  In  August, 
1955  however,  marrow  studies  were  confirmatory.  X-rays 
showed  no  destructive  lesions.  He  died  in  November,  1955 
with  a terminal  episode  of  acute  necrotizing  pancreatitis. 

7.  M.  J. — A 75  year  old,  white  female  entered  the  hospital 
in  July,  1955  in  uremia.  An  electrophoretic  study  showed 
a myeloma  band.  The  diagnosis  was  confirmed  by  bone 
marrow  examination.  X-rays  showed  generalized  osteo- 
porosis. She  expired  in  August,  1955  and  autopsy  showed 
advanced  pyelonephritis  and  hydronephrosis.  The  myeloma 
in  this  instance  was  an  incidental  finding. 

8.  H.  V. — A 64  year  old,  white  male  was  seen  in  Sep- 
tember, 1955  because  of  fatigue  and  weight  loss.  Electro- 
phoretic study  was  done  and  showed  the  myeloma  process. 
Bone  marrow  studies  were  confirmatory.  X-rays  of  the 
bones  were  negative.  No  treatment  has  been  given  and  no 
significant  change  has  been  noted  in  his  clinical  condition 
to  date. 

9.  J.  W. — An  82  year  old,  white  male  presented  himself 
in  November,  1955  with  weight  loss  and  marked  weakness. 
A bone  marrow  study  was  done  because  of  severe  anemia 
and  myeloma  was  suggested.  In  this  instance  the  paper  strip 
pattern  was  confirmatory.  X-rays  showed  generalized  osteo- 
porosis. No  treatment  has  been  given  and  the  patient  remains 
alive. 

10.  J.  B.- — A 55  year  old,  white  male  was  seen  in  October, 
1955  with  jaundice  and  a history  of  a bleeding  ulcer. 
The  electrophoretic  pattern  was  diagnostic  of  myeloma 
and  bone  marrow  was  confirmatory.  X-rays  showed  no 
bony  disease.  He  received  no  definitive  therapy,  developed 


renal  failure,  and  died  in  uremia  in  December,  1955. 

11.  J.  T. — A 55  year  old,  white  male  was  seen  in  Decem- 
ber, 1955  with  nausea,  vomiting,  and  pain  in  hips.  An  elec- 
trophoretic strip  was  positive  for  myeloma  and  bone  mar- 
row later  confirmed  the  diagnosis.  X-rays  of  the  bones 
were  negative.  No  treatment  lias  been  given  to  date. 

12.  A.  B. — An  84  year  old,  white  female  entered  the 
hospital  in  December,  1955  with  abdominal  pain  and  vomit- 
ing of  two  days  duration.  An  elevated  globulin  was  noted 
during  the  workup  and  an  electrophoretic  study  showed 
myeloma.  X-rays  studies  were  negative  for  bone  lesions. 
I he  patient  expired  from  a strangulated  hernia. 

Sex  distribution  showed  the  usual  male  predomi- 
nance of  about  70  per  cent  and  all  patients  were 
over  50  years  of  age.  Blood  chemistry  studies  are  not 
presented  in  the  above  or  in  table  form  because  of  the 
extreme  variability  in  the  results  at  different  periods 
in  the  course  of  the  disease  as  these  patients  were 
followed.  1 he  A/G  ratio  and  other  chemistry 
studies  were  very  inconstant  and  as  variable  as  the 
presence  of  Bence-Jones  protein  in  the  urine  is  so 
well  known  to  be.  As  is  evident  in  a number  of  these 
cases,  myeloma  probably  represents  an  incidental 
finding  and,  but  for  the  use  of  electrophoresis  in 
unselected  patients,  might  well  have  gone  unrecog- 
nized. 

DISCUSSION 

It  is  apparent  from  the  few  cases  presented  here 
as  well  as  from  the  experience  of  all  physicians  who 
have  dealt  with  this  discouraging  disease  that  hereto- 
fore the  methods  available  for  diagnosis  have  given 
inconstant  results.  Clinically  the  patients  may  pre- 
sent themselves  with  widely  varied  symptomatology, 
with  no  complaints,  or  with  totally  unrelated  prob- 
lems. Roentgenography  may  likewise  run  the  gamut 
from  no  bony  changes,  through  demineralization 
and  generalized  osteoporosis,  to  well  developed  and 
readily  recognizable  destructive  lesions.  The  usual 
laboratory  tests,  above  all,  are  most  erratic  and  un- 
predictable. Alterations  in  the  A/G  ratio  as  ordi- 
narily done,  frequently  are  not  seen  even  late  in  the 
disease,  and  changes  in  calcium,  phosphorous,  and 
alkaline  phosphatase  are  entirely  nonspecific.  Finally, 
examination  of  the  bone  marrow,  although  usuallv 
diagnostic  late  in  the  disease,  may  be  negative  and 
probably  in  the  very  early  stages  is  seldom  positive 
since  success  depends  on  biopsy  of  a lesion  which 
may  be  discrete  and  have  a spotty  distribution.  This 
point  is  exemplified  in  case  6 where  marrow  aspira- 
tions and  smears  showed  not  plasmacytosis  but 
myeloid  hyperplasia.  On  a repeated  attempt,  how- 
ever, a small  piece  of  tissue  which  proved  to  be 
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myeloma  was  found  in  the  aspirating  needle.  The 
relationship  of  hyperglobulinemia  and  plasmacytosis 
in  many  conditions  is  well  known  and  the  histologic 
vagaries  of  the  plasma  cell  series  in  these  conditions, 
as  well  as  in  myeloma,  have  been  described.2,6,8  Our 
previous  methods  of  diagnosis  therefore  very  fre- 
quently do  not  allow  us  to  make  a specific  diagnosis. 
If,  as  is  generally  conceded  in  the  consideration  of 
the  therapeutics  of  neoplasm,  hope  of  cure  depends 
on  early  diagnosis,  then  better  methods  must  be 
found.  The  specific  electrophoretic  pattern  demon- 
strated in  myeloma  would  appear  perhaps  to  be  an 
answer,  since  it  is  to  date  the  closest  approach  to 
a so-called  “blood  test  for  cancer,”  and  it  is  the 
only  laboratory  test  which  has  given  us  a consist- 
ently abnormal  result  in  all  stages  of  the  disease. 
The  globulin  produced  by  myeloma  cells,  even 
though  not  always  reflected  as  hyperglobulinemia, 
seems  to  indicate  by  its  abnormal  migration  speed 
the  malignant  nature  of  the  plasma  cells. 

There  is  every  reason  to  believe  that  myeloma,  at 
least  in  many  instances,  has  a unicentric  origin  and 
that  the  survival  time  following  the  diagnosis  is  very 
short  because  of  its  insidious  onset,  the  lack  of  avail- 
able methods  for  early  diagnosis,  and  that  by  the 
time  the  diagnosis  is  histologically  demonstrable, 
, the  disease  is  frequently  widespread  and  multicen- 
tric. Treatment  of  the  disease  by  various  methods  has 
been  uniformly  unsuccessful  and  at  the  most  offers 
only  palliation  and  relief  of  pain.  Radiation  and 
; chemotherapy  in  some  form  represent  the  principal 
i means  of  approach,  and  at  this  hospital  we  have  been 
interested  in  isotopic  iodine  as  a means  of  whole 
body  irradiation.  Kriss  et  aP  have  reported  on  this 
method,  and  the  rationale  of  using  an  iodinated 
protein  for  longer  efFect  is  most  attractive.  If  this  is 
to  hold  some  hope  of  success,  however,  criteria 
which  allow  for  diagnosis,  even  before  widespread 
marrow  involvement,  must  be  established,  and  the 
disease  must  be  suspected  and  considered  more  fre- 
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quently  in  the  patient  after  the  fourth  decade.  It  is 
suggested  that  the  use  of  paper  strip  electrophoresis 
can  be  justified  in  most  clinical  laboratories  and  that 
patients  over  forty  with  ill  defined  complaints  be 
screened  more  carefully.  The  incidence  of  myeloma 
may  then  be  expected  to  show  a sharp  increase  and 
the  survival  time  with  an  earlier  diagnosis  to  be 
appreciably  lengthened.  Finally,  it  is  to  be  hoped 
that  with  earlier  diagnosis  and  radiation  therapy 
some  long  survivals  or  perhaps  cures  may  be  ef- 
fected. 
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T)  resent  trends  in  diet  therapy  include  that  of 
standardization  and  simplification  of  diets  used 
in  the  treatment  of  disease. 

A review  of  diet  therapy  practices  some  twenty 
five  years  ago  shows  a multitude  of  diets  being  pre- 
scribed by  physicians.  Upon  examination  of  these 
diets  a similarity  is  noted  among  those  prescribed 
for  certain  diseases,  yet  different  names  are  applied. 
Dr.  DuBois1  some  years  ago  made  a plea  for  fewer 
and  better  diets.  It  has  been  the  endeavor  of  dietitians 
for  a very  long  time  to  bring  about  better  diet 
therapy  practices  so  that  the  patient  will  receive 
better  care. 

THERAPEUTIC  DIETS  TODAY 

Currently,  therapeutic  diets  are  considered  to  be 
modifications  of  the  normal  diet.  1 he  normal  diet 
may  be  modified  in  consistency,  calories,  protein, 
fat,  carbohydrate,  and  various  minerals,  mainly 
sodium.  Thus  one  of  the  important  concepts  in  diet 
therapy  is  that  the  normal  diet  is  modified  in  one  or 
more  ways  to  carry  out  a therapeutic  principle 
which  may  be  applied  to  several  similar  types  of 
diseases.  An  example  of  this  is  the  restricted  sodium 
diet  which  may  be  prescribed  for  various  cardio- 
vascular, renal,  or  hepatic  disorders  which  have  in 
common  fluid  retention.2  It  is  not  necessary  to  have 
the  diet  prescribed,  for  example,  as  a nephritic  diet, 
but  as  a specifically  designated  level  of  sodium 
restriction  (e.g.,  500  mg.  Sodium  Diet.) 

MODIFIED  DIETS 

Since  diets  should  be  prescribed  by  a physician 
in  terms  of  the  modification  of  the  normal  diet  which 
he  intends  in  order  to  carry  out  the  principle  of 
therapy  which  he  wishes  to  pursue,  most  hospitals 
have  available  a Manual  of  Diets  which  describe  the 
common  modifications  of  the  normal  diet  and  the 
principle  of  each  diet.  It  is  much  more  meaningful 
to  all  concerned,  therefore,  if  for  example  a bland 
diet  is  prescribed  rather  than  Dr.  X’s  diet  since  Dr. 
X is  the  only  one  who  knows  what  Dr.  X’s  diet  is. 


Doris  Johnson,  ph.d.,  New  Haven 


The  Author.  Director  of  Dietetics,  Grace-New 
Haven  Community  Hospital  and  Assistant  Professor 
Public  Health  (Nutrition),  Yale  University  School 
of  Medicine 


SUMMARY 

Therapeutic  diets  are  modifications  of  the  normal 
diet.  Nomenclature  of  diets  should  be  in  terms  of  the 
modification  of  the  normal  diet  desired.  Modified  diets 
must  be  planned  to  supply  adequate  nutrition  accord- 
ing to  our  present  knowledge.  Individualization  of  the 
therapeutic  diet  to  meet  the  social,  economic,  religious, 
and  racial  customs  of  the  patient  is  essential  to  the 
proper  execution  of  the  diet  by  the  patient.  The  degree 
to  which  a patient  will  follow  a therapeutic  regimen 
is  related  to  the  amount  of  interpretation  and  instruc- 
tion he  is  given. 


NOMENCLATURE 

Furthermore,  much  apprehension  is  avoided  on 
the  part  of  the  patient  if  the  diet  is  prescribed  in 
the  proper  manner  instead  of  using  the  name  of  a 
disease  to  describe  it.  It  has  frequently  happened,  as 
an  example,  that  an  ulcer  diet  is  prescribed  for  a 
patient  who  has  some  other  type  of  gastrointestinal 
disturbance  for  which  the  same  type  of  diet  therapy 
applies.  Proper  nomenclature  of  diet  will  avoid  any 
misunderstanding  on  the  part  of  the  patient  as  to 
the  condition  for  which  he  is  being  treated. 

In  order  to  bring  about  more  standardization  and 
simplification  of  therapeutic  diets,  efforts  have  been 
made  to  prepare  materials  for  use  throughout  the 
country.  Much  work  has  been  done  for  the  diabetic 
patient.  T he  American  Dietetic  Association,  the 
American  Diabetes  Association  and  the  United 
States  Public  Health  Service,  Diabetes  Branch,  work- 
ing together  several  years  ago  developed  the  Ex- 
change Lists4,5  for  use  in  the  planning  of  diabetic 
diets.  These  have  been  widely  accepted  and  have 
done  a great  deal  to  simplify  and  standardize  the 
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planning  of  diabetic  diets.  The  Exchange  Lists  group 
together  foods  of  similar  composition  in  the  amounts 
that  may  be  interchanged,  thus  allowing  for  a wide 
selection  of  foods  within  a basic  plan.  The  Exchange 
Lists  include  ones  for  milk,  meat,  fruits,  vegetables, 
breads,  and  fats.  These  same  Exchange  Lists  of  foods 
may  be  used  in  the  planning  of  low  caloric  diets. 
Another  joint  committee  at  the  present  time  is 
doing  a similar  piece  of  work  for  the  materials  to 
be  used  in  the  planning  of  restricted  sodium  diets. 

NUTRITIONAL  REQUIREMENTS 

In  modifying  the  normal  diet  for  therapeutic 
measures  we  must  not  lose  sight  of  the  fact  the 
adequate  nutrition  must  be  maintained.  The  value 
of  a therapeutic  regimen  may  be  lost  if  a nutritional 
deficit  is  imposed  upon  the  already  existing  disease. 
For  example,  there  are  yet  many  diets  prescribed 
for  the  treatment  of  peptic  ulcer  which  do  not  con- 
tain adequate  sources  of  ascorbic  acid.  Indications 
are  that  the  requirements  for  certain  nutrients  are 
probably  increased  considerably  during  many 
diseases.2  Although  we  do  not  vet  know  the  magni- 
tude of  these  increased  demands  it  would  seem  wise 
to  meet  at  least  the  minimum  ones  which  are  known. 

INDIVIUDALIZATION  NECESSARY 

Another  important  factor  in  diet  therapy  is  the 
practical  problem  of  getting  the  patient  to  follow 
the  prescribed  diet.  If  the  patient  does  not  eat  the 
food,  little  has  been  accomplished.  To  this  end  some 
hospitals  now  have  selective  menus  for  patients  on 
modified  diets  as  well  as  for  those  on  regular  diets. 
Individualization  of  the  diet  to  meet  the  preferences 
of  the  patient  can  thus  be  accomplished  and  he  is 
much  more  apt  to  follow  the  diet. 

Therapeutic  nutrition  does  not  end  in  the  hospital. 
In  fact,  many  patients  do  not  receive  a therapeutic 
diet  as  a result  of  having  been  hospitalized  but  get 
it  from  a clinic  or  a private  physician.  In  any  event 
the  adequate  instruction  of  a patient  is  essential  if 
he  is  to  follow  a dietary  regimen  satisfactorily. 
Handing  a patient  a printed  form  is  not  sufficient, 
although  it  may  ease  the  conscience  of  the  physician 
who  does  it.  Studies  have  shown  that  the  degree  to 


which  a patient  follows  a diet  at  home  is  correlated 
with  the  amount  of  interpretation  and  instruction  he 
is  given.  These  studies  also  indicated  the  important 
role  of  the  dietitian  and  nutritionist  in  the  adequate 
instruction  of  the  patient.  A good  dietary  instruc- 
tion involves  first  a nutritional  history  of  the  patient 
in  order  to  learn  his  eating  habits,  his  economic, 
religious,  and  social  situation  so  that  his  therapeutic 
regimen  may  be  planned  to  fit  into  his  way  of  life 
in  so  far  as  is  possible.  Therapeutic  diets  should  be 
planned  so  that  they  may  be  as  feasible  as  possible 
for  the  patient  to  carry  out  or  else  they  are  very  apt 
not  to  be  carried  out  at  all.  To  this  end  instructions 
should  be  given  the  patient  which  are  clear  and 
concise  and  which  are  all  inclusive  of  the  foods  to 
be  used  and  those  to  be  avoided.  He  should  receive 
an  outline  of  a basic  meal  plan  which  fits  his  indi- 
vidual situation  and  he  should  be  helped  to  under- 
stand how  he  may  plan  his  diet  with  this  basic  plan 
and  the  list  of  foods  which  he  is  allowed  on  the 
diet.  It  is  of  utmost  importance  that  the  materials 
given  patients  are  scientifically  correct  and  nutri- 
tionally sound.  Here  again  the  physician,  who  un- 
fortunately does  not  have  available  the  services  of  a 
dietitian  or  nutritionist,  should  investigate  thorough- 
ly the  reliability  of  the  source  of  the  materials  he 
uses.  Those  physicians  who  are  situated  where 
dietitians  and  nutrionists  are  available  need  only  to 
rely  upon  them  and  be  assured  that  the  patient  will 
receive  adequate  care  and  instruction  so  that  the 
therapeutic  regimen  will  be  properly  carried  out 
to  his  best  interest. 
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ANICTERIC  LIVER  DYSFUNCTION  AND  LEUKOPENIA  DURING 
CHLORPROMAZINE  THERAPY 

Edward  \ Vasserman,  m.d.,  Bridgeport 


/'"'hlorpromazine  (Thorazine)  hydrochloride,  10- 
(3-dimethvTlaminopropyl)-2-chlorphenothia- 
zine  hydrochloride,  is  now  being  extensively  used  in 
many  fields  in  both  medicine  and  surgery.1'5  Thora- 
zine selectively  depresses  the  function  of  certain 
neural  centers,  including  the  chemoreceptor  trigger 
zone.2  1 herefore  it  effectively  controls  nausea  and 
vomiting  of  various  causes,  with  dramatic  control 
of  severe  and  refractory  cases.  This  drug,  by  exert- 
ing a unique  inhibitory  action  on  the  functions  of 
the  central  nervous  system,  is  useful  in  calming 
agitated,  anxious,  confused,  or  hostile  patients.  Many 
beneficial  effects  from  its  administration  are  noted 
in  acute  and  chronic  alcoholism.  Thorazine  poten- 
tiates the  action  of  narcotics,  analgesics,  and  seda- 
tives, and  so  is  widely  used  for  control  of  intractable 
pain,  nausea,  vomiting,  apprehension,  and  protracted 
hiccups  in  terminal  cancer  patients  and  others.  In 
surgery,  chlorpromazine  is  used  for  its  calming 
action  and  for  its  ability  to  enhance  anesthesia  and 
to  control  nausea  and  vomiting. 

Any  new  drug  with  such  a multitude  of  import- 
ant uses  must  be  observed  carefully  for  side  effects 
and  reactions.  Several  cases  of  jaundice  secondary 
to  thorazine  have  been  reported,  as  well  as  a few 
cases  of  leukopenia  and  agranulocytosis.6'10  In  the 
following  reported  case,  leukopenia  was  the  out- 
standing manifestation  of  toxicity  to  this  drug,  but 
evidence  of  liver  dysfunction,  without  jaundice, 
was  detected  as  well. 

CASE  REPORT 

A 46  year  old  white  female  was  admitted  to  Bridgeport 
Hospital  on  August  12,  1955  to  undergo  investigation  of 
her  vague  gastrointestinal  symptoms,  which  included  epi- 
gastric discomfort  and  nausea.  A gastrointestinal  series, 
barium  enema,  and  gall  bladder  series  were  all  normal.  A 
normal  complete  blood  count,  done  on  August  13,  is  re- 
corded on  the  hemogram  chart.  The  past  history  revealed 
only  that  she  had  undergone  thyroidectomy,  left  oopho- 
rectomy, appendectomy,  and  tonsillectomy  about  10  years 


The  Author.  Attending  Physician,  Medical  Service, 
Bridgeport  (Connecticut)  Hospital 


SUMMARY 

A case  of  chlorpromazine  sensitivity  is  reported, 
manifested  by  leukopenia  and  laboratory  evidence  of 
liver  dysfunction. 

Contrary  to  most  previously  reported  cases  of 
hepatic  damage  associated  with  chlorpromazine,  no 
jaundice  appeared  in  this  case. 

Rapid  hematologic  and  hepatic  recovery  followed 
withdrawal  of  the  drug. 


previously.  Migraine  headaches  appeared  frequently.  The 
patient  had  been  tense  and  anxious  for  many  years,  and  had 
taken  phenobarbital  temporarily  on  numerous  occasions  in 
the  past.  On  August  12  she  had  been  placed  on  10  mg.  of 
thorazine,  orally  three  times  daily,  as  well  as  phenobarbital 
gr.  !4.  On  August  21  she  was  discharged  from  the  hospital 
and  advised  to  continue  the  thorazine  at  home  in  the  same 
dosage,  since  it  apparently  controlled  the  vague  nausea. 
While  at  home  she  took  no  other  medications,  drugs  or 
remedies. 

On  August  23,  she  noted  an  “aching  in  her  legs,”  which 
gradually  became  general  malaise  by  the  following  day.  She 
was  awakened  from  her  sleep  on  the  night  of  August  24 
with  chilly  sensations.  On  August  25,  she  noted  “fever,” 
tiredness,  and  had  two  shaking  chills.  There  was  no  cough, 
sore  throat,  headache,  genito-urinarv  symptoms,  or  the  like. 

On  admission,  temperature  was  106  degrees  rectally. 
Physical  examination  revealed  a hot  dry  skin  and  flushed 
facies.  Otherwise  there  were  no  remarkable  findings,  no 
focalizing  signs  of  infection,  and  no  jaundice.  The  diagnosis 
was  suggested  by  the  admission  white  blood  cell  count  of 
1,550.  Another  count,  taken  a few  hours  later  on  the  same 
day,  was  1,750.  As  can  be  noted  on  the  hemogram  chart, 
there  was  no  agranulocytosis  accompanying  the  leukopenia. 
She  received  no  Thorazine  after  being  admitted,  but  was 
placed  on  large  doses  of  parenteral  penicillin.  On  the  second 
day  of  admission  her  temperature  had  subsided  to  101 
degrees,  and  she  felt  much  better.  The  white  blood  cell 
count  increased  rapidly  each  day;  it  reached  3,250  on  the 
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second  hospital  day  and  was  normal  by  the  third  day.  Two 
blood  cultures,  taken  on  admission,  prior  to  starting  peni- 
cillin, were  both  sterile.  Serial  enteric  agglutinations  and 
heterophiles  were  negative,  as  were  stool  cultures  and 
examination  for  parasites.  A sternal  bone  marrow,  done  on 
the  second  hospital  day,  revealed  hypoplasia  of  the  granu- 
locytic series  with  a few  foci  of  maturing  granulocytes. 
There  was  some  excess  fat  in  the  marrow,  but  no  leukemia, 
fibrosis,  metastatic  tumor,  or  abnormal  cell  forms  were 
detected  on  smears  or  marrow  section. 

On  August  29,  eosinophilia  appeared,  as  recorded  on  the 
hemogram. 

Urinalysis,  blood  sugar,  blood  urea  nitrogen  were  all 
normal.  Serum  bilirubin  determinations,  repeated  on  August 
25  and  29  and  September  2 were  within  normal  limits. 
However,  the  thymol  turbidity  test  on  August  26  was  5 
units  (0-5  normal)  and  had  increased  to  6.1  units  on  August 
30.  A cephalin  flocculation  was  4 plus  in  48  hours  on 
August  27  (0-2  plus  normal).  This  test,  repeated  on  Sep- 
tember 2,  was  a normal  2 plus.  Alkaline  phosphatase  was 
6.5  units  (1.5-4  normal)  on  August  28,  5.7  units  on  the 
30th,  and  had  subsided  to  a normal  3 units  on  September 
2.  1 he  total  cholesterol  on  this  last  date  was  223  mg. 

per  cent  (150-200  normal).  Total  serum  proteins  and  albu- 
min-globulin ratio  were  normal. 

No  therapy  other  than  penicillin  was  provided  except  a 
500  cc.  whole  blood  transfusion  on  the  second  hospital  day, 
following  the  bone  marrow  aspiration. 

1 he  patient  did  not  develop  jaundice  and  became  afebrile 
by  the  fifth  day.  She  was  discharged  on  September  8,  1955. 

DISCUSSION 

1 he  only  drugs  taken  bv  this  patient  were  pheno- 
harhital  and  chlorpromazine.  She  had  used  pheno- 
barbital  intermittently  for  years  without  any  un- 
toward effects.  It  must  therefore  he  assumed  that 
there  was  a causative  relationship  between  the  in- 
gestion of  chlorpromazine,  which  began  1 1 days 
before  onset  of  symptoms,  and  the  appearance  of 
the  leukopenia  and  liver  dysfunction.  In  most  of  the 


previously  reported  cases  of  hepatic  involvement 
with  this  drug,  jaundice  was  the  first  and  most 
prominent  feature.  Usually  the  liver  function  tests 
in  these  cases  have  indicated  the  pattern  of  extra- 
hepatic  obstruction,  with  an  elevated  serum  alkaline 
phosphatase,  elevated  serum  cholesterol,  and  little  or 
no  disturbance  of  the  cephalin  flocculation  and 
thymol  turbidity.  In  the  present  case  the  alkaline 
phosphatase  was  elevated  to  6.5  units  on  the  fourth 
hospital  day  and  subsided  to  normal  by  the  ninth 
day.  The  serum  cholesterol  was  also  slightly  elevated 
to  a level  of  223  mg.  per  cent.  A cephalin  floccula- 
tion test  was  abnormally  high  on  the  third  day,  but 
returned  to  normal  one  week  later.  The  serial  serum 
bilirubin  determinations  were  constantly'  normal  and 
no  jaundice  was  visible  at  any  time.  Since,  as  in  the 
present  case,  liver  damage  can  occur  without  the 
appearance  of  jaundice,  it  is  imperative  that  the  liver 
function  be  followed  periodically  by  appropriate 
tests. 

An  elevated  eosinophil  count  in  the  peripheral 
blood  has  been  reported  in  some  cases  of  chlorpro- 
mazine sensitivity.9  Eosinophilia  appeared  also  in  the 
present  case,  as  noted  in  the  hemogram.  This  table 
also  indicates  that  the  white  blood  cell  count  on 
August  13  was  normal,  just  prior  to  the  administra- 
tion of  chlorpromazine.  Twelve  days  later  it  reached 
a low  of  1,550  per  cu.  mm.,  after  the  patient  had 
been  treated  with  the  drug  for  that  length  of  time. 
The  bone  marrow  in  this  case  revealed  the  findings 
commonly  associated  with  leukopenia  secondary  to 
drugs,  a hvpocellularity  and  maturation  arrest  of  the 
granulocytes. 

It  was  unnecessary^  to  give  ACTH  or  cortisone 
to  the  patient,  because  the  white  blood  cell  count 
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increased  so  rapidly,  even  by  the  second  day  fol- 
lowing withdrawal  of  the  chlorpromazinc. 

CONCLUSION 

This  case  illustrates  the  fact  that  liver  damage  can 
occur  without  the  appearance  of  jaundice  thereby 
necessitating  periodic  liver  function  tests  in  all 
patients  receiving  chlorpromazinc.  If  the  physician 
waits  until  jaundice  appears  before  checking  the 
liver  function,  he  may  miss  an  opportunity  to  stop 
the  drug  before  this  organ  is  extensively  damaged. 
Likewise,  routine  blood  counts  arc  mandatory  in 
each  patient  who  receives  chlorpromazinc. 
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PROLONGED  JAUNDICE  FOLLOWING 

CHLORPROMAZINE  (THORAZINE)  THERAPY:  CASE  REPORT 

Christie  E.  McLeod,  m.d.,  Stanley  J.  Alexander,  m.d.  and 
Vincent  J.  Vinci,  m.d.,  Middletown 


Dr.  McLeod.  Senior  Attending  in  Pathology, 
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l)r.  Alexander.  Attending  in  Medicine,  Middlesex 
Memorial  Hospital 

Dr.  Vinci.  Attending  in  Surgery,  Middlesex 
Manorial  Hospital,  Middletown,  Conn. 


/Chlorpromazine  hydrochloride  (Thorazine) 
was  made  available  to  the  American  medical 
profession  in  May,  1954.  It  is  being  used  as  an  anti- 
emetic, sedative  and  analgesic  for  hiccoughs,  alco- 
holism, neurodermatitis  and  various  emotional  dis- 
turbances. In  fact,  its  use  is  so  widespread  on  both 
ambulatory  and  hospital  patients  that  it  is  difficult 


SUMMARY 

A case  of  thorazine  jaundice  of  20  weeks  duration 
with  return  of  liver  function  tests  to  normal  after  33 
weeks  is  presented.  The  transient  eosinophilia  of  24 
per  cent  at  the  onset  is  interesting  to  note  in  that  some 
authors7  have  suggested  that  the  hepatic  lesion  results 
from  hypersensitivity.  The  realization  of  the  possible 
severity  and  prolongation  of  obstructive  type  jaundice 
during  or  following  thorazine  therapy  points  up  the 
importance  of  obtaining  a careful  history  regarding 
thorazine  administration  in  all  patients  showing 
laboratory  evidence  of  obstructive  jaundice.  Operation 
may  then  be  deferred  in  these  cases. 
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to  determine  the  exact  incidence  of  complications. 
1 he  literature  during  1955  contained  some  361"12 
case  reports  of  jaundice  varying  from  a mild  tran- 
sient type  to  a more  severe  type  lasting  five  months.4 

We  have  seen  at  least  15  cases  of  jaundice  com- 
plicating thorazine  therapy  and  wish  to  report  one 
case  to  emphasize  the  fact  that  these  cases  may  be 
of  long  duration,  that  the  jaundice  may  increase  in 
severity  long  after  the  administration  of  the  drug 
has  been  discontinued,  and  that  the  laboratory  find- 
ings are  those  of  obstructive  jaundice.  When  a 
patient  has  laboratory  evidence  of  obstructive  jaun- 
dice it  is  very  important  to  rule  out  any  recent  ad- 
ministration of  thorazine.  We  have  found  in  several 
cases  that  thorazine  had  been  prescribed  by  a 
physician  other  than  the  one  to  whom  the  patient 
went  for  the  diagnosis  and  treatment  of  the  jaundice. 

CASE  REPORT 

White  female,  age  43. 

C.C.:  Jaundice. 

P.  I:  The  patient  had  been  under  a physician’s  care  with 
a multiplicity  of  symptoms.  She  was  given  Thorazine  150 
mgs.  a day  for  one  week  because  of  a diagnosis  of  a mild 
anxiety  state.  On  March  27,  two  days  after  cessation  of 
administration  of  Thorazine,  the  patient  noted  slight  icterus 
and  felt  nauseated.  The  laboratory  findings  are  noted  on 
the  accompanying  chart.  (Table  1.)  The  patient  was 
considered  to  have  thorazine  hepatitis  and  was  put  on  a 
high  vitamin  regime.  The  jaundice  continued  to  increase 
in  intensity  and  soon  became  associated  with  severe  itching. 
The  urine  became  darker  and  the  stools  lighter.  At  no 
time  was  there  any  abdominal  tenderness  or  mass  palpable. 
On  May  8,  six  weeks  after  the  onset  of  the  jaundice,  x-ray 
films  of  the  abdomen  showed  several  irregular  oval  shadows 
of  calcium  density  in  the  right  upper  quadrant  which  were 
thought  to  be  costal  cartilage  shadows.  The  patient  still 
had  no  complaint  of  pain.  However,  the  jaundice  continued 
to  increase,  the  itching  was  most  troublesome.  There  was 
progressive  loss  of  appetite  . Nausea  and  vomiting  were 
troublesome.  The  patient  was  then  admitted  to  the  hospital 
during  the  eighth  week  of  her  illness.  The  only  positive 
physical  findings  were  that  the  patient  appeared  depressed 
and  was  intensely  jaundiced,  BP  110/76,  the  liver  was  pal- 
pable one  inch  below  the  costal  margin  on  deep  inspiration. 
The  report  of  combined  fluoroscopic  and  radiographic 
examination  of  the  U.G.I.  tract  read:  The  preliminary  open 
film  of  the  abdomen  revealed  several  shadows  having  the 
appearance  of  faceted  gall  stones  in  the  right  upper  quad- 
rant. The  esophagus  canalized  normally  under  the  fluro- 
scopc.  I he  stomach  occupied  its  usual  position  under  the 
left  dome  of  the  diaphragm  throughout  the  examination  and 
filled  and  emptied  normally  and  showed  no  intrinsic  defect. 

I he  duodenal  bulb  is  not  remarkable.  There  is  a congenital 
anomaly  of  the  second  portion  of  the  duodenum  which 
shows  partial  inversion.  This  is  not  thought  to  be  clinically 
significant.  There  is  a small  intestinal  hypomotility  at  three 
hours  with  a small  amount  of  barium  remaining  in  the 


stomach.  The  colon  was  not  examined  by  barium  enema. 
Diagnosis:  No  evidence  of  any  intrinsic  lesion  in  the  U.G.I. 
tract.  Opaque  cholelithiasis. 

Detailed  laboratory  findings  are  shown  on  the  chart. 
(Table  I.)  These  indicated  a progressive  jaundice,  the 
bilirubin  rising  from  2.4  mgs.  at  the  onset  to  a high  of 
23.2  mgs.  per  cent  during  the  8th  week.  The  alkaline  phos- 
phatase varied  from  15.4  to  30.4  units  preoperativelv.  The 
B.S.P.  showed  a pronounced  retention,  55  per  cent  to  70 
per  cent  at  the  end  of  45  minutes.  There  was  a negative 
cephalin  flocculation  rest  at  first  which  remained  negative 
at  24  hours,  became  positive  in  48  hours  after  seven  weeks. 
There  was  a transient  eosinophilia  of  24  per  cent  at  the 
onset. 

Because  of  the  long  continued  and  progressive  jaundice 
over  an  eight  week  period  with  the  laboratory  picture  of 
obstructive  jaundice  and  with  findings  of  cholelithiasis,  it 
was  decided  to  do  an  exploratory  laparotomy.  The  liver 
had  a deep  greenish  brown  color,  typical  of  biliary  stasis. 
1 he  gall  bladder  had  adhesions  around  it.  The  wall  was 
slightly  thickened,  the  lumen  contained  a tremendous 
number  of  faceted  greenish  yellow  stones  varying  from  0.3 
to  1.8  cm.  in  diameter  and  a small  amount  of  greenish 
mucus.  The  bile  duct  was  not  distended  and  was  not 
typical  of  chronic  obstruction.  A cholecystectomy  and 
choledochostomy  were  done  and  a T tube  left  in  the 
common  bile  duct.  I he  patient  had  a smooth  postoperative 
course.  However,  biliary  drainage  from  T tube  was  only 
about  120  cc.  per  day  and  the  drop  in  serum  bilirubin 
and  alkaline  phosphatase  was  slow  (see  Table  I).  The 
patient’s  bilirubin  returned  to  normal  20  weeks  after  the 
onset  of  jaundice  and  12  weeks  after  operation,  with  the 
alkaline  phosphatase  and  bromsulfalein  retention  still  ele- 
vated but  found  normal  when  tested  again  at  33  weeks. 
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FULL  TERM  ABDOMINAL  PREGNANCIES:  CASE  REPORTS 


The  Author.  Visiting  Gynecologist  and  Obstetri- 
cian, Hartford  Hospital,  Hartford,  Connecticut 


Tn  1954,  the  Hartford  Hospital  completed  its  first 
century  of  service  to  the  community.  During 
that  time  the  obstetrical  service  had  grown  from  a 
single  delivery  in  the  first  year  to  a high  of  6,278  in 
1946-47,  6,239  in  1954-55,  and  an  average  for  the 
past  five  years  of  5,846.  During  this  five  year  period 
there  were  five  maternal  deaths.  The  total  recorded 
for  the  entire  100  years  is  106,748.  In  this  total  there 
are  found  but  two  cases  of  full  term  abdominal 
pregnancies  with  survival  of  the  mother  and  a sur- 
viving infant  without  congenital  deformities  or 
anomalies. 

These  two  cases,  one  occurring  in  September, 
1929  and  the  other  in  February,  1949,  are  herewith 
presented  as  a contrast  in  treatment  over  a period 
of  twenty  years. 

The  first  case  is  that  of  a 29  year  old  woman  who 
entered  the  hospital  for  investigation  of  acute  pain  in  the 
right  upper  quadrant  of  the  abdomen.  Her  provisional 
diagnosis  was  acute  cholecystitis,  and  she  was  said  to  be 
“about  eight  months  pregnant.”  Her  past  history  was 
1 negative  except  for  an  attack  of  “acute  pelvic  inflammatory 
disease”  which  had  cleared  up  previous  to  her  present 
pregnancy,  which  was  her  first. 

Physical  examination  was  negative  except  for  the  abdo- 
men where  it  was  noted  that  the  “uterus  is  enlarged,  the 
fundus  reaching  well  above  the  umbilicus  and  there  is 
extreme  tenderness  over  all  this  region.” 

Gallbladder  x-ray  at  this  time  following  the  oral  admin- 
istration of  biliary  dye  showed  no  evidence  of  the  gall- 
bladder outline,  dye  concentration,  or  calculi,  thus  point- 
ing to  a pathological  condition  along  the  biliary  tract  with 
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lack  of  function  evident  in  the  gallbladder.  A fetus  was 
partially  evident  lying  largely  in  the  left  side  of  the 
abdomen. 

Following  this  examination  the  patient  was  discharged 
from  the  hospital  with  the  diagnosis  of  “Acute  Cholecystitis, 
Pregnancy.” 

Four  days  later  the  patient  re-entered  the  hospital  because 
of  further  acute  pain  in  the  abdomen.  X-ray  examination 
of  the  abdomen  showed  a fetus  of  fully  eight  months 
duration  lying  transversely  across  the  extreme  upper  ad- 
domen,  the  head  to  the  left  side.  It  is  said  that  the  patient 
then  “developed  symptoms  of  a toxemia  and  it  was  decided 
to  do  a Cesarean  Section.”  Unfortunately,  much  of  the 
data  pertinent  to  this  “toxemia”  was  omitted  from  the 
record. 

However,  laparotomy  was  done  and  the  operative  note 
is  as  follows:  “Abdomen  opened  through  a mid  incision. 
Many  adhesions  to  the  bowel  and  uterus  were  encountered. 
In  breaking  up  the  adhesions  the  baby  was  found  free  in 
the  abdominal  cavity.  The  placenta  was  adherent  to  the 
posterior  surface  of  the  abdomen,  low  in  the  cul-de-sac 
and  also  to  some  of  the  bowel.  The  placenta  was  separated 
and  a great  deal  of  oozing  took  place,  that  in  the  cul-de-sac 
controlled  only  by  pressure.  One  large  thromboplastin  pack 
was  put  in  the  cul-de-sac  to  make  pressure.  Both  tubes  were 
tied  off  with  silk,  the  abdomen  was  closed  in  layers  about 
the  pack.” 

Six  days  later  under  general  anesthesia  this  pack  was  re- 
moved and  replaced  with  a cigarette  drain  which  in  turn 
was  gradually  withdrawn  over  a period  of  several  days. 

Following  operation  this  patient  ran  a prolonged  febrile 
course,  complicated  by  a great  deal  of  foul  drainage  from 
the  wound.  She  was  eventually  discharged  from  the  hos- 
pital on  her  35th  postoperative  date. 

The  baby  which  weighed  4 lbs.  9 14  oz.  at  birtli  was  free 
from  abnormalities,  did  well  from  the  start,  and  is  now 
an  attractive  young  woman  of  26  years. 

1 lie  second  case  is  that  of  a 26  year  old  gravida  one, 
referred  to  the  writer  by  Dr.  Roy  C.  Ferguson  of  Rock- 
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ville,  Connecticut,  with  a tentative  diagnosis  of  extra-uterine 
pregnancy. 

The  family  history  of  this  patient  is  not  remarkable  and 
her  own  is  essentially  negative  except  for  her  menstrual 
cycle.  Her  periods  began  at  13  and  were  regular,  without 
cramps,  lasting  three  to  four  days  and  on  a 28  day  cycle 
until  her  20th  year  when  her  intermenstrual  interval  gradu- 
ally became  prolonged  to  about  six  weeks  and  then  eventu- 
ally to  an  irregularity  of  as  much  as  three  months. 

At  the  age  of  22  she  consulted  her  family  physician  who 
found  her  obese  (218  pounds)  and  told  her  she  had  “glandu- 
lar trouble.”  Medication  at  that  time  helped  her  menses  to 
regain  a somewhat  more  active  cycle  but  she  was  never 
regular. 

Her  pregnancy  apparently  dates  fairly  accurately  from 
a single  intercourse  on  May  29th.  During  June,  July  and 
August  she  had  a day  or  two  of  slight  bleeding,  and  although 
she  states  she  had  no  pain  with  these  episodes,  it  is  possible 
that  a tubal  abortion  may  have  then  taken  place. 

During  the  middle  of  October  she  consulted  her  physician 
because  of  pain  in  her  left  lower  abdomen,  severe  enough 
to  cause  her  to  remain  away  from  work,  doubled  her  up 
at  times,  and  caused  her  to  sleep  sitting  up  in  a chair. 

Following  an  examination  at  this  time  by  her  family 
doctor,  she  was  told  that  she  was  five  months  pregnant. 

Her  pain  spontaneously  disappeared  after  a few  days,  and 
from  then  until  near  her  estimated  date  of  delivery  she 
ran  a normal  prenatal  course,  her  blood  pressure,  urine 
examinations,  etc.,  being  entirely  satisfactory.  Her  Maz- 
zini  blood  serology  test  was  negative,  and  her  Rh  factor, 
positive. 

Abdominal  palpation  at  this  time  revealed  the  fetus  lying 
transversely  high  in  the  abdomen,  and  x-ray  studies  were 
sought  to  reveal  if  possible  a causal  factor.  X-ray  examina- 
tion of  the  abdomen  showed  a single  fetus,  at  or  near 
term;  the  fetus  was  lying  transversely  in  the  upper  abdo- 
men with  the  fetal  back  down,  the  extremities  were  on 
the  right  side  of  the  abdomen,  and  there  was  no  evidence 
of  a uterine  shadow  around  the  extremities.  1 he  uterus 
seemed  to  be  visualized  in  the  lower  abdomen  and  pelvis. 
There  was  no  evidence  of  fetal  death. 

Obstetrical  examination  at  this  time  by  the  writer  showed 
the  abdomen  distended  to  a size  compatible  with  a full 
term  pregnancy.  Palpation  apparently  defined  a fetus  lying 
transversely  across  the  abdomen  but  generalized  tenderness 
prevented  a clear  outline  of  the  fetal  polls.  1 he  fetal  heart 
sounds  were  clear  and  distinct,  128  to  the  minute,  and 
heard  best  just  to  the  right  of  the  umbilicus.  No  placental 
souffle  was  heard. 

Mensuration  was  entirely  within  normal  limits,  both  as 
to  the  pelvic  inlet  and  outlet. 

Pelvic  examination  showed  a normal-sized,  rather  hard 
and  tighly  closed  cervix  pushed  lower  in  the  pelvis  than 
ordinarily  and  backed  by  a hard,  nontender  mass  filling  the 
pelvis  and  extending  upward  into  the  abdomen.  Pressure 
on  the  fetus  was  not  communicated  through  this  pelvic 
mass,  and  no  suggestion  of  amniotic  ballotment  was  obtained. 

As  this  patient  seemed  from  x-ray  findings  and  estimated 
date  of  confinement  and  probable  date  of  conception  to 


be  at  or  near  term,  immediate  delivery  by  laparotomy  was 
decided  upon.  The  patient  was  prepared  as  for  a routine 
elective  Cesarean  but,  in  addition,  she  was  grouped  for 
transfusion  and  1000  cc.  of  blood  ordered  for  “standby" 
use.  She  was  likewise  given  300,000  units  of  Crystacillin 
early  on  the  morning  of  operation.  The  abdomen  was 
routinely  prepared  with  Mercressin  anil  a Foley  bag  catheter 
inserted  in  the  bladder. 

Under  cyclopropane  oxygen  anesthesia  supplemented  by 
a small  amount  of  curare,  a lower  midline  incision  was 
made,  extending  to  the  left  and  above  the  umbilicus.  On 
attempting  to  enter  the  peritoneum  this  structure  was  found 
unusually  thick  and,  as  the  incision  continued,  a few  small 
blood  vessels  were  encountered.  These  were  ligated  and 
further  penetration  gained  entrance  directly  into  the  am- 
niotic sac,  which  was  found  to  contain  only  a small 
amount  of  fluid.  The  baby,  lying  transversely  as  shown  in 
the  x-ray,  was  grasped  by  the  breech  and  easily  delivered. 
The  placenta  was  friable,  rather  necrotic  looking  membranes 
plastered  the  whole  lower  portion  of  the  abdomen  and 
pelvis,  the  placenta  itself  apparently  being  implanted  pri- 
marily on  the  left  anterior  and  lateral  surface  of  the  uterus 
and  extending  over  the  left  broad  ligament,  tube  and  ovary, 
and  down  over  the  sigmoid.  The  cord,  which  was  approxi- 
mately 10  inches  in  length  and  containing  an  average  amount 
of  Wharton’s  jelly,  was  doubly  ligated  with  No.  2 chromic 
catgut  and  cut  about  an  inch  from  its  insertion  in  the 
placenta. 

A few  shreds  of  friable,  necrotic  appearing  decidua  which 
spontaneously  broke  free  were  removed,  but  a very  mild 
attempt  to  continue  this  removal  evoked  some  bleeding, 
and  the  attempt  was  promptly  stopped.  No  attempt  was 
made  to  disturb  further  tissues  in  trying  to  identify  other 
pelvic  structures. 

The  peritoneum  was  routinely  closed,  the  mucosa  closed 
separately  and  the  fascia  approximated  with  steel  wire.  Fine 
No.  000  plain  eg.  was  used  in  the  fat  and  the  skin  held  i 
by  clips.  No  drains  were  employed. 

The  patient  lost  but  little  blood  during  the  operation, 
the  blood  pressure,  pulse  and  respiration  remaining  at 
normal  levels  throughout.  A transfusion  of  500  cc.  of  whole 
blood,  which  had  been  started  early  in  the  operation,  was 
concluded  and  followed  by  500  cc.  of  saline.  The  whole 
procedure  which  was  done  at  a fairly  leisurely  pace  took 
about  28  minutes. 

The  baby  was  in  fair  condition,  some  slight  difficulty 
being  encountered  in  resuscitating  it.  A slight  sternal  re- 
traction with  some  atelectasis  was  noticed,  but  otherwise 
it  seemed  quite  normal. 

Postoperatively  the  patient  ran  an  extremely  uneventful 
course.  Her  temperature  reached  100.6  on  the  first  post- 
operative day  and  thereafter  was  normal.  Her  pulse  never 
exceeded  104.  The  first  24  hours  she  was  given  2900  cc. 
of  5 per  cent  glucose  in  distilled  water,  and  eliminated 
2260  cc.  by  Foley  catheter.  The  second  24  hours  she 
was  allowed  clear  fluids  by  mouth,  and  on  the  third  day 
the  Foley  bag  was  removed,  she  was  given  an  enema,  and 
allowed  up  in  a chair.  Her  diet  on  this  day  was  “soft”  and 
this  was  changed  to  “house”  on  the  day  following. 

At  no  time  was  she  distended,  nor  did  she  suffer  from 
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vomiting.  Morphine  sulphate  grs.  lA  was  given  every  four 
hours  for  the  first  24  hours,  and  thereafter  only  as  needed. 
300,000  units  of  Crystacillin  were  given  each  day  for  the 
first  three  days.  On  the  fifth  postoperative  day  the  skin 
clips  were  removed  and  she  was  allowed  to  walk  about 
the  corridor. 

At  no  time  was  there  any  suggestion  of  toxic  absorption 
from  the  retained  placenta  or  membranes,  and  at  no  time 
was  there  any  suggestion  of  breast  congestion  or  lactation. 

Involution  of  the  pelvic  mass,  uterus  and  placenta  was 
slow,  and  pelvic  examination  on  the  day  of  discharge, 
nine  days  postoperative,  showed  an  undifferentiatable  uter- 
ine-placental structure  still  rising  nearly  to  the  umbilicus. 

Recheck  at  six  weeks  postpartum  showed  considerable 
involution,  with  some  differentiation  of  the  placental  mass, 
still  asymptomatic  and  with  no  suggestion  of  catamenial 
resumption,  nor  anv  change  in  the  breasts.  A second  recheck 
20  weeks  later  showed  the  uterus  to  be  in  good  position, 
rather  larger  than  average,  and  the  contiguous  mass  to 
be  about  7 to  8 cm.  in  diameter. 

Periodic  check-ups  showed  this  mass  becoming  progres- 
sively smaller  and  more  discrete  until  at  a year  from  delivery 
it  had  become  approximately  5 to  6 cm.  in  diameter. 

The  baby  after  a rather  slow  start  has  done  well  and 
its  development  is  progressing  normally. 

The  patient’s  periods,  which  had  become  re-established 
three  months  after  operation  and  had  been  fairly  normal, 
now  ceased  and  it  became  evident  that  she  was  again  preg- 
nant; this  time  within  the  uterine  cavity.  The  mass  in  the 
left  vault  remained  unchanged.  This  pregnancy  progressed 
normally  and  was  terminated  bv  the  delivery  on  January 
24,  1952  of  a normal  six  pound  eleven  ounce  male  in  good 
condition.  The  patient  had  entered  the  hospital  in  good 
labor,  almost  three  weeks  before  her  estimated  date  of 
confinement,  with  the  cervix  4 to  5 cm.  dilated  and  the 
head  in  mid  pelvis.  She  was  carried  through  a short  labor 
with  Nisentil  medication  and  delivered  bv  low  forceps 
under  low  spinal  analgesia. 

Postpartum  course  was  normal  and  she  was  discharged 
on  her  sixth  day  after  delivery.  There  was  a slight  transient 
breast  enlargement  from  her  fifth  to  seventh  day  and  uterine 
involution  proceeded  normally. 

The  routine  six  weeks  check-up  showed  a retroverted 
uterus  with  a nontender  5 to  6 cm.  mass  present  in  the 
left  vault.  Periodic  check-ups  since  then  have  shown  a 


gradual  reduction  in  the  size  of  this  mass  and  when  examined 
on  July  18,  1975  it  had  subsided  to  about  4 cm.  in  diameter. 
The  patient  was  well  and  completely  asymptomatic  as  far  as 
her  pelvis  is  concerned.  Her  catamenial  cycle  was  normal 
and  no  surgery  for  the  removal  of  this  residual  mass  was 
contemplated. 

On  April  28,  1956,  this  patient  was  again  seen  and  found 
to  have  an  apparently  normal,  early  interuterine  pregnancy 
of  about  three  months  duration.  Her  pregnancy  progressed 
uneventfully,  her  blood  pressure  and  urinary  findings  being 
normal  throughout,  and  her  weight  gain  well  within  normal 
limits.  On  October  10,  1956,  following  a short,  spontaneous 
multiparous  labor,  she  was  delivered  of  a normal  six  pound, 
twelve  ounce  female.  Following  expression  of  the  placenta, 
a rather  firm  mass  in  the  left  vault  about  four  to  five  cm.  in 
diameter  could  be  easily  palpated.  Postpartum  course  was 
uneventful.  There  was  very  slight  breast  congestion  on  her 
fourth  and  fifth  days  which  subsided  without  medication, 
and  she  was  discharged  home  on  this  fifth  day  in  excellent 
general  condition. 

In  reviewing  these  two  cases  the  contrast  in  the 
convalescence  would  suggest  the  advisability  under 
similar  conditions  of  leaving  the  placenta  and  mem- 
branes undisturbed. 

I he  prophylactic  use  of  antibiotics  may  be  of 
value  but  transfusion,  although  certainly  to  be  pre- 
pared and  at  hand,  need  not  be  given  unless  hemor- 
rhage is  actually  encountered.  The  optimum  time  of 
operation  is  probably  the  36th  week  of  gestation. 
The  infant  has  then  developed  sufficiently  to  war- 
rant a good  prognosis  of  survival,  and  further  hazard 
to  the  mother  is  eliminated. 

X-ray  has  again  demonstrated  its  value  in  estab- 
lishment or  confirmation  of  diagnosis  in  suspect  cases 
of  this  character. 

In  the  second  case,  the  happy  outcome  of  normal 
intrauterine  pregnancies  and  deliveries  would  ques- 
tion the  necessity  of  tubal  ligation  at  the  time  of 
operating  for  an  abdominal  pregnancy,  although  the 
possibility  of  another  ectopic  pregnancy  is  well 
recognized. 
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A PHYSICIANS  VIEW  OF  HEALTH  EDUCATION 

Joseph  L.  Hetzel,  m.d.,  Water  bury 


An  organism  to  be  most  effective  should  be  in 
optimum  condition.  This  is  true  for  a machine,  an 
animal  or  a human.  Though  there  are  many  jalopies 
on  the  road  most  of  us  would  rather  have  a ’56 
model.  The  farmer  or  sportsman  can  liquidate  ani- 
mals that  do  not  produce  or  perform  according  to 
standard.  Civilization,  as  we  know  it  today,  will 
not  permit  destruction  of  humans  for  sub-standard 
behavior,  except  where  certain  rules  of  society  are 
broken  as  by  some  criminals  or  the  enemies  of  one’s 
country.  Consequently  we  and  our  children  con- 
stitute a great  hoard  of  people  of  all  conceivable 
mental  and  physical  abilities. 

We  know  that  education  is  required  to  push  this 
mass  of  humanity  upward  into  a zone  of  approved 
productivity  and  behavior.  This  level  is  reached  by 
many,  surpassed  by  a few.  For  many  it  is  unattain- 
able. Likewise  many  people  do  not  reach  a reason- 
able level  of  health  knowledge  and  physical  condi- 
tion. This  diminishes  their  ability  to  produce  and 
to  think.  A greater  effort  therefore  is  needed  in 
education  for  health  if  we  are  not  to  deteriorate  or 
stagnate. 

Physicians  are  vitally  interested  in  physical  condi- 
tion and  health  education.  They,  perforce,  work 
with  patients  in  all  phases  of  condition  and  health 
knowledge.  Those  in  good  physical  condition  thrive 
better  as  infants,  recover  better  from  illness  or 
surgery. 

Patients  who  have  a fair  understanding  of  body 
processes,  healthy  living  habits  and  good  nutrition 
can  be  treated  more  effectively.  An  informed  person 
will  not  indulge  in  self  medication,  thereby  en- 
abling disease  to  progress  so  far  that  no  medicine 
or  surgery  can  save  his  life.  Pregnancy  can  be  much 
more  successful  for  all  concerned  when  mothers 
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SUMMARY 

Top  physical  and  mental  health  is  essential  to  mod- 
ern living  particularly  in  a democracy  dependent  on 
individual  productivity,  behavior  and  intelligence.  To 
reach  this  level  requires  education.  Physicians  are 
directly  involved,  and  must  be  more  actively  con- 
cerned with  education  for  health.  If  physicians  do  not 
provide  direction  and  leadership  in  this  vital  activity 
others  will  do  so  to  the  detriment  of  the  physician  and 
his  patients. 

The  Connecticut  State  Medical  Society  has  been 
active  in  education  for  health  in  this  State.  In  coopera- 
tion with  educators,  public  health  people,  dentists, 
parent  groups  and  others  it  is  aided  in  writing  "Sug- 
gested School  Health  Policies,”  still  a valued  hand- 
book. The  Society  initiated  the  formation  of  the 
'"Connecticut  Advisory  School  Health  Council”  which 
is  doing  valuable  work.  Last  fall  the  '"First  Connecticut 
Conference  on  Physicians  and  Schools”  was  held  under 
the  aegis  of  the  Society. 

The  physician’s  role  in  health  education  is  expanding 
rapidly.  He  is  no  longer  the  medical  inspector  of  the 
past  concerned  only  with  physical  examination,  '"shots” 
and  quarantine.  He  is  now  the  "School  Medical  Ad- 
visor.” His  interests  are  much  wider  and  more  varied. 
He  is  in  a most  responsible  position  to  practice  pre- 
ventive medicine  very  effectively  and  to  exert  strong 
influence  in  education  for  health.  This  is  a responsibil- 
ity the  medical  profession  must  accept  even  though  it 
requires  extra  training  and  a different  concept  of 
practice. 


Presented  before  the  Connecticut  Association  for  Health,  Physical  Education  and  Recreation  on  April  17,  1 y 56  at  the  Univer- 
sity of  Connecticut 
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appreciate  the  great  importance  of  correct  nutri- 
tion. Hut  the  contacts  between  mother  and  physician 
are  of  necessity  too  brief  to  teach  them  whys  and 
w herefore  of  nutrition  without  previous  education 
jof  the  patient.  Similarly  a pediatrician  is  hard  pressed 
to  adequately  instruct  an  uninformed  young  mother 
tin  the  salient  facts  of  infant  care.  So  many  seem  to 
feel  that  a marriage  license  confers  a degree  in  child 
care.  A physician  dealing  with  adults  is  constantly 
confronted  by  patients  who  for  years  have  damaged 
themselves  by  over-eating,  over-working  and  so  un- 
dermined their  health.  Sometimes  a physician  gets 
discouraged.  How  can  he  educate  all  these  people? 

He  looks  to  the  schools.  There  is  where  this  edu- 
cational process  should  begin,  with  healthy  young 
people  who  have  not  yet  had  time  to  form  fixed 
habits,  people  who  can  be  changed,  people  who  are 
still  interested  in  themselves. 

There  also  he  finds  others  who  are  interested  in  the 
same  problems  that  concern  him.  Teachers,  he  finds, 
have  noted  the  connection  between  health  and 
teachability. 

They  are  concerned  about  children  who  “fail  to 
gain”  w'ho  are  “alw'ays  sick”  and  who  just  “cannot 
seem  to  study.”  Physical  educators,  he  notes,  need 
his  advice  and  counsel.  Parents  are  interested  in 
school  sanitation,  lighting,  lunches  and  teachers’  dis- 
positions. He  sees  school  nurses  trying  to  teach  first 
aid,  fighting  infection  and  working  with  parents. 
Much  effort  is  being  expended  in  matters  of  health 
but  better  leadership  and  more  time  is  required. 

The  physician  feels  that  health,  knowledge  of 
which  is  fundamental  to  living  and  making  a living, 

1 is  not  given  a place  in  the  school  curriculum  com- 
mensurate with  its  importance  to  the  pupil  and  to 
the  State.  It  must  have  more  time,  more  teachers  and 
educational  facilities.  Health  education  and  physical 
education  must  also  be  planned  and  correlated  with 
other  education.  But  school  boards  and  administra- 
tors are  loath  to  devote  more  time  and  money  to 
health  education.  Physical  education  is  a little  easier 
since  it  can  be  crowded  into  recess,  gym  periods  and 
after  school  sports  programs.  It  seems  to  have  more 
appeal  to  prideful  small  town  taxpayers.  Too  many 
people  seem  to  feel  that  health  education  is  like  the 
weather,  not  much  can  be  done  about  it.  But  the 
physician  persevered  with  his  new  found  allies. 

After  a time  he  met  still  others  interested  in  edu- 
cation for  health.  Many  other  doctors,  he  finds,  have 
the  problem  in  mind.  He  met  people  in  the  Depart- 
ments of  Health  and  of  Education.  In  Connecticut 


this  interest,  derived  from  many  sources,  resulted  in 
1945  in  the  writing  of  “Suggested  School  Health 
Policies.”  This  booklet  set  down  the  foundations  so 
firmly  that  it  is  still  the  handbook  on  the  subject.  A 
result  of  this  work  was  the  formation  of  local  School 
Health  Councils.  Properly  used  these  councils  are 
most  effective  method  of  securing  health  needs  in 
schools.  Connecticut  has  shamefully  few  such  coun- 
cils. More  recently,  by  invitation  of  the  State  Medi- 
cal Society  the  “Connecticut  Advisory  School 
Health  Council”  was  formed.  This  is  effectively 
combining  many  interests,  to  the  immense  advantage 
of  health  and  physical  education  in  this  State.  More 
recently  a successful  “Conference  on  Physicians  and 
Schools”  w-as  held  in  Hamden.  This  w^as  financed  by 
the  State  Medical  Society.  Representatives  from  the 
Departments  of  Health  and  Education,  from  the 
fields  of  medicine,  dentistry,  nursing,  public  health 
and  school  administration  planned  the  conference. 
The  necessity  of  cooperation  in  health  education 
w^as  demonstrated.  With  this  sort  of  united  effort 
the  physician  grows  more  hopeful  for  health  and 
physical  education  in  the  schools. 

It  is  becoming  increasingly  apparent  that  the 
physician  has  a growing  and  heavy  responsibility, 
not  merely  an  interest,  in  health  education  in 
schools.  He  is  being  called  on  by  schools  for  much 
more  than  “exams”  and  “shots.” 

He  is  no  longer  the  school  doctor  but  has  become 
the  school  medical  advisor,  a term  descriptive  of 
the  enlarging  and  changing  scope  of  his  duties. 
His  function  is  more  that  of  advisor  or  director  in 
health  matters  pertaining  to  schools.  He  is  not  and 
will  not  become  a physician  employed  by  the  com- 
munity to  diagnose  and  treat  school  children.  It  is 
of  vital  importance  therefore  to  maintain  and  en- 
courage the  close  relationship  that  now  exists  be- 
tween pupils  and  their  family  physician.  No  school 
medical  advisor  can  expect  to  have  the  intimate 
understanding  of  a pupil,  his  family  and  environ- 
ment that  exists  in  the  records  or  mind  of  the  child’s 
own  doctor.  Cooperation  and  mutual  understanding 
of  the  problems  is  vital  to  the  avoidance  of  duplica- 
tion of  effort  and  expense,  and  to  the  best  interest 
of  the  child. 

An  effective  means  of  obtaining  this  cooperation 
is  the  “Cumulative  Health  Record.”  When  this 
instrument  is  conscientiously  used  the  interests  of 
parents,  teacher,  nurse,  both  school  and  family 
physician  and  others  can  be  focused  on  the  pupil 
and  his  needs.  Use  of  this  record  makes  each  pupil 
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an  interesting  study.  Its  use  cannot  solve  all  his 
problems  but  it  will  eliminate  many  and  clarify 
others.  Unfortunately  the  Cumulative  Health 
Record  is  not  being  used  to  best  advantage. 

1 lie  physical  examination  of  school  pupils  inter- 
ests the  physician.  Who  should  do  them?  How 
thorough  should  they  be?  How  frequent?  Do  they 
accomplish  their  purpose? 

He  would  agree  that  they  are  essential  since  the 
child  who  is  ill  or  whose  health  is  impaired  can  not 
be  taught  to  full  advantage.  He  would  add  that 
health  examinations  should  be  designed  to  evaluate 
the  physical  and  to  some  extent  the  mental  status  of 
the  pupil;  to  pick  up  significant  defects,  and  to 
serve  as  a point  from  which  subsequent  development 
may  be  measured.  He  would  require  that  physical 
examinations  be  thorough  enough  to  command  the 
respect  of  fellow  physicians,  of  teachers,  parents, 
and  pupils;  and  to  secure  necessary  information 
relative  to  a child’s  status.  He  would  desire  such  an 
appraisal  on  admission  to  and  graduation  from 
school,  perhaps  twice  between  grades  i and  12,  and 
as  required  by  the  individual.  He  would  insist  they 
be  done  by  the  pupil’s  regular  physician  whenever 
possible.  He  would  affirm  that  to  accomplish  their 
purpose  school  health  examinations  should  stimulate 
and  maintain  a pupil’s  interest  in  his  own  health  and 
regular  examination;  that  they  should  if  they  result 
in  health  improvement  and  that  they  should  if  they 
contribute  importantly  to  the  health  education  of 
the  child,  his  parents  and  teachers.  For  those  pupils 
whose  parents  are  unable  to  consult  a private  physi- 
cian or  clinic  for  such  health  evaluation  a well 
qualified  physician  should  be  employed  by  school  or 
health  board.  This  position  should  be  honorably 
filled  and  compensated  in  proportion  to  the  value 
of  service  required.  No  physician  should  be  hired 
for,  or  accept,  the  job  merely  to  check  and  sign 
forms.  The  informational  and  educational  import- 
ance of  the  health  examination  is  too  great  to  per- 
mit shoddy  performance. 

1 here  is  more  to  health  and  physical  education 
than  mere  examination  of  children  and  keeping  them 
fit.  1 hey  must  be  educated  to  live  healthy  lives  in 
an  age  beset  by  perils  more  numerous  and  insidious 
than  those  which  confronted  their  grandparents. 
Many  of  these  dangers  are  man  made— a product 
of  our  economy.  Death  by  motor  car,  accidents  of 
most  kinds  are  preventable.  Heart  and  vascular 
disease  can  be  reduced  and  often  treated  effectively. 
Dental  caries,  our  most  prevalent  disease,  is  largely 


avoidable.  Cancer  can  frequently  be  cured  if  seen 
early.  Subsistance  on  diets  below  the  standard 
recommended  by  the  National  Research  Council  is 
a vast  problem.  We  are  misled  by  false  and  fraudu- 
lent advertising  to  cat  deficient  foods  and  to  dose 
ourselves  with  stupid  and  dangerous  remedies. 
People  must  be  educated  to  realize  these  remarks 
are  true,  that  health  is  the  individual  concern  of  each 
of  us.  There  is  only  one  place  where  this  education 
can  be  given.  That  is  in  our  schools,  over-crowded 
or  under-staffed  though  they  are. 

In  order  to  have  effective  health  and  phvsical 
education  we  must  provide  more  and  better  trained 
personnel.  1 his  is  being  done  for  teachers  by  in- 
service  training  and  by  increasing  requirements  for 
certification.  Much  of  the  impetus  behind  this  effort 
de  rives  from  teacher  organizations.  School  nursing 
is  receiving  more  attention  in  schools  of  nursing. 

1 he  National  Organization  for  Public  Health  Nurs- 
ing has  outlined  standards  of  preparation  for  school 
nurses. 

I he  “Educational  Qualifications  for  School  Physi- 
cians" as  delineated  by  the  American  Public  Health 
Association  and  endorsed  by  the  American  Associa- 
tion of  School  Administrators  sets  a high  standard 
for  the  training  of  school  physicians.  All  this  will 
result  ultimately  in  a better  knowledge  of  health 
and  an  appreciation  of  fitness.  The  process  is  a slow 
one  with  a quarter  century  lag  between  recognition 
of  need  and  final  accomplishment.  But  the  physi- 
cian, though  impatient,  is  no  longer  discouraged  for 
he  sees  progress  being  made. 

At  present  relatively  few  physicians  are  directly 
involved  in  school  work.  There  are  about  8, 000 
physicians  in  the  United  States  on  full  or  part  time 
duty  with  schools,  not  a large  number  when  you 
consider  we  have  about  1,000  schools  in  Connecti- 
cut alone.  Of  these  4 per  cent  are  pediatricians,  20 
per  cent  are  health  officers  and  80  per  cent  general 
practitioners.  In  Massachusetts  private  physicians  do 
a majority  of  preschool  examinations,  except  in  the 
large  industrial  areas,  about  one-third  at  grade  4, 
very  few  at  grade  8 and  only  rare  ones  thereafter. 
This  situation  could  be  interpreted  to  mean  that 
physicians  could  improve  their  relationships  with 
children  in  the  upper  grades,  doubtless  to  the  ad- 
vantage of  both. 

As  education  for  health  begins  to  occupy  space 
in  school  curricula,  proportionate  to  its  importance 
the  demands  on  the  School  Medical  Advisor  will 
increase.  He  will  be  expected  not  only  to  know  the 
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u growth  and  development,  diseases  and  accident 
: hazards  of  school  children  but  also  the  whole  school 
£ system  with  its  relation  to  normal  or  impeded  ehil- 
. dren. 

He  will  have  to  know  the  application  of  health 
I services  to  pupils,  parents,  teachers  and  administra- 
sf  tors  as  well  as  the  integration  of  these  sendees  with 
i health  and  physical  education,  lunch  and  recreation 
i programs.  He  will  need  ability  in  health  counseling, 
Ij  follow-up  and  correction  of  defects.  He  will  have  to 
acquire  a know  ledge  of  community  treatment  facil- 
ities and  the  health  and  sanitary  problems  of  his 
| area.  An  awareness  of  environmental  as  w'ell  as  per- 
. sonal  factors  affecting  pupils  and  teachers  will  be 
| essential.  Of  course  he  will  need  to  know  how  to 
I stimulate  cooperative  group  work.  He  will  be 
acutely  aw7are  of  the  importance  of  the  school  as  a 
force  in  a community  and  as  a requisite  to  good 
democratic  government. 

Training  and  experience  above  and  beyond  that 
required  for  a license  to  practice  medicine  will  be 
required  of  the  school  medical  advisor.  Applicants 
for  either  full  or  part  time  jobs  having  training  in 
pediatrics,  child  psychiatry  or  internal  medicine  w ill 
be  selected.  Those  with  training  and  experience  in 
public  health,  ability  to  work  harmoniously  and 
effectively  with  all  concerned  will  be  preferred.  In 
any  case  an  interest  in  children  and  an  understanding 
■;  of  the  aims  of  health  and  physical  education  will 
be  a basic  requirement.  It  will  be  difficult  to  find 
men  or  women  of  the  calibre  unless  they  can  be 
given  a responsible  and  satisfying  position.  A few 
communities  are  even  now  looking  for  people  with 
this  training. 

The  actual  job  of  the  school  medical  advisor  w ill 
vary.  In  many  instances  he  may  be  the  only  medical 
advisor  available  to  a school  and  its  personnel. 

In  such  cases  he  will  cooperate  with  these  persons 
and  all  others  concerned  to  plan  and  implement  a 
broad  school  health,  sanitation,  and  safety  program. 


He  will  serve  as  consultant  in  health  education.  In 
his  field  will  be  health  appraisal  of  pupils  through 
examinations,  screening  test,  teacher  and  nurse  ob- 
servation. He  will  initiate  and  lead  a program  of 
health  counseling  and  follow  up  of  defects.  He  will 
cooperate  with  his  health  officer,  local  medical  and 
dental  groups  to  organize  disease  prevention  pro- 
grams in  his  school.  He  will  be  expected  to  super- 
vise the  work  of  persons  in  his  department,  render 
reports  and  prepare  budgets.  The  selection  and  use 
of  health  and  medical  records,  statistical  analysis 
will  be  part  of  his  job.  Probably  he  will  be  asked  to 
take  refresher  courses  to  assure  up-to-date  methods 
and  facilities  to  his  school.  He  will  not  be  concerned 
with  diagnosis  or  treatment,  this  being  a responsibil- 
ity of  private  physicians  or  clinics. 

For  a large  school  system  a director  of  health 
services  will  be  employed  w ith  a rank  equivalent  to 
assistant  superintendent.  In  addition  to  his  m.d.  he 
will  need  courses  in  public  health,  education,  mental 
hygiene,  leadership  and  a period  of  field  training 
taking  all  at  least  a year  of  formal  study.  It  will  be 
his  duty  to  establish  policies,  select  and  direct  school 
medical  advisors  and  nurses.  He  will  be  expected  to 
guide  and  evaluate  all  phases  of  school  health  and 
physical  education,  safety  and  sanitary  programs  in 
cooperation  with  all  other  persons  and  agencies 
involved.  He  will  advance  by  going  to  larger  school 
systems  in  the  manner  of  city  managers. 

Attainment  of  this  sort  of  program  for  health  and 
physical  education,  with  active  and  continuous  in- 
volvement of  the  family  physician,  employment  of 
able  school  medical  advisors  w'ill  solve  many  of  our 
present  problems.  Correct  physician-patient  relation- 
ships will  be  preserved  and  encouraged.  Socialized 
medicine  will  be  less  likely.  The  health  and  physical 
welfare  of  the  nation  will  be  improved.  These  results 
w ill  justify  all  efforts  to  attain  them  even  though  the 
physician  has  to  study  longer  and  devote  more  of 
his  time  to  the  schools. 
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EDITORIALS 


J ust  What  Do  Doctors  Want  ? 

Until  fairly  recently  there  were  many  reasons  for 
believing  that  physicians  as  a group  were  interested 
in  trying  to  keep  abreast  of  current  medical  ad- 
vances, at  least  in  the  special  fields  that  interested 
them  most.  Postgraduate  courses  were  often  heavily 
oversubscribed  weeks  in  advance,  distinguished  visit- 
ing scientists  were  greeted  by  overflow  crowds,  and 
both  regional  and  national  meetings  lasting  several 
days  were  well  attended. 

Perhaps  one  should  not  expect  this  pattern  to 
remain  constant  in  a world  where  frequent  change 
is  the  rule  rather  than  the  exception.  But  it  would  be 
of  interest  to  learn  if  the  evidence  now  available 
justifies  the  conclusion  that  there  has  been  a serious 
decline  of  physicians’  interest  in  continuing  their 
education  as  long  as  they  remain  in  practice.  One 
apparent  indication  of  this  is  found  in  the  attendance 
at  our  Connecticut  Clinical  Congress.  T he  paid 
registrations,  which  are  perhaps  the  best  indication 
of  the  number  of  Society  members  attending,  were 
603  in  1948.  In  the  succeeding  seven  years  the 
number  has  exceeded  500  only  twice,  and  in  the  past 
four  years  there  has  been  a steady  decrease  to  an  all- 
time  low  figure  of  376  in  1955.  This  is  almost  exactly 
one  eighth  of  the  membership  of  the  Society. 

Year  after  year  efforts  have  been  made  to  ascer- 
tain the  kind  of  programs  desired  by  the  physicians 
of  our  State.  The  Program  Committees  have  labored 
valiantly  to  provide  speakers  of  national  and  inter- 
national eminence,  men  of  wide  experience  and  great 


authority  who  are  in  addition  admirable  speakers 
and  excellent  teachers.  Of  what  avail  are  these  efforts 
if  the  audiences  consist  of  only  20  or  30  doctors? 
Has  the  time  come  to  discontinue  offering  this  form 
of  postgraduate  education  which  appeared  to  be 
singularly  successful  just  a few'  years  ago? 

1 here  is  small  comfort  to  be  found  in  the  knowl- 
edge that  similar  trends  have  been  noted  elsewhere. 
In  our  sister  Commonwealth  of  Massachusetts  which 
has  more  than  6,000  members,  less  than  one  third 
attended  the  annual  meetings  in  1955.  Even  more 
disturbing  is  the  fact  that  only  638  physicians  (ex- 
cluding interns)  attended  the  1954  Postgraduate 
Assembly,  which  draws  from  all  of  New'  England, 
New  York,  and  other  nearby  States.  To  go  farther 
afield,  the  Kansas  City  Medical  Journal,  in  a sadden- 
ing editorial  entitled  “Post-Mortem,”  deplores  the 
lack  of  attendance  at  the  latest  Southwest  Clinical 
Society’s  Annual  Conference.  Here  too  the  most 
careful  planning,  the  most  famous  speakers,  and 
superb  scientific  exhibits  failed  to  entice  the  physi- 
cians for  whom  the  Conference  was  planned. 

Our  Clinical  Congress  has  reached  a critical  stage. 
There  was  serious  question  whether  it  should  be 
continued  in  1956,  and  it  is  probable  that  it  will 
be  discontinued  after  this  year  if  the  session  in  Hart- 
ford does  not  arouse  greater  interest  and  attendance 
than  those  of  the  past  three  years  in  New  Haven. 
If  our  members  desire  postgraduate  educational 
programs,  but  of  a kind  different  from  those  of 
the  past  few  years,  it  is  a simple  matter  to  make 
their  wants  known.  The  Congress  has  always  been 
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planned  for  and  by  Connecticut  physicians,  but  it 
w ould  be  futile  and  unwise  to  continue  spreading  a 
delectable  feast  before  those  who  are  no  longer 
hungry. 

Who  Is  Insulted,  Mother  or  Child? 

To  any  woman  going  through  the  usual  nine 
months  of  a pregnancy  or  contemplating  such  an 
experience,  Gladys  Denny  Shultz’  article  “The  Un- 
insulted Child”  appearing  in  a recent  issue  of  the 
Ladies  Home  Journal  must  come  as  a bit  of  a shock. 
It  savors  of  the  regrettable  neighborly  gossip  in 
which  another  woman,  usually  older,  delights  in 
regaling  the  pregnant  one  with  horrible  tales  of 
deformed  babies,  ghastly  labors,  and  hospital  catas- 
trophies.  It  is  regrettable  that  the  writer  must  resort 
to  developing  the  fear  complex  in  order  to  encour- 
age a pregnant  woman  to  take  proper  care  of  herself 
and  thus  produce  healthy  offspring.  In  fact,  the 
opening  paragraph  of  this  particular  article  assumes 
an  entirely  erroneous  conclusion,  namely,  that  the 
reduction  in  the  maternal  mortality  rate  over  the 
last  twenty  years  was  due  to  scare  stories  on  the 
part  of  the  lay  press  demanding  improved  prenatal 
care  and  better  methods  of  delivery.  Obstetricians 
will  know  that  the  impetus  to  improve  conditions 
came  primarily  from  within  the  profession  itself  and 
was  spearheaded  by  such  leaders  as  Henricus  J. 
Stander,  Joseph  R.  DeLee  and  Nicholas  J.  Eastman. 

Lay  magazines  vie  with  each  other  today  in  pro- 
ducing sensational,  pseudoscientific  articles.  The 
closer  the  writers  can  approach  the  scientific  facts 
and  yet  retain  the  aura  of  emotional  bewilderment, 
the  more  the  publishers  will  fall  for  the  product. 
Much  of  this  material  tends  to  create  the  element 
>f  fear  and  worry  in  the  mind  of  the  reader,  if  she 
is  a woman,  and  particularly  if  she  is  pregnant,  that 
physicians  are  reacting  unfavorably  to  these  out- 
pourings. If  we  must  have  such  material  as  a steady 
diet  in  our  magazines,  why  not  solicit  them  from 
obstetricians  and  other  specialists  who  will  tell  the 
simple  truth  without  frightening  the  reader  rather 
than  entrusting  the  dissemination  of  such  important 
facts  to  a lay  person  whose  reputation  and  influence 
are  not  outstanding? 

Some  of  the  facts  emphasized  in  the  article  under 
consideration  will  bear  discussion  if  for  no  other 
reason  than  that  many  women,  having  read  the 
article,  have  hurried  to  their  physician  disturbed 
and  upset.  Too  much  stress  is  placed  on  the  possi- 


bility of  getting  a Mongoloid  baby.  The  percentage 
of  such  is  not  large  enough  to  warrant  such  a long 
discussion  of  animal  experimentation  in  the  field 
which  the  author  furnishes. 


How  many  physicians  would  think  of  exposing 
all  girls  to  German  measles  so  that  they  would  not 
contract  the  disease  when  pregnant?  Why  is  air 
travel  held  up  as  so  dangerous  to  the  pregnant 
woman  and  her  expected  offspring  in  this  day  of 
pressurized  cabins  with  trained  attendants  and  a 
time  factor  which  provides  a minimum  of  fatigue 
to  the  traveler?  Why  is  it  inferred  that  any  x-ray  of 
a pregnant  woman  is  dangerous  to  the  fetus  when 
we  know  that  such  studies  carried  out  late  in  preg- 
nancy serve  as  a valuable  adjunct  in  preparing  for 
the  best  obstetrical  care  at  the  time  of  delivery? 


I he  inference  that  all  drugs  are  dangerous  to  the 
fetus  could  readily  be  carried  to  absurd  limits.  No 
lay  person  should  state  that  a pregnant  woman 
should  not  have  analgesic  drugs  or  an  anesthetic  at 
the  time  of  labor  and  delivery.  Well  trained,  con- 
scientious obstetricians  come  to  know  their  patients 
thoroughly  and  thus  are  able  to  furnish  such  aid  as 
the  individual  requires  when  due  consideration  is 
given  to  the  threshold  of  pain,  the  anatomical  struc- 
ture of  the  pelvis,  and  the  process  of  labor  itself.  No 
obstetrician  would  deny  that  there  is  a danger  in 
prescribing  strong  drugs  to  pregnant  women  but  it 
does  not  follow  that  all  drugs  in  any  dosage  are 
dangerous. 


Lest  the  author  of  “1  he  Uninsulted  Child”  think 
we  find  nothing  good  in  her  lengthy  discourse,  we 
would  endorse  some  points  advised  at  the  end  of  the 
article  which  will  help  produce  healthy  babies. 
Surely  a pregnant  woman  should  tiy  to  avoid  out- 
side dangers  which  might  injure  her  unborn  child. 
Of  course  she  should  keep  herself  in  the  best  of 
health  before  as  well  as  during  the  childbearing 
years  and  should  seek  medical  assistance  in  clearing 
up  any  chronic  disease  with  which  she  may  be 
afflicted.  Rut  let  us  not  frighten  our  young  women 
today  with  mental  pictures  of  Mongoloid  idiots,  or 
stress  the  undue  dangers  resulting  from  air  travel 
which  undoubtedly  is  less  fatiguing  than  either 
automobile  or  train,  nor  should  we  dwell  upon  the 
terrible  risk  of  using  analgesic  drugs  because  these 
when  used  judiciously  during  labor  and  with  anes- 
thetics properly  administered  in  trained  hands  at  the 
time  of  delivery  are  of  unquestionable  worth. 

It  is  time  we  stopped  this  stream  of  education  by 
fear. 
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The  Joint  Commission  on  Accreditation  of 
Hospitals 

There  have  been  considerable  murmurings  among  the 
craft  and  some  dissatisfaction  expressed  recently  of  the 
operation  of  the  Joint  Commission  on  Accreditation  of 
Hospitals.  Believing  that  our  readers  should  be  better  in- 
formed on  the  functions  and  accomplishments  of  this  cor- 
poration, iv e shall  endeavor  in  a series  of  editorials  to  clear 
up  a few  of  the  misunderstandings.  (Ed.) 

III.  THE  TISSUE  COMMITTEE 

In  the  Standards  for  Hospital  Accreditation  ap- 
pears this  paragraph: 

“The  Tissue  Committee  shall  study  and  report  to 
the  staff,  or  to  the  executive  committee  of  the  staff, 
on  the  agreement  or  disagreement  among  the  pre- 
operative, postoperative  and  pathological  diagnoses 
and  on  whether  the  surgical  procedures  undertaken 
in  the  hospital  were  justified  or  not.  This  study  will 
also  include  those  procedures  in  which  no  tissue  was 
removed.  The  report  to  the  executive  committee 
shall  be  in  writing  on  at  least  a monthly  basis.” 

Although  one  of  the  most  important  committees 
of  the  medical  staff,  perhaps  no  other  committee 
except  medical  records  has  been  subject  to  so  close 
scrutiny  by  the  Joint  Commission  as  has  this  one. 
And  why?  In  the  early  releases  of  the  study  spon- 
sored by  the  Kellogg  Foundation  called  the  Pro- 
fessional Activity  Study  utilizing  fourteen  Michigan 
hospitals,  two  of  these  hospitals  showed  an  un- 
justifiable appendix  removal  of  more  than  30  per 
cent  of  all  appendectomies  done  in  the  hospital, 
one  out  of  three  unjustified  in  the  eyes  of  the  staff 
committee  of  the  hospital  reviewing  the  charts. 
The  same  situation  was  found  to  exist  in  regard  to 
hysterectomies. 

The  public  is  being  made  aware  of  the  existence 
of  these  tissue  committees  in  hospitals.  As  evidence 
of  this  one  newspaper  editorial  comes  to  mind,  that 
found  in  the  New  Orleans  Times-Picayune  of  Janu- 
ary 3,  1954  where  the  procedure  of  operation  of 
the  tissue  committee  is  outlined  and  the  reader  is 
informed  that  the  committee  functions  in  an  effort 
to  determine  whether  or  not  a particular  operation 
is  justified. 

IV.  REPRESENTATION  ON  BOARD  OF  TRUSTEES 

The  question  of  representation  of  the  medical  staff 
on  the  governing  body  of  the  hospital  has  not  yet 
been  definitely  settled.  The  Joint  Commission  on 
Accreditation  of  Hospitals  in  its  “Standards”  pro- 


vides for  a Joint  Conference  Committee  which 
“shall  be  a medico-administrative  liaison  committee 
and  the  official  point  of  contact  among  the  medical 
staff,  the  governing  body,  and  the  administrator.” 
I his  committee  has  been  effective  and  satisfactory 
in  many  hospitals.  That  this  is  not  true  in  all  hos- 
pitals is  probably  due  to  the  personalities  involved, 
making  the  committee  limited  in  its  effectiveness. 
As  Professor  John  P.  Amsden,  former  president  of 
the  Mary  Hitchcock  Memorial  Hospital  in  Han- 
over, New  I lampshire  has  said:  “it  is  undoubtedly 
good  for  those  who  are  members  of  the  committee 
but  too  frequently  its  benefits  do  not  spread  to  the 
rest  of  the  staff  and  trustees.” 

At  the  last  session  of  the  AM  A House  of  Dele- 
gates the  members  went  one  step  further  than  the 
Special  Committee  to  Review  the  Functions  of  the 
Joint  Commission  which  recommended  the  estab- 
lishment of  a Joint  Conference  Committee  in  each 
hospital.  The  House  voted  that  there  should  be 
medical  staff  representation  on  the  governing  boards 
of  hospitals.  I his  coincides  with  the  view  of  Pro- 
fessor Amsden  writing  in  a recent  issue  of  this 
Journal  where  he  says:  “My  personal  experience 
has  convinced  me  that  the  presence  of  a staff  mem- 
ber on  the  Board  of  Trustees  of  the  hospital  is  the 
best  means  of  assuring  a continuing  interchange  of 
ideas  and  an  awareness  of  each  other’s  problems.” 
More  and  more  members  of  the  medical  staff  of  a 
hospital  need  to  become  conversant  with  budgetary 
and  administrative  problems.  The  financial  operation 
of  a hospital  is  so  interwoven  with  the  medical  and 
surgical  care  of  the  patient  that  each  physician  on 
the  staff  should  be  sufficiently  informed  to  obtain 
the  sense  of  staff  participation  in  determining  the 


even  more  important  than  the  freedom  of  communi- 
cation gained  by  membership  on  the  Board  of 
Trustees.  1 here  are  many  details  in  the  management 
of  a hospital  which  should  concern  the  physicians 
working  in  that  hospital.  For  example,  the  requests 
of  the  staff  members  for  more  elaborate  and  more 
extensive  use  of  diagnostic  and  therapeutic  aids,  thus 
increasing  the  cost  of  hospital  care  to  the  patient; 
the  abuse  of  hospital  facilities  where  fewer  would 
serve  the  patient  fully  as  well. 

To  have  this  staff  membership  really  effective  the 
staff  must  feel  that  it  is  truly  represented  on  the 
Board  and  this  should  be  accomplished  by  the  selec- 
tion of  this  representation  bv  the  staff  and  not  by 
the  trustees. 
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The  Stolen  Bag 

Theft  of  physicians’  bags  in  the  Hartford  and 
New  Haven  areas  during  recent  weeks  has  reached 
such  sizable  proportions  that  the  State  Department 
of  Health  has  seen  fit  to  issue  a circular  letter  to 
physicians  and  pharmacists  warning  them  that  the 
desire  to  obtain  narcotics  and  barbiturates  was  the 
incentive  because  the  thieves  were  drug  addicts.  It 
hardly  seems  necessary  to  remind  physicians  to  lock 
their  cars  when  they  leave  their  bags  behind  but 
this  the  State  Department  of  Health  is  doing.  It  is 
also  reminding  physicians  to  keep  narcotics,  danger- 
ous drugs,  prescription  blanks,  and  official  order 
forms  in  their  offices  under  lock  and  key.  Then  the 
doctor  should  make  sure  his  insurance  covers  this 
loss,  if  sustained. 

The  steps  to  follow  in  case  a medical  bag  and 
narcotics  are  stolen  are  very  clear:  1.  Immediately 
notify  local  police  or  State  police;  2.  Report  the  loss 
of  narcotics  to  the  U.  S.  Treasury  Department, 
Bureau  of  Narcotics,  Boston,  Massachusetts;  3. 
notify  Division  of  Narcotics,  Bureau  of  Preventable 
Diseases,  Connecticut  State  Department  of  Health. 

Participating  Physicians 

We  have  lately  seen  a discussion  of  why  a physi- 
cian should  participate  in  Blue  Shield  plans  that  was 
prepared  and  widely  distributed  in  greater  New 
York.  Many  of  the  points  made  in  this  presentation 
are  pertinent  everywhere  that  prepaid  medical-sur- 
gical plans  operate  on  a service  basis  and  in  the  dis- 
cussion there  is  much  food  for  thought.  It  says: 

“Being  a Participating  Physician  means  you  are 
helping  to  preserve  the  traditional  free  practice  of 
medicine.  It  means  you  are  supporting  a plan  which 
protects  your  right  to  a fee-for-service  and  your 
patient’s  right  to  a free  choice  of  physician.  You 
are  striking  a blow  against  prepayment  plans  which 
depart  from  these  traditions.  Being  a Participating 
Physician  is  thus  a long  term  investment  in  the 
stability  of  free  medicine.’’ 

“When  you  are  a Participating  Physician,  you  are 
taking  part  in  the  medical  profession's  own  effort  to 
provide  prepaid  medical  care  for  the  whole  of  your 
community.  It’s  the  best  possible  public  relations  you 
can  have.  The  American  public  knows  that  the 
medical  profession  takes  the  lead  in  scientific  medi- 
cine. But  many  people  still  need  to  be  shown  that 
doctors  are  taking  the  lead  in  solving  the  economic 
problem  of  making  medical  care  available  to  all 
parts  of  the  population.” 


“You  help  your  patients  of  modest  means  preserve 
their  pride  and  self  respect,  and  their  confidence  in 
you,  if  you  are  a Participating  Physician.  Your 
patient  knows  you  will  accept  the  Blue  Shield  allow- 
ance as  payment  in  full.  Thus  he  can  continue  to  go 
to  you  as  his  personal  doctor,  and  need  never  fall 
back  on  clinic  treatment  or  ward  service.”  Nearly 
a million  Connecticut  people  have  joined  Blue 
Shield— many  of  them  because  of  the  guarantee  of 
full  protection  which  Participating  Physicians  give 
them. 

“As  a Participating  Physician  you  help  yourself 
economically.  You  are,  through  Blue  Shield,  paid 
on  a fee-for-service  basis  by  some  patients  who 
otherwise  could  not  afford  to  pay  you.  You  have 
no  collection  problems.” 

You  need  change  nothing  in  your  practice  when 
you  bcome  a Participating  Physician.  CMS  in  no 
way  interferes  with  the  traditional  relationship  be- 
tween you  and  your  patient.  You  are  the  doctor, 
not  CMS. 


David  R.  Lyman,  M.D.  Dies  at  80 

Connecticut  suffered  the  loss  of  one  of  its  most 
distinguished  physicians  when  David  R.  Lyman  died 
suddenly  on  October  13.  Fewr  physicians  have  con- 
tributed more  to  Connecticut  Medicine  and  to  the 
happiness  and  wellbeing  of  thousands  of  patients 
over  a period  of  half  a century  than  did  Dr.  Lyman. 
Gaylord  Farm  Sanatorium  has  served  these  many 
years  as  concrete  evidence  of  a life  of  unselfish 
service;  the  many  sufferers  from  tuberculosis  who 
profited  by  the  faithful,  personal  attention  afforded 
them  while  under  his  care  have  testified  to  Dr. 
Lyman’s  personal  interest  in  their  individual  prob- 
lems and  to  his  invaluable  encouragement  supplied 
them  in  their  struggle  back  to  health. 

David  Lyman  w^as  a national  figure.  He  was  presi- 
dent of  many  organizations  related  to  his  specialty 
and  to  kindred  fields  of  medicine.  The  American 
Red  Cross  profited  by  his  services  in  France  during 
World  War  I.  I he  LT.  S.  Veterans  Bureau  w'as 
fortunate  enough  to  have  his  counsel  for  a short 
period  following  that  war.  About  this  same  time  he 
was  president  of  both  his  County  and  State  Medical 
Societies.  Since  then  his  life  has  served  as  a constant 
contribution  to  his  fellowmen. 

Many  mourn  his  departure  and  those  who  knew 
him  as  a friend  are  richer  for  that  fellowship. 
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PROGRESS  IN  CLINICAL  MEDICINE 


THE  INDICATIONS  FOR  AND  HAZARDS  OF  BLOOD  TRANSFUSIONS 


T>  lood  transfusions  constitute  one  of  the  most  mis- 
used  and  hazardous  hospital  therapeutic  meas- 
ures in  common  use  today.  At  first  glance  this 
statement  appears  rather  strong,  but  when  all  of  its 
implications  are  carefully  considered  this  conclusion 
is  inescapable.  In  recent  years  increased  use  of  blood 
transfusions  has  occurred  in  spite  of  greater  appre- 
ciation of  its  dangers  and  therapeutic  limitations. 
Probably  as  many  as  20  to  30  per  cent  of  all  trans- 
fusions administered  are  without  justification.  Too 
many  transfusions  are  given  to  patients  as  a “tonic,” 
for  lack  of  something  better  to  do,  or  to  any  patient 
who  is  anemic.  Careful  thought  must  precede  the 
administration  of  blood. 

Blood  replacement  is  of  some  value  in  any  anemic 
patient,  but,  as  is  well  known,  anemia  per  se  is  not  an 
indication  for  this  form  of  therapy.  With  complete 
disregard  for  the  immediate  and  ultimate  hazards 
involved  there  remain  many  objections  to  the  use 
of  blood  transfusions  for  correction  of  anemia.  First 
of  all,  they  rapidly  will  alter  the  blood  picture  in 
undiagnosed  anemic  states  making  accurate  diagnosis 
impossible.  The  transfusion  of  these  patients  will 
deny  them  the  opportunity  to  respond  to  such 
simple  agents  as  iron,  vitamin  Bi2  or  folic  acid. 
Transfusions  are  expensive,  their  effect  is  transient, 
they  are  unpleasant  to  receive,  and  their  adminis- 
tration in  unwarranted  situations  constitutes  flagrant 
waste  of  a valuable  commodity.  The  correction  of 
minor  anemia  in  many  patients  is  not  important,  and 
little  or  no  clinical  benefit  is  effected.  These  are  but 
a few  of  the  many  factors  which  should  restrict  the 
use  of  blood  transfusions. 

THE  INDICATIONS  FOR  TRANSFUSION  THERAPY 

In  certain  clinical  conditions  the  indications  are 
clear,  without  compromise,  and  an  absolute  necessity 
for  the  maintenance  of  life.  This  includes  extensive 
bleeding  with  or  without  coagulation  defect,  exten- 
sive burns,  and  rapid  erythrocyte  hemolysis.  In 

From  the  Department  of  Internal  .Medicine,  Yale  University 


Stuart  C.  Finch,  m.d.,  New  Haven 

I lie  Author.  Assistant  Professor  of  Medicine,  Yale 
University  School  of  Medicine,  New  Haven,  Conn. 


SUMMARY 

The  hazards  of  blood  transfusions  are  emphasized 
because  of  the  abuse  of  this  procedure  at  the  present 
time.  Many  patients  who  receive  transfusions  actually 
do  not  need  them.  There  are  definite  indications  for 
blood  transfusions  and  these  are  discussed.  The 
wastage  of  blood  in  peacetime  contributes  to  the 
difficulty  of  maintaining  an  available  supply. 

Accidents  due  to  mismatched  transfusion  reactions 
occur  in  large  hospitals.  Transfused  blood  may  be 
contaminated  with  bacteria.  Too  rapid  administration 
of  blood  may  produce  acute  congestive  failure  in 
certain  patients.  There  is  a danger  inherent  in  the 
universal  use  of  group  O blood.  Dilution  phenomena 
are  of  clinical  importance.  Air  embolism  may  occur 
and  is  frequently  fatal.  Minor  reactions  may  become 
severe.  The  most  important  hazards  are  the  late 
complications. 


addition  any  anemic  state  which  is  severe  enough 
to  cause  dyspnea  or  angina  at  rest,  cardiac  failure, 
shock  or  extreme  prostration  will  require  blood 
transfusions.  Even  though  some  of  these  patients 
have  a deficiency  of  a specific  erythropoietic  factor 
they  may  not  survive  the  latent  period  prior  to 
blood  improvement  without  the  aid  of  transfusions. 
I lowever,  they  need  not  be  transfused  until  normal. 
Frequently  their  erythrocyte  mass  can  be  elevated 
to  a safe  level  with  the  cautious  administration  of 
one  or  two  units  of  sedimented  red  cells,  and  then 
slowly  restored  to  normal  with  specific  hemopoietic 
agents.  This  practice  will  not  interfere  appreciably 
with  diagnostic  studies,  reduces  the  likelihood  of 
transfusion  complications,  conserves  blood,  and 
allows  one  to  observe  the  response  to  drugs  for 
additional  confirmation  of  the  diagnosis. 
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Fresh  whole  blood  should  be  administered  to  any 
patient  who  has  a known  or  suspected  coagulation 
defect  when  blood  loss  has  been  or  may  become 
sufficient  to  produce  symptoms  of  anemia.  Under 
these  circumstances  one  is  correcting  both  the 
anemia  and  the  clotting  defect,  but  it  should  be 
realized  that  this  is  being  done  at  a volume  sacrifice. 
In  terms  of  correcting  the  clotting  defect  it  would 
be  much  more  expedient  to  give  fresh  plasma,  plasma 
concentrate,  specific  plasma  fractions,  or  fresh 
frozen  plasma.  Fresh  plasma  or  whole  blood  will 
contain  normal  concentrations  of  all  clotting  factors, 
and  if  nonwetting  surfaces  are  used,  high  concentra- 
tions of  viable  platelets  also  may  be  transfused.  The 
indications  for  platelet  transfusions  for  the  purposes 
of  treating  thrombocytopenia  are  less  clearly  defined 
than  for  the  other  hemorrhagic  diatheses,  but  the 
indications  for  treating  the  anemia  which  may 
develop  remain  the  same. 

In  the  absence  of  severe  anemia,  bleeding,  or 
shock,  the  indications  for  transfusions  become  un- 
certain and  unclear.  For  each  situation  the  risk  of 
transfusion  must  be  weighed  against  the  potential 
clinical  value.  However,  transfusions  are  indicated 
when  they  will  effect  a necessary  and  striking  clini- 
cal response,  not  afforded  by  any  other  means.  The 
necessity  for  clinical  response  may  include  the 
alleviation  of  symptoms  of  anemia,  or  the  restoration 
of  normal  blood  levels  in  anticipation  of  future 
blood  loss.  The  degree  of  response  must  be  striking, 
or  transfusions  are  not  justified  because  of  the  great 
potential  hazard  involved.  The  comparative  be- 
nignity of  vitamin  and  iron  therapy  is  apparent  and 
if  either  of  these  agents  will  produce  the  desired 
clinical  response,  transfusions  are  not  justified.  Ob- 
viously there  are  a few  exceptions  to  these  rules 
(particularly  in  relationship  to  anticipated  surgery 
and  surgical  convalescence),  but,  in  general,  they 
are  quite  valid. 

Flic  decision  to  transfuse  must  take  into  consid- 
eration such  factors  as  age,  sex,  activity,  ultimate 
prognosis,  probability  of  major  complication,  and 
the  ability  of  the  patient  to  withstand  any  type  of 
transfusion  complication.  For  example,  fever  per  se 
increases  the  incidence  of  immediate  transfusion 
reactions.  Young,  female  patients  run  the  risk  of 
becoming  sensitized  to  common  or  rare  blood  groups 
with  subsequent  enhanced  risk  of  erythroblastosis 
during  pregnancy.  A patient  with  8 Gm.  of  hemo- 
globin who  is  confined  to  bed  with  arthritis  has  less 
need  for  blood  than  an  active,  working  man  with 


10  Gm.  per  cent  of  hemoglobin.  A patient  with 
sickle  cell  anemia  and  a hemoglobin  level  stabilized 
at  8-9  Gm.  per  cent  rarely  should  be  transfused, 
whereas  a pregnant  sickle  cell  patient  should  have 
her  blood  maintained  close  to  normal  level.  Patients 
with  10  Gm.  per  cent  or  more  of  hemoglobin 
secondary  to  infection,  liver  disease,  neoplasia, 
uremia  or  myxedema  rarely  should  be  transfused. 

I here  is  little  clinical  or  experimental  evidence  to 
indicate  the  improvement  of  such  mild  anemias 
either  improves  work  tolerance  or  resistance  to 
infection.  Patients  without  anemia  or  coagulation 
defect  never  should  be  transfused.  In  addition, 
patients  with  mild  (9-1 1 Gm.  per  cent)  refractory, 
hemolytic  or  myelophthisic  anemias  are  considerably 
better  off  if  they  can  get  along  without  transfusions. 
Every  effort  should  be  made  to  avoid  rather  than 
encourage  the  use  of  blood  transfusions. 

As  a temporary  measure  the  transfusion  of  fresh 
blood  containing  viable  platelets  may  be  a life  saving 
measure  to  thrombocytopenic  patients.  Transfusions 
of  this  type  often  will  promote  rapid  hemostasis, 
but  the  effect  is  transient  and  variable.  Normal 
platelets  may  have  a survival  time  of  four  to  five 
days,  but  in  most  of  these  patients  it  is  much  shorter. 
This  is  due  to  the  presence  of  platelet  antibody 
produced  by  either  the  basic  disease  or  from  the 
antigenic  stimulus  of  previous  transfusion.  Progres- 
sive shortening  of  platelet  survival  will  occur  fol- 
lowing multiple  transfusions.  For  these  reasons  the 
indications  for  platelet  transfusions  usually  are 
limited  to  acute  emergencies  in  patients  with  re- 
versible defects.  Lhicontrollable  bleeding  in  patients 
wtih  idiopathic  thrombocytopenic  purpura  mav  be 
dramatically  stopped  by  this  technique.  Platelet 
deficiency  prior  to  surgery  can  be  corrected  so  as  to 
greatly  reduce  bleeding  during  surgery.  Beyond 
this,  however,  the  procedure  becomes  quite  imprac- 
ticable and  usually  is  of  little  value. 

No  discussion  of  the  indications  for  transfusions 
would  be  complete  without  consideration  of  the 
available  supply  of  blood.  In  peacetime  volunteer 
blood  donors  have  diminished  greatly  in  number, 
and  difficulty'  has  been  encountered  in  meeting  the 
demands  for  blood.  One  apparent  solution  to  this 
problem  would  be  to  impose  a general  restriction  on 
the  use  of  blood.  This  would  be  unfortunate,  since 
definite  quantities  of  blood  must  be  used  for  certain 
patients.  However,  there  would  be  no  necessity  for 
general  restriction  of  blood  if  waste  from  needless 
transfusions  was  not  such  a common  practice! 
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I l<  WSKLSION  COMPLICATIONS 

Why  is  such  a cautious  attitude  taken  about  the 
use  of  blood  transfusions?  This  attitude  stems  almost 
entirely  from  the  fact  that  single  or  multiple  blood 
transfusions  do  constitute  a major  medical  hazard. 
Each  transfusion  administered  carries  a calculated 
risk  which  increases  as  more  are  given.  I he  inci- 
dence of  reactions  to  a single  transfusion  in  a random 
group  of  recipients  is  from  5 to  20  per  cent.  At 
least  0.5  per  cent  of  patients  receiving  transfusions 
suffer  reactions  which  are  serious  in  the  sense  that 
they  either  cause  death  or  constitute  a major  threat 
to  life. 

The  seriousness  of  the  immediate  and  ultimate 
complications  often  is  forgotten  when  transfusions 
are  contemplated,  and  frequently  when  they  happen 
they  are  considered  inevitable.  Such  is  not  the  case. 
The  patient  and  everyone  concerned  is  entitled  to 
be  fully  aware  of  the  risks,  just  as  he  is  with  any 
surgical  procedure,  and  above  all  the  transfusion  or 
transfusions  must  be  absolutely  necessary.  Let  us 
first  consider  the  immediate  potential  complications 
of  administering  blood  to  a patient  for  the  first  time. 
These  are  summarized  in  I able  I.  Although  most 
reactions  are  minor  in  nature,  a small  percentage  is 
fatal.  Furthermore,  it  should  be  remembered  that 
the  more  severe  the  anemia,  the  more  serious  are 
the  reactions. 

In  large  hospitals  where  many  transfusions  are 
administered,  rarely  a year  goes  by  when  there  is 
not  at  least  one  missmatched  transfusion  reaction. 
Rapid  turnover  of  laboratory  and  professional  per- 
sonnel, improper  labeling,  crowded  laboratories, 
emergency  requests,  confusion  of  pilot  tubes  and 
names  all  contribute  to  possible  sources  of  error. 
Such  accidents  never  will  be  completely  eliminated 
in  spite  of  most  elaborate  precautions,  and  must  con- 
stitute part  of  the  risk  of  transfusion.  Hemolytic 
reactions  severe  enough  to  produce  shock  or  occur- 
ring in  patients  in  shock  almost  invariably  result  in 
lower  nephron  nephrosis  with  its  high  mortality 
rate. 

Another  serious  type  of  blood  transfusion  reaction 
is  that  which  occurs  with  bacterial  contamination 
of  the  transfused  blood.  From  1 to  3 per  cent  of  all 
units  of  blood  have  some  demonstrable  bacterial 
contamination  based  on  cultures  of  blood  incubated 
at  370  C.1  The  source  of  these  organisms  may  be 
from  lack  of  sterile  equipment,  or  from  air  or  skin 
contamination.  Complete  sterility  of  the  skin  is 


virtually  impossible  to  attain,  even  though  a com-  ft  r 
pletely  sterile  closed  system  is  employed.  Entry  of  ■ 
organisms  into  the  blood  bottle  is  enhanced  further  • 
by  any  technique  which  involves  opening  or  ! I! 
piercing  the  bottle  stopper.  Fortunately,  most  re-  I sl 
actions  to  contaminated  blood  are  not  serious,  but  , sl 
an  impressive  number  of  fatal  reactions  due  to  con-  1 
tamination  with  certain  types  of  gram  negative  ] b 
organisms  has  been  reported.1  These  bacteria  usually  I b 
are  of  either  the  Pseudomonas  or  coliform  groups,  I v 
and  are  common  inhabitants  of  most  refrigerators.  r 

They  multiply  at  refrigerator  and  even  subzero  a 

temperatures,  but  fail  to  grow  at  370  C.  Patients  1 

transfused  with  blood  so  contaminated  rapidly  i 

develop  severe  shock  and  cutaneous  hyperemia  due  j 

to  the  presence  of  a powerful  endotoxin.  The  ' 

mortality  rate  is  over  50  per  cent.  It  even  has  been  1 

suggested  that  examination  of  a stained  smear  of 
blood  should  be  made  immediately  preceding  its  1 

administration  in  order  to  prevent  the  occurrence  1 

of  these  catastrophes.1  Fortunately  this  type  of  con- 
tamination is  not  common,  but  must  be  considered 
one  of  the  great  hazards  of  transfusion  therapy. 

In  severely  anemic  subjects,  especially  those  with 
preexisting  cardiac  disease,  the  incidence  of  acute 
congestive  failure  following  transfusions  is  appre- 
ciable. It  may  be  due  to  the  rapid  expansion  of  cir- 
culating blood  volume  in  a system  where  a damaged, 
anoxic  heart  is  unable  to  increase  cardiac  output 
further  to  compensate  for  the  additional  work  load. 
Some  observers  believe  that  this  phenomenon  almost 
invariably  is  associated  with  some  type  of  trans- 
fusion reaction,  but  usually  it  is  the  result  of  too 
rapid  administration  of  blood. 

In  certain  emergencies  it  is  common  practice  to 
use  universal  (group  O)  blood  donors.  It  should  be 
appreciated  that  the  plasma  of  some  of  this  blood 
may  contain  either  natural  or  immune  groups  A and 
B antibody  in  sufficient  titer  to  produce  a severe 
hemolytic  transfusion  reaction.  In  most  blood  banks 
high  titer  blood  of  this  type  is  discarded,  but  in 
others  it  is  common  practice  to  rely  on  soluble 
group  A and  B substances  for  the  neutralization  of 
these  antibodies.  Neither  of  these  practices  may 
completely  protect  the  recipient.  Large  amounts  of 
soluble  group  A and  B factors  may  fail  to  neutralize 
completely  immune  A and  B antibodies,2  and  severe 
hemolytic  transfusion  reactions  may  occur  even  fol- 
lowing the  transfusion  of  low  titer  group  O blood.3 
These  reactions  are  due  to  the  presence  of  a potent 
hemolysin  which  is  detectable  only  by  special  tech- 
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niques.  A number  of  instances  have  occurred  where 
group  A 2 donor  blood  was  erroneously  typed  as 
group  ().  I he  universal  use  of  group  C)  blood  for 
transfusions  should  be  restricted  to  emergency  in- 
stances where  cross  matching  studies  are  not  pos- 
sible. 

I he  immediate  posttransfusion  survival  of  bank- 
blood  is  a function  of  the  storage  time  in  the  blood 
bottle.  As  much  as  20  to  30  per  cent  of  two  to  three 
week  old  bank  blood  transfused  into  a normal 
recipient  will  be  removed  from  circulation  within 
a few  hours.4  This  imposes  a severe  load  on  the 
bilirubin  clearing  mechanism  of  any  patient  with 
impaired  liver  function.  It  is  not  uncommon  for 
jaundice  to  develop  for  the  first  time  in  patients 
with  hepatic  disease  transfused  with  this  type  of 
blood.  This  frequently  introduces  the  problem  of 
differential  diagnosis  with  its  associated  consulta- 
tions, laboratory  investigations  and  difficult  prog- 
nostications before  the  cause  becomes  apparent. 


globulin  (especially  if  more  than  seven  to  ten  days 
old).  Fresh  blood  or  plasma  will  correct  the  Ac 
globulin  deficiency.  1 he  use  of  platelet-containing 
blood  may  be  of  some  value  in  controlling  the 
bleeding  due  to  dilution  thrombocytopenia.  Follow- 
ing massive,  rapid  blood  replacement  incoaguability 
of  blood  may  develop  through  an  entirely  different 
mechanism.  Patients  in  shock  from  blood  loss  often 
are  transfused  in  this  fashion,  and  failure  of  the 
blood  to  clot  is  due  to  the  rapid  endogenous  release 
of  fibrinolytic  enzymes  which  accompany  the  state 
of  shock.  Lack  of  available  calcium  in  the  presence 
of  excess  citrate  cannot  be  incriminated  in  most 
instances  since  plasma  calcium  concentrations  low- 
enough  to  impair  blood  coagulation  will  produce 
tetany  and  death.  However,  hypocalcemia  may 
develop  from  the  rapid  administration  of  large  quan- 
tities of  the  acid  citrate  dextrose  solution  in  w hole 
blood.  This  has  been  reported  to  occur  most  fre- 
quently in  infants  following  exchange  transfusions 


Table  I 

Immediate  Adverse  Reactions  to  Blood  Transfusions 


TYPE  OF  REACTION 

MANIFESTATIONS 

CAUSE 

Simple  febrile 

Fever,  chills,  headache,  backache,  etc. 

Plasma  factors,  ? leukocyte  and 
platelet  antibodies 

Pyrogenic 

f ever,  chills,  headache,  backache,  etc. 

Bacterial  pyrogens 

Allergic 

Urticaria,  asthma,  joint  pain,  eosino- 
philia,  etc. 

Hypersensitivity 

Cardiac 

Signs  and  symptoms  of  acute 
pulmonary  edema 

Rapid  expansion  of  blood  volume 

Hemolytic 

Chills,  fever,  hemoglobinemia,  hemo- 
globinuria, shock,  anuria,  death 

Old  blood,  incompatible  blood, 
hemolysins 

Lower  nephron  nephrosis 

Anuria,  azotemia,  hyperkalemia,  death 

Hemolysis  plus  shock 

Leukocyte  antibody 

Febrile  reactions,  leukopenia 

Passive  transfer  of  leukocyte 
agglutinin 

Platelet  antibodv 

Febrile  reactions,  thrombocytopenia 

Passive  transfer  of  platelet 
agglutinin 

Toxic 

Shock,  hyperemia,  fever,  chills 

Bacterial  endotoxin 

Air  embolization 

Dyspnea,  sudden  death 

Air  entry  into  vein 

Thrombocytopenia 

Bleeding,  petechiae,  etc. 

Dilution  of  platelets 

Ac  globulin  deficiency 

Bleeding,  delayed  blood  coagulation 

Dilution  of  Ac  globulin 

Hypocalcemia 

Tetany,  cardiac  arrythmia 

Citrate  toxicity 

1 Ivperkalemia 

Cardiac  arrythmia,  convulsions, 
muscular  twitchings,  etc. 

Potassium  release  from  donor  red 
cells 

Mention  is  made  in  Table  I of  thrombocytopenia 
and  Ac  globulin  deficiency.  These  are  dilution 
phenomena  and  are  of  clinical  importance  when 
many  transfusions  are  given  over  a short  period  of 
time.5  1 he  rapid  transfusion  of  large  volumes  of 
blood  to  bleeding  patients  causes  depletion  of  these 
factors  at  rates  which  exceed  their  rates  of  replenish- 
ment. I he  blood  being  administered  usually  con- 
tains few  viable  platelets  and  may  be  low-  in  Ac 


for  erythroblastosis  fetalis.  In  patients  with  hepatic 
dysfunction  the  rate  of  citrate  oxidation  may  be 
reduced,  and  the  possibilities  of  citrate  toxicity  en- 
hanced. Massive  replacement  transfusion  with  blood 
in  storage  for  two  to  three  weeks  may  lead  to  hyper- 
kalemia. This  is  due  to  the  release  of  potassium  from 
damaged  or  nonviable  erythrocytes  during  storage 
and  in  the  immediate  post  transfusion  period. 

Another  infrequently  encountered,  rarely  report- 
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ed  fatal  complication  of  blood  transfusions  is  air 
embolization.  Faulty  equipment  and  improper  tech- 
nique may  permit  appreciable  quantities  of  air  to 
enter  the  tubing  and  pass  into  the  venous  circulation. 
Deaths  have  occurcd  from  air  embolization  follow- 
ing the  introduction  of  air  under  pressure  into  the 
blood  bottle  in  order  to  accelerate  the  infusion  rate. 
It  might  be  pointed  out  that  accidents  of  this  type 
arc  virtually  impossible  when  disposable  plastic 
equipment  without  connections  is  used.  In  such  a 
system  infusion  rates  are  increased  by  the  application 
of  an  air  pressure  cuff  around  the  outside  of  the 
plastic  bag  containing  the  donor  blood. 

Certain  of  the  immediate  adverse  reactions  to 
transfusions  in  patients  who  have  been  transfused 
previously  may  be  increased  a hundredfold  or  more. 
The  so-called  minor  reactions  may  become  very 
severe,  and  such  reactions  may  become  the  rule 
rather  than  the  exception.  In  many  patients  these 
are  not  due  to  any  detectable  blood  group  incom- 
patability,  but  probably  are  the  result  of  some  en- 
hanced or  induced  immunologic  response.  This  may 
possibly  involve  leukocyte  and  platelet  sensitization. 
The  likelihood  of  a hemolytic  transfusion  reaction 
increases  following  multiple  transfusions  from  either 
actively  induced  or  passively  transferred  group 
specific  antibody.  The  danger  of  this  type  of  sen- 
sitization to  certain  rare  blood  groups  rapidy  is 
emerging  as  a major  problem,  but  the  danger  of 
transfusing  incompatible  blood  has  been  reduced 
greatly  through  modern  blood  banking  techniques. 
For  example,  a patient  given  blood  which  contains 
the  Kell  factor  may  develop  a high  titer  of  antibody 
to  that  factor.  Weeks  or  months  later  if  given  the 


same  type  of  blood  it  rapidly  may  be  agglutinated 
and  destroyed.  I bis  type  of  incomplete  antibody 
incompatibility  will  not  be  detected  by  a routine 
major  cross  match.  However,  by  doing  a Coombs 
test  on  the  washed  donor  cells  following  incubation 
with  recipient  serum  such  incompatibilities  usually 
are  detected  before  the  blood  is  administered.  This 
practice  is  universally  employed  in  good  blood  banks 
today  as  a routine  procedure.  In  certain  patients 
who  have  had  multiple  transfusions,  hemolytic  re- 
actions may  develop  without  there  being  intragroup 
incompatibility.  I hese  can  be  due  to  presence  of 
circulating  cold  antibodies,  or  other  plasma  factors 
such  as  those  which  develop  in  patients  with 
paroxysmal  nocturnal  hemoglobinuria. 

There  is  little  doubt  that  the  late  complications  of 
blood  transfusion  (Table  II)  constitute  the  most 
important  overall  hazards  to  transfusion  therapy. 
From  0.5  per  cent  to  1.0  per  cent  of  all  donor  blood 
units  contain  active  homologous  serum  hepatitis 
virus.  Each  of  these  units  is  capable  of  producing 
clinical  hepatitis  in  susceptible  recipients.  For  ex- 
ample, a previously  untransfused  recipient  receiving 
10  units  of  blood  has  a 5 to  10  per  cent  chance  of 
getting  this  disease  which  has  reported  mortality 
rates  ranging  from  5 to  35  per  cent.  Fatalities  most 
frequently  are  encountered  in  infants  and  adults 
with  other  serious  illnesses.  The  administration  of 
one  unit  of  blood  to  a susceptible  recipient  carries 
a higher  mortality  rate  from  serum  hepatitis  alone 
than  does  appendectomy  or  tonsillectomy.  A surgi- 
cal operative  permit  is  required  for  either  of  these 
procedures.  At  the  present  time  there  is  no  practical 
method  for  destroying  or  detecting  the  presence  of 


Table  II 

Delayed  Adverse  Reactions  to  Blood  Transfusions 


TYPE  OF  REACTION 

MANIFESTATIONS 

CAUSE 

Hepatitis 

Fever,  jaundice,  hepatomegaly,  ano- 
rexia, etc. 

Homologous  serum  hepatitis  virus 

Iron  storage  disease 

Skin  pigmentation,  hepatomegaly, 
diabetes,  cardiac  failure,  etc. 

Longstanding  tissue  hemosiderosis 
from  multiple  transfusions 

Bacterial  sepsis 

Clinical  and  laboratory  manifestations 
of  specific  infection 

Usually  malaria,  syphilis,  and 
brucellosis 

Serum  sickness 

Fever,  arthralgia,  urticaria,  lymphade- 
nopathy,  etc. 

? 

Erythroblastosis  fetalis 

Jaundice,  anemia,  shock,  death 

Erythrocyte  isoimmunization 

Erythrocyte  isoimmunization 

Those  of  simple  febrile  to  severe 
hemolytic  reactions.  Erythroblastosis 
fetalis 

Previous  erythrocyte  sensitization 
of  recipient 

Platelet  isoimmunization 

Poor  survival  of  transfused  platelets 

Previous  platelet  sensitization  of 
recipient 

Leukocyte  isoimmunization 

? Alild  to  severe  febrile  reactions 

Previous  leukocyte  sensitization  of 
recipient 

Venous  thromboses 

Obliterated  veins 

Previous  venipunctures  and  trans- 
fusions 
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this  virus  in  the  plasma  of  blood  used  for  trans- 
fusions. 

Other  late  complications  of  multiple  transfusions 
are  transfusion  hemosiderosis  and  transfusion  hemo- 
chromatosis.6 Each  unit  of  whole  blood  contains 
about  250  mgs.  of  iron.  Every  four  transfusions  of 
blood  add  an  amount  of  iron  to  the  body  approxi- 
mately equal  to  the  normal  adult  tissue  iron  stores. 
;Since  the  adult  can  lose  significant  amounts  of  iron 
from  the  body  only  through  bleeding,  pregnancy 
and  lactation,  the  administration  of  multiple  trans- 
fusions rapidly  expands  his  tissue  iron  stores  (hemo- 
siderin and  ferritin)  producing  hemosiderosis.  Long- 
standing, excessive  tissue  deposits  of  hemosiderin 
eventually  produce  parenchymal  cell  necrosis  and 
fibrosis.  When  this  stage  is  reached  it  is  defined  as 
hemochromatosis.  Given  enough  iron  and  enough 
time  the  classical  picture  of  iron  storage  disease  will 
evolve  (skin  pigmentation,  pigmentary  cirrhosis  of 
the  liver,  diabetes  mellitus,  cardiac  failure,  spleno- 
megaly, gynecomastia,  etc.).  Eor  this  reason  patients 
with  chronic  refractory  anemias,  hemolytic  anemias, 
and  chronic  hemorrhagic  diatheses  should  be  trans- 
fused with  whole  blood  as  infrequently  as  possible. 
This  is  even  more  important  in  patients  who  have 
received  considerable  amounts  of  oral  or  intravenous 
iron  therapy,  since  they  already  may  have  extensive 
tissue  hemosiderosis.  On  the  other  hand,  this  com- 
plication of  transfusions  should  not  discourage  the 
use  of  transfusions  in  any  patients  whose  life  ex- 
pectancy is  not  more  than  a few  months  or  few  years 
(neoplasia,  leukemia,  advanced  renal  disease,  certain 
collogen  diseases,  etc.). 

A minor  late  complication  of  multiple  transfusions 
is  that  of  obliteration  of  superficial  veins  due  to 
local  venous  thromboses.  Every  effort  should  be 
made  to  conserve  good  veins  by  transfusing  as  infre- 
quently as  possible,  and  by  infusing  the  maximum 
permissible  amount  of  blood  with  each  venipuncture. 

In  this  part  of  the  world  the  transfer  of  malaria 
and  syphilis  by  transfused  blood  occurs  only  rarely. 
Adequate  history  taking,  routine  serologic  testing, 
refrigerator  storage  of  blood,  and  chemotherapy 
have  virtually  eliminated  these  problems.  Rarely  is 
serum  sickness  induced  through  transfusion.  Occa- 
sionally focal  infection  is  established  within  the 
body  through  the  introduction  of  viable  bacteria. 
It  is  very  probable  that  bacterial  endocarditis  has 
■developed  in  some  patients  with  rheumatic  valvulitis 
through  such  a mechanism.  Even  brucellosis  has  been 
transmitted  through  blood  transfusion.7 

It  is  beyond  the  scope  of  this  discussion  to  con- 
sider all  of  the  various  types  of  erythrocyte,  throm- 


bocyte and  leukocyte  antibodies  which  may  develop 
in  the  course  of  multiple  transfusions.  Many  of  the 
mechanisms  involved  and  ultimate  effects  on  the 
recipient  remain  poorly  understood  but  the  import- 
ance of  these  reactions  should  not  be  minimized. 
1 here  is  considerable  scientific  foundation  for  the 
concept  that  drug  (salicylate  and  sulfonamide,  etc.) 
hypersensitivity  may  predispose  to  the  development 
of  certain  forms  of  vasculitis.  It  is  not  too  far  fetched 
to  visualize  how  multiple  hypersensitivity  reactions  to 
the  formed  elements  of  blood  might  produce  similar 
deleterious  effects.  Erythrocyte  sensitization  of  this 
type  in  female  patients  is  an  important  method  for 
producing  erythroblastosis  fetalis. 

In  this  country  a great  deal  of  thought,  time, 
energy,  and  expense  has  gone  into  the  development 
of  a successful  blood  donor  program.  There  should 
be  neither  waste  nor  misuse  of  the  lifesaving  com- 
modity it  provides.  These  are  responsibilities  which 
we  must  assume  for  our  patients  and  for  the  gener- 
ous, blood-donor  public  if  the  program  is  to  succeed. 

CONCLUSIONS 

Transfusion  therapy  carries  a morbidity  and  mor- 
tality rate  of  such  a magnitude  that  absolute  neces- 
sity for  blood  must  predicate  the  basis  for  every 
unit  of  blood  administered.  It  is  believed  that  about 
a third  of  all  transfusions  given  today  are  not  justi- 
fied. There  are  many  contraindications  to  transfusion 
therapy,  but  the  greatest  contraindication  is  the  lack 
of  a good  indication. 

BIBLIOGRAPHY 

1.  Stevens,  A.  R.,  Jr.,  Legg,  J.  S.,  Henry,  B.  S.,  Dillie,  J.  M., 
Kirby,  W.  M.  M.,  and  Finch,  C.  A.:  Fatal  transfusion  re- 
actions from  contamination  of  stored  blood  by  cold  growing- 
bacteria,  Ann.  Int.  Med.  39:1228,  1953. 

2.  Ervin,  D.  M.,  Christian,  R.  M.,  and  Young,  L.  E.:  Dan- 
gerous universal  donors.  II.  Further  observations  on  in  vivo 
and  in  vitro  behavior  of  isoantibodies  of  immune  type  pres- 
ent in  group  O blood,  Blood  5:553,  1950. 

3.  Stevens,  A.  R.,  Jr.,  and  Finch,  C.  A.:  A dangerous  uni- 
versal donor.  Acute  renal  failure  following  transfusion  of 
group  O blood.  Am.  J.  Clin.  Path.  24:612,  1954. 

4.  Ebaugh,  F.  G.,  Jr.,  Emerson,  C.  P.,  and  Ross,  J.  F.:  The 
use  of  radioactive  chromium  51  as  an  erythrocyte  tagging 
agent  for  the  determination  of  red  cell  survival  in  vivo,  J. 
Clin.  Investigation  32:1260,  1953. 

5.  Krivans,  J.  R.,  and  Jackson,  D.  P.:  Hemorrhagic  disorder 
following  massive  whole  blood  transfusions,  J.  A.  M.  A. 
i59:i7L  1955- 

6.  Finch,  S.  C.,  and  Finch,  C.  A.:  Idiopathic  hemochroma- 
tosis, and  iron  storage  disease,  Medicine  34:381,  1955. 

7.  Yudin,  S.  S.:  Transfusion  of  stored  cadaver  blood,  Lancet 
2:361,  1937. 


November,  1996 


president’s  page 


THE  PRESIDENT’S  PAGE 


T he  thirty-first  session  of  the  Connecticut  Clinical  Congress  will  he  held 
in  Hartford  at  the  Hotel  Statler,  December  5 and  6.  You  are  urged  to 
attend  this  Congress  because  your  support  is  necessary  to  make  it  success- 
ful and  to  assure  that  it  will  be  continued.  1 he  program  is  excellent, 
diverse,  and  well  organized.  It  will  be  a pleasant  way  to  absorb  the  latest 
thinking  on  a variety  of  subjects  and  you  shouldn’t  miss  the  opportunity. 
The  meeting  in  Hartford  will  be  the  first  time  that  the  Clinical  Congress 
will  have  been  held  outside  of  New  Haven  and  for  the  first  time  there  will 
be  technical  exhibits  for  inspection  during  the  periods  of  intermission.  The 
Statler  Hotel  is  new,  modern,  and  comfortable.  It  has  pleasant  rooms  which 
you  may  reserve  for  yourself  and  family.  If  you  are  fortunate  your  room 
may  overlook  Bushnell  Park.  I here  is  no  organized  program  for  entertain- 
ing wives  during  the  session,  but  Hartford  is  alwavs  hospitable  and  never 
dull. 

Dean  Milton  Winternitz  of  Yale  Medical  School  is  credited  with 
being  the  one  who  conceived  the  idea  of  a Clinical  Congress  for  Con- 
necticut and  urged  the  State  Medical  Society  to  sponsor  it.  The  State 
Society  gave  its  approval  and  blessing  but  did  not  assume  any  financial 
responsibility.  Dr.  Winternitz  found  the  necessary  funds  and  with  Dr. 
Herbert  Thoms,  Dr.  Creighton  Barker,  and  others  organized  the  first 
program  and  put  it  on  as  an  independent  experimental  venture. 

The  first  session  was  held  in  Sprague  Hall,  Yale  University,  in  the  fall 
of  1925.  It  was  successful  and  has  been  held  every  year  since  except  one 
during  World  War  II.  Sprague  Hall  was  soon  outgrown  and  the  Congress 
moved  to  the  auditorium  of  the  Sterling  Law  Building  with  afternoon 
clinical  sessions  at  the  Yale  Medical  School  and  New  Haven  Hospital 
where  it  has  been  held  until  this  year. 

After  a period  of  time  the  State  Medical  Society  assumed  the  entire 
responsibility  for  the  Clinical  Congress,  which  was  then  largely  one  of 
organization  because  the  Congress  has  always  been  self  supporting  finan- 
cially. 

Attendance  at  the  Congress  has  been  falling  off  for  the  past  few  years 
and  it  is  expected  that  the  changes  have  been  planned  for  this  vear  will 
revive  interest. 

Come  and  make  the  thirty-first  Connecticut  Clinical  Congress  a 
success.  Come  and  meet  Dr.  Dwight  Murray,  president  of  the  American 
Medical  Association,  who  will  honor  us  by  being  our  guest. 

Ralph  T.  Ogden,  ai.d. 


secretary’s  office  893 

THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Public  Relations  Administrative  Assistant 

160  St.  Ronan  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 


A regular  meeting  of  the  Council  was  held  at  the 
Graduate  Club,  New  Haven,  on  September  20,  1956. 
The  meeting  was  called  to  order  at  4:10  p.  m.  by 
the  chairman,  Dr.  Fincke.  There  were  present  in 
addition  to  the  chairman,  Drs.  Ogden,  Couch,  Bar- 
ker, Danaher,  Feeney,  Gallivan,  Ursone,  Otis, 
Archambault,  Ottenheimer,  Clarke,  Buckley,  Gil- 
man. Absent:  Drs.  Walker,  Weld,  Murdock,  Gib- 
son, Stringfield,  Tracy,  Metcalf,  Gens,  Mevers, 
Dwyer,  Starr. 

Dr.  John  N.  Gallivan  w'ished  to  withdraw  as  a 
member  of  the  Governor’s  Connecticut  Commitee 
for  the  Employment  of  the  Physically  Handicapped 
land  his  resignation  was  accepted  with  regret.  Dr. 
Gallivan  then  nominated  Dr.  John  F.  Kilgus  to  be 
the  Society’s  representative  on  this  committee  and 
it  was  so  voted.  It  was  then  moved  and  passed  that 
in  the  future  the  chairman  of  the  Society’s  Com- 
mittee on  Industrial  Health  should  be  the  representa- 
tive of  the  Society  to  the  Governor’s  Committee  for 
the  Employment  of  the  Physically  Handicapped. 

Dr.  Couch,  chairman  of  the  subcommittee  on  the 
salarv  standards  for  stenographic  and  clerical  per- 
sonnel employed  bv  the  Society,  presented  a brief 
progress  report  which  he  said  would  be  utilized  by 
the  Budget  Committee  in  its  deliberations  in  making 
up  the  1957  budget. 

Dr.  Danaher,  chairman  of  the  subcommittee  on 
the  employment  of  an  assistant  executive  secretary, 
presented  a progress  report  with  comment  on  the 
possibilities  and  difficulties  of  filling  such  a position 
if  it  was  created.  He  stated  that  the  committee  would 
continue  its  attention  to  its  purpose.  The  executive 
secretary  commented  that  it  should  be  borne  in  mind 
that  the  Society  was  closely  budgeted  on  its  present 
dues  income  and  the  addition  of  such  a staff  member 
would  take  the  budget  out  of  balance.  He  further 
stated  that  there  were  other  personnel  needs  that 
seemed  more  important  at  this  time. 
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Dr.  Ogden,  chairman  of  the  subcommittee  on  the 
report  of  the  Committee  on  Hospitals,  presented 
the  opinion  of  Cyril  Coleman,  Esq.  on  the  legality 
of  Connecticut  hospitals  employing  physicians. 
Copies  of  this  opinion  had  been  distributed  to  all 
members  of  the  Council  a few  days  before  this  meet- 
ing. I he  subject  was  discussed  by  many  but  no  con- 
clusions were  reached  and  Dr.  Ogden  stated  that 
later  the  subcommittee  would  present  a comprehen- 
sive report  to  the  Council. 

I he  report  of  the  subcommittee  to  review^  activ- 
ities and  operations  of  standing  and  special  com- 
mittees of  the  Society  was  not  presented  because  of 
Dr.  Gibson’s  absence  from  the  meeting. 

A report  on  the  development  of  the  MEDICARE 
Program  w as  presented  by  the  executive  secretary 
and  it  was  voted  to  approve  the  MEDICARE  Com- 
mittee as  appointed  by  the  chairman  of  the  Council 
in  accordance  with  paragraph  four  of  a vote  on  the 
project  taken  at  a special  meeting  of  the  Council  on 
August  15  (see  minutes  of  August  15  meeting).  The 
committee  that  was  appointed  and  approved  is  as 
follows:  Chairman,  I homas  J.  Danaher,  Torrington; 
Hugh  K.  Miller,  Stamford;  John  E.  Cartland,  Jr., 
Hartford;  Harold  M.  Clarke,  New  Britain;  Willard 
E.  Buckley,  Middletown;  Richard  B.  Elgosin,  Ham- 
den; Henry  A.  Archambault,  Taftville;  R.  Bruce 
Thayer,  Jr.,  Hazardville;  Morton  Arnold,  Willi- 
mantic.  It  was  later  voted  that  an  internist  be  added 
to  the  committee  and  Dr.  Hugh  L.  Dwyer,  New- 
Haven,  was  named.  The  secretary  reported  that  the 
fee  schedule  that  had  been  discussed  at  length  in  a 
meeting  of  the  MEDICARE  Committee  on  Septem- 
ber 1 2 was  very  nearly  ready  for  submission  to  the 
Department  of  Defense  and  that  it  would  be  sent 
early  next  week.  This  would  complete  the  steps  in 
the  program  necessary  for  the  Society  to  take  and 
the  next  activities  will  await  further  directive  from 
the  Department  of  Defense. 
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A report  of  the  progress  and  present  status  of  the 
Building  Fund  was  presented  by  the  executive 
secretary. 

Two  student  members  were  elected. 

It  was  agreed  that  the  next  meeting  of  the  Council 
he  held  on  October  17  and  the  executive  secretary 
stated  that  he  believed  that  the  furniture  and  other 
equipment  for  the  new  conference  room  in  the 
Society’s  building  would  be  in  place  by  then  and 
the  meeting  could  be  held  there. 

Dr.  Danaher  reported  in  regard  to  the  new  build- 
ing for  CMS,  construction  of  which  was  started  on 
September  12.  Dr.  Danaher  also  reported  concerning 
the  progress  of  the  direct  individual  enrollment  in 
CMS. 

The  meeting  adjourned  at  6:00  p.  m.  following 
which  the  gentlemen  of  the  Council  dined  at  the 
Club. 

Student  Members 

Albert  Weinstein,  Bridgeport 
Boston  University— 1958 
Pre-Med:  Wesleyan  University— 1954 
Parent:  Samuel  L.  Weinstein 

Erwin  Pepper,  Bridgeport 
University  of  Basel,  Switzerland— 1958 
Pre-Med:  Yale  University— 1953 
Parent:  Julius  Tepper 

New  Members 

FAIRFIELD  COUNTY 

Benjamin  Allen,  South  Norwalk 
Jerome  Bernstein,  Bridgeport 
Horace  1.  Crary,  New  Canaan 
Martin  T.  Davis,  Bridgeport 
Henry  H.  Frankel,  Bridgeport 
John  A.  Gariepy,  Bridgeport 
Benjamin  D.  Gordon,  Stratford 
Emilio  P.  Iasiello,  Bridgeport 
Harry  A.  Inder,  Bridgeport 
George  T.  Kiss,  Bridgeport 
Francis  A.  Klimas,  Bridgeport 
Alan  Lerrick,  Fairfield 
Maurice  N.  Levy,  Jr.,  Bridgeport 
Robert  J.  Manjoney,  Bridgeport 
John  D.  Marshall,  Jr.,  Westport 

HARTFORD  COUNTY 

Fred  B.  Agee,  Jr.,  Hartford 
Melville  Y.  Alderman,  Hartford 


Richard  D.  Cilley,  Windsor 
Henry  F.  DeRoche,  Jr.,  Hartford 
Arthur  J.  Driscoll,  Jr.,  Bristol 
Claude  G.  Edgren,  Hartford 
Robert  W.  Frederickson,  1 lartford 
Myron  E.  Freedman,  W est  Hartford 
Monroe  Himelstein,  1 lartford 
Erwin  M.  Jacobs,  Hartford 
A.  E.  Hertzler  Knox,  West  Hartford 
James  L.  Krieger,  Hartford 
Charles  G.  Leonhardt,  New  Britain 
Ian  MacKinnon,  Hartford 
Henry  R.  Morse,  Hartford 
John  G.  O’Hurley,  East  1 lartford 
Francis  G.  Reilly,  Hartford 
Isadore  Rothstein,  Hartford 
Robert  H.  Roy,  Hartford 
Seymour  H.  Saltzman,  Hartford 
Herbert  L.  Snyder,  Manchester 
Daniel  M.  Taylor,  New  Britain 
Fowler  F.  White,  West  1 lartford 

I ITCH  FIELD  COUNTY 

Joseph  C.  Czarsty,  Oakville 
Laurence  Van  Doren  Harris,  Jr.,  Thomaston 
Carl  P.  Kremer,  Jr.,  Torrington 
Katharine  H.  Martin,  Watertown 
Harold  B.  Woodward,  Terryville 
Thayer  Adams  Smith,  Woodbury 

MIDDLESEX  COUNTY 

William  E.  Gatlin,  Middletown 
William  D.  Irving,  Old  Saybrook 
Robert  B.  Pennington,  Middletown 
Floyd  D.  Roos,  Middletown 
Marshall  E.  Smith,  Middletown 

NEW  LONDON  COUNTY 

William  N.  Jones,  New  London 
George  A.  Moller,  New  London 
Salvatore  Liotta,  Waterford 

Meetings  Held  in  October 

October  1— Conference  Committee  with  State  Bar 
Association 

October  3— Subcommittee  on  Toxemia 
October  4— Cancer  Coordinating  Committee 
October  10— Committee  on  Hospitals 

Committee  on  Industrial  Health 
October  11—  Committee  on  Public  Health 


Connecticut  State  Medical  Journal 


secretary’s  office 


October  1 6— Conference  Committee  with  State 
Dental  Association 
Committee  on  Public  Relations 
October  17— Council 
October  22— Committee  on  Eye  Care 
Ocotber  23— Committee  on  American  Medical  Edu- 
cation Foundation 

October  24— Committee  on  Perinatal  Morbidity  and 
Mortality 

October  25— Program  Committee  of  Annual  Cancer 
Conference 

October  26— Connecticut  TV  Committee  for  Health 
Education 

THE  DOCTOR  S OFFICE 

Henry  E.  Altenberg,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  psychotherapy  at 
279  Farmington  Avenue,  Hartford. 

Willard  E.  Buckley,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  radiology  at  195 
South  Main  Street,  Middletown. 

Frank  G.  Bucknam,  m.d.  announces  the  opening 
of  an  office  for  the  practice  of  child  psychiatry  at 
576  Farmington  Avenue,  Hartford. 

Walter  P.  Kosar,  m.d.  announces  that  his  office  is 
now  located  at  130  Retreat  Avenue,  Hartford,  for 
the  practice  of  obstetrics  and  gynecology. 


The  National  Council  on  Infant  and  Child 
Care,  Inc. 

The  National  Council  on  Infant  and  Child  Care 
has  been  established  with  Allan  M.  Butler,  m.d.  of 
Boston  as  president.  Connecticut  is  represented  on 
the  Council  by  Milton  J.  E.  Senn,  m.d.  of  New 
1 faven.  The  purpose  of  the  National  Council  on  In- 
fant and  Child  Care  “is  to  assist  those  organizations 
concerned  with  the  mass  media  of  communication 
toward  improving  infant  and  child  care.  The  Coun- 
cil will  perform  a constructive  editorial  role  in 
public  education  in  matters  concerned  with  the 
care  of  infants  and  children.  Its  services  will  be 
available  to  lay  persons  or  physicians  writing  on 
medical  subjects  for  the  newspapers,  radio,  tele- 
vision or  lay  magazines.” 
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To  accomplish  the  objectives  of  the  National 
Council  on  Infant  and  Child  Care  the  following 
projects  shall  be  undertaken: 

1.  A program  of  Awards  to  Writers  and  Editors. 

2.  A service  providing  medical  information  to 
Writers  and  Editors. 

3.  Publication  by  the  Council  of  appropriate 
material  on  all  phases  of  infant  and  child  care. 

4.  A consultation  service  for  those  engaged  in  the 
dissemination  of  medical  information  to  the  laity. 

As  stated  by  our  neighbor,  the  New  England 
Journal  of  Medicine,  “The  time  is  approaching  when 
it  will  become  necessary  to  attempt  to 

apply  some  effective  remedies  to  protect  both  the 
profession  and  the  public  before  an  era  of  thera- 
peutic chaos  is  reached  ...  If  there  is  a stand 
to  be  taken  it  is  by  the  physicians  themselves.”  Not 
only  is  this  true  of  the  mass  media  of  communica- 
tion dealing  with  infants  and  children,  but  of  the 
entire  field  of  medical  information  and  even  propa- 
ganda which  is  being  disseminated  in  lay  publica- 
tions for  the  digestion  and  often  indigestion  of  the 
public.  To  the  thoughtful  reader  it  is  becoming  ever 
increasingly  apparent  that  there  should  be  more 
attention  given  to  the  presentation  promptly  of 
developments  in  medical  research  and  of  information 
on  pharmaceutical  and  other  products  related  to 
medical  care. 

The  National  Council  on  Infant  and  Child  Care 
will  attempt  to  foster  good  public  understanding  of 
appropriate  medical  entities  and  to  improve  physi- 
cian-patient relations.  By  so  doing  it  hopes  to  help 
produce  better  medical  care  of  infants  and  children 
and  thus  enable  this  country  to  have  healthier  chil- 
dren. Among  its  objectives  is  that  of  checking  ad- 
vertising and  for  this  purpose  it  has  set  up  a Code 
for  Advertising.  This  Code  contains  a set  of  basic 
principles,  sixteen  in  number,  which  run  the  entire 
gamut  of  the  advertising  field  and  for  their  compre- 
hensiveness are  to  be  highly  commended. 

The  National  Council  on  Infant  and  Child  Care 
is  to  be  congratulated  on  its  program.  It  is  a pioneer 
project  which  can  be  far  reaching  in  its  accomplish- 
ments. No  one  knows  better  than  the  physician  how 
much  chaff  is  disseminated  to  the  public  today  and 
how  patients  can  bedevil  him  with  requests  for  this 
and  that  wonder  drug  for  some  condition  the  nature 
of  which  they  have  made  their  own  diagnosis.  The 
objects  of  this  Council  might  well  be  assumed  by 
organized  medicine  as  a whole  for  the  betterment  of 
all  and  not  just  for  the  little  tots. 
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WILLIAM  CULLEN,  M.D. 


THE  HISTORIAN’S  NOTE  BOOK 


WILLIAM  CULLEN,  M.D.  AND  ALLERGY 

Arthur  S.  Brackett,  m.d.,  Riverside 


\Y/»o  was  William  Cullen?  His  education  and 
influence? 

Cullen  was  born  in  Hamilton,  Scotland  in  1710 
and  died  in  1790.  After  studying  at  the  University 
of  Glasgow  (which  at  that  time  had  no  medical 
school)  he  was  apprenticed  to  a surgeon  in  Glasgow 
for  two  years.  Following  this  he  went  to  sea  for  two 
years  and  practiced  for  a time  in  Scotland  and 
Northern  England.  He  studied  at  the  new  Edin- 
burg Medical  School  for  two  years,  and  then  began 
practice  at  Hamilton. 

Determined  to  obtain  an  m.d.  degree  he  presently 
went  to  Glasgow  where  he  received  his  degree  in 
1740.  He  settled  in  Glasgow  and  became  professor 
of  medicine,  but  in  1755  went  as  professor  of  chem- 
istry in  Edinburg.  He  finally  became  co-professor 
of  medicine  and  in  1773  sole  professor.  He  was  at 
this  time  63  years  of  age  and  had  already  built  up  a 
large,  lucrative  and  aristocratic  consulting  practice 
in  Edinburg. 

Cullen  was  an  excellent  teacher,  clear,  forceful, 
vivacious  and  interesting. 

A Treatise  of  the  Materia  Medica  by  William 
Cullen,  m.d.  in  two  volumes.  Volume  I lies  before 
me,  Edinburg  printed.  Reprinted  for  and  sold  by  J. 
Crukshank  and  R.  Campbell,  Philadelphia,  R.  Hodge, 
S.  Campbell  and  T.  Allen,  New  ^ ork. 

j789 

The  first  eleven  pages  were  the  preface.  I he  next 
40  pages  the  History  of  Materia  Medica  with  some 
account  of  the  chief  writers  upon  it. 

On  page  85  he  writes:  “Of  idiosyncrasies”  “There 
are  instances  of  strong  persons  moved  by  very  small 
does  of  emetics,  which  on  the  other  hand  there  are 
seemingly  weakly  persons  who  are  not  moved  by 
the  same.  ...  For  example— if  fresh  honey  gives 
pains  of  the  stomach  to  certain  persons,  as  this 
obviated  by  boiling  the  honey  before  it  is  taken  into 
the  stomach,  it  may  be  doubted  whether  this  volitile 


590  \ HIM OR\  or  medium: 

.uni  tin  C olonics,  .is  Bocihaa\c  had  once  di.iwn  them  10  I.cvden. 
His  liisl  work  th.it  brought  him  fame  was  his  Synopsis  nosologiac 
mrthodicar,  1709.  a rigid  classification  of  diseases  b\  tlieii  sMiiptoms 
on  the  same  arbitral)  principle  l.innc  had  adopted  for  classifying 
plants.  \ 1 1 diseases  are  arranged  li\  • lasses,  order*,  gene  1 a and  spec  ies 


wil  1 ism  < 1 1 1 in 


and  regarded  as  fixed  entities.  While  this  ssstem  is  unnatural,  11 
seemed  logical  at  the  time,  greatly  simplified  medicine,  and  estab- 
lished Cullens  reputation  during  his  lile  turn  His  First  lines  on 
the  Rnuticr  of  Rhysick,  1779-17N9.  which  was  subsequently  trans- 
lated into  French  and  Oeiman,  exerted  j profound  influence  not 
only  in  England  and  in  the  Colonies  but  011  the  Continent  as  well. 

The  |>oiiit  ol  view  adopted  l>\  Cullen  sto.nl  midway  between 
Stahl's  conception  ol  the  nnimu.  or  "sentient  soul."  and  Boorhaave’s 


part  of  fresh  honey  operates  by  an  impression  upon 
the  nerves  of  the  stomach,  or  by  exciting  a more 
active  fermentation  there It  is  very  diffi- 

cult to  explain  the  idiosyncrasies  which  take  place  in 
certain  persons  and  not  others  with  respect  to  milk, 
oils,  shell-fish  and  some  other  substances.  . . . 

One  of  the  most  remarkable  is  this,  that  the  white 
of  egg— cannot  be  taken  in,  even  in  small  quantity 
by  certain  persons  without  immediately  occasioning 
much  pain  and  sickness  ...  in  the  employment 
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of  remedies  must  be  directed  by  the  consideration 
of  the  idiosyncrasies  ...  in  the  case  of  any 
person,  therefore,  occurring  to  a physician  for  the 
first  time  as  a patient  particular  inquiry  should  be 
made  respecting  the  idiosyncrasies  which  may  be  in 
the  constitution  and  if  he  himself  should  happen  to 
have  no  experience  of  the  effects  of  particular  appli- 
cations, the  idiosyncrasies  of  his  parents  should  be 
the  next  to  be  inquired  after  . . . for  idiosyn- 

crasies arc  hereditary.” 

He  evidently  used  the  word  “idiosyncrasies” 
where  we  would  say  “allergy.” 

It  is  said  that  Cullen  was  the  first  one  to  give  his 
lectures  in  English.  He  states  on  page  89  that  his 
son  Dr.  Henry  Cullen  would  soon  give  an  edition  in 
the  English  language. 

This  little  book  is  another  instance  of  the  effect 
the  Edinburg  School  of  Medicine  had  on  American 
practice. 

The  above  account  was  copied  from  A History  of  Medicine 
by  Ralph  H.  Major,  m.d. 


TB  in  the  United  States 

Approximately  80,000  new  cases  of  active  tuber- 
culosis are  being  reported  in  this  country  each  year, 
despite  the  great  advances  that  have  been  made  in 
the  effort  to  combat  tuberculosis,  according  to  the 
Annual  Report  of  the  National  Tuberculosis  Asso- 
ciation. Outstanding  among  the  advances  cited  by 
the  report  is  the  revolution  in  treatment  that  began 
10  years  ago  with  the  introduction  of  effective  new 
drugs.  But  the  report  points  out  that,  at  best,  the 
victory  over  the  disease  is  only  a partial  one: 

“According  to  latest  estimates,  there  are  more  than 
1,200,000  people  with  active  or  inactive  tuberculosis 
in  the  United  States.  They  need  either  treatment  or 
medical  supervision.  About  800,000  have  active  cases 
of  infectious  tuberculosis.  Perhaps  250,000  of  these 
are  not  under  treatment  and  are  exposing  others  in 
their  communities.  About  55  million  Americans, 
roughly  one  in  three,  are  infected  with  the  tubercle 
bacillus. 

“The  sharp  decline  in  death  rate,  one  of  the  most 
dramatic  and  best  publicized  recent  developments, 
seems  a less  glorious  victory  when  it  is  realized  that 
last  year  about  16,000  persons  died  from  tubercu- 
losis, a preventable  disease.” 


31,028  Physicians  Taking  Graduate 
Training 

One  in  seven  physicians  in  this  country  is  taking 
graduate  medical  training  either  as  an  intern  or  a 
resident.  According  to  the  annual  report  on  intern- 
ship and  residencies,  prepared  by  the  American 
Medical  Association’s  Council  on  Medical  Education 
and  Hospitals,  the  number  of  medical  school  gradu- 
ates taking  further  training  continued  to  increase 
in  1955-56. 

There  were  9,603  graduates  serving  internships 
in  1955-56,  an  increase  of  537  over  1954-55,  while 
2 1 ,42  5 were  serving  residencies,  an  increase  of  93 1 
over  the  preceding  year.  The  training  was  offered 
by  1,373  council-approved  hospitals. 

Eighty-three  per  cent  of  all  available  internship 
positions  were  filled  last  year  as  compared  with  82 
per  cent  in  1954-55.  The  percentage  of  filled  resi- 
dency positions  also  increased  from  80  to  81  per 
cent.  The  slightly  higher  rate  of  filled  positions  is 
accounted  for  by  the  number  of  foreign  medical 
school  graduates  taking  training  in  American  hos- 
pitals, the  report  said.  Approximately  half  of  all 
positions  not  taken  by  American  graduates  are  filled 
by  foreign  graduates. 

Since  1914  there  has  been  an  increase  of  44  per 
cent  in  the  number  of  approved  hospitals  and  an 
increase  of  275  per  cent  in  the  number  of  internships 
offered. 

Federal  hospitals  offered  5 per  cent  of  the  avail- 
able internships,  while  nonfederal  governmental 
hospitals  offered  31  per  cent  and  nongovernmental 
institutions  the  remainder.  The  federal  hospitals  had 
the  highest  rate  of  filled  positions,  with  Army  and 
Navy  hospitals  having  no  vacancies  and  Public 
Health  Service  hospitals  having  99  per  cent  filled. 
County  and  State  hospitals  had  occupancy  rates  of 
94  and  92  per  cent,  respectively. 

There  has  been  an  increase  in  the  average  monthly 
cash  stipend  paid  to  interns.  Hospitals  affiliated  with 
teaching  institutions  raised  their  stipends  from  an 
average  of  I87  in  19^4  to  $121  in  1955,  while  non- 
aftiliated  hospitals  raised  theirs  from  $136  to  $169. 
Financial  consideration  was  thought  not  to  be  a 
decisive  factor  in  choosing  an  internship,  since  the 
affiliated  hospitals  had  more  positions  filled  than 
did  nonaffiliated  hospitals. 

The  council  now  approves  residencies  in  30 
specialties  and  subspecialties,  including  aviation 
medicine  which  was  added  last  year. 
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LEGISLATED  SECURITY 


INSURANCE  AND  THE  PHYSICIAN 

e<><&G><i<><>c><>e<>^^  c*^o<£><^c*e><><e><x>o<><>c>c><x><><£><><£><><^e><^^ 

LEGISLATED  SECURITY  IS  BONDAGE 

Samuel  Gompers 

The  “ grand  old  man ” of  labor— president  of  the  AFL,  1886-1 924— learned  his  union 
members  to  look  behind  the  humanitarian  slogans  used  by  the  advocates  of 

government-guaranteed  security 


np  here  has  never  yet  come  down  from  any  gov- 
eminent  any  substantial  improvement  in  the 
conditions  of  the  masses  of  the  people,  unless  it 
found  its  own  initiative  in  the  mind,  the  heart,  and 
the  courage  of  the  people.  Take  from  the  people  of 
our  country  the  source  of  initiative  and  the  oppor- 
tunity to  aspire  and  to  struggle  in  order  that  that 
aspiration  may  become  a reality,  and  though  you 
couch  your  action  in  any  sympathetic  terms,  it  will 
fail  of  its  purpose  and  be  the  undoing  of  the  vital 
forces  that  go  to  make  up  a virile  people.  Look  over 
all  the  world  where  you  will,  and  see  those  govern- 
ments where  the  features  of  compulsory  benevo- 
lence have  been  established,  and  you  will  find  the 
initiative  taken  from  the  hearts  of  the  people. 

Social  insurance  cannot  even  undertake  to  remove 
or  prevent  poverty.  It  is  not  fundamental  and  does 
not  get  at  the  causes  of  social  injustice. 

The  first  step  in  establishing  compulsory  social 
insurance  is  to  divide  people  into  groups,  those 
eligible  for  benefits  and  those  considered  capable  of 
caring  for  themselves.  The  division  is  based  upon 
earning  capacity.  This  governmental  regulation  must 
tend  to  fix  the  citizens  of  the  country  into  classes, 
and  a long-established  insurance  system  would  tend 
to  make  those  classes  rigid. 

Governmental  power  grows  upon  that  on  which 
it  feeds.  Give  an  agency  power,  and  it  at  once  tries 
to  reach  out  after  more.  Its  effectiveness  depends 
upon  increasing  power. 

Recently  a gentleman  of  the  highest  standing 
stated  to  me  that  during  the  time  he  was  in  Ger- 
many, and  in  a position  to  know,  German  workmen 
came  to  him  seeking  aid  to  get  out  of  that  country 


to  the  United  States.  They  told  him  that  by  reason 
of  the  taxes  which  they  were  compelled  to  pay  into 
compulsory  social  insurance  schemes,  they  had  no 
money  left  except  for  absolute  necessities  of  life, 
and  were  unable  to  secure  sufficient  funds  to  come 
to  the  United  States  even  in  the  steerage.  He  said  to 
me  further  that  in  Germany,  where  compulsory 
social  insurance  has  been  more  extensively  worked 
out  than  in  any  other  country,  the  workmen  of  that 
country,  by  reason  of  their  property7  interests  in 
compulsory  social  insurance,  have  been  compelled 
to  remain  in  Germany  and  work  under  circum- 
stances, wages,  hours,  and  conditions  of  employ- 
ment which  forced  them  to  endure  conditions  below 
standards  of  a living  wage. 

Is  it  not  discernible  that  the  payments  required 
of  workmen  for  this  compulsory  social  insurance 
interfere  very’  materially  with  mobility  of  labor,  and 
constitute  a very7  effectual  barrier  to  the  workers 
determining  their  whole  lives? 

Industrial  freedom  exists  only  when  and  where 
wage  earners  have  complete  control  over  their 
labor  power.  To  delegate  control  over  their  labor 
power  to  an  outside  agency  takes  away  from  the 
economic  power  of  those  wage  earners  and  creates 
another  agency  for  power.  Whoever  has  control 
of  this  new  agency  acquires  some  degree  of  control 
over  the  worker.  There  is  nothing  to  guarantee  con- 
trol over  that  agency  to  employees.  It  may  also  be 
controlled  by  employers.  In  other  words,  giving  the 
government  control  over  industrial  relations  creates 
a fulcrum  which  means  great  power  for  an  unknown 
user. 

The  introduction  of  compulsory  social  insurance 


Excerpts  from  an  address,  December  5,  1916 

Reprinted  from  Ideas  on  Liberty,  September  1955  by  permission  of  the  publisher 
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in  cases  of  sickness,  or  compulsory  social  insurance 
in  cases  of  unemployment,  means  that  the  workers 
must  be  subject  to  examinations,  investigations,  reg- 
ulations, and  limitations.  Their  activities  must  be 
regulated  in  accordance  with  the  standards  set  by 
governmental  agencies.  To  that  we  shall  not  stand 
idly  by  and  give  our  assent. 

Men  and  women,  I trust  I may  not  be  sounding 
my  warnings  upon  the  empty  air.  I hope  that  they 
may  find  a lodgment  in  the  minds  and  the  hearts  of 
my  countrymen.  1 bid  you  have  a care  in  all  these 
attempts  to  regulate  the  personal  relations  and  the 
normal  personal  activities  of  the  citizenship  of  our 
country  ere  it  be  too  late. 

There  is  in  the  minds  of  many  an  absence  of 
understanding  of  the  fundamental  essentials  of  free- 
dom. They  talk  freedom,  and  vet  would  have  bound 
upon  their  wrists  the  gyves  that  would  tie  them  to 
everlasting  bondage.  And  no  matter  how  sympa- 
thetic or  humanitarian  is  the  gloss  over  the  plan  and 
the  scheme,  I again  bid  you  beware.  We  know  not 
when  or  how  this  great  struggle  going  on  in  Europe 
will  terminate,  or  what  it  shall  mean  for  the  future 
of  those  countries;  but  at  least  let  the  people  of  the 
United  States  hold  their  liberties  in  their  own  hands, 
for  it  may  come  to  pass  that  our  America,  the 
America  w hose  institutions  and  ideals  we  so  much 
revere,  may  be  the  one  nation  to  hold  the  beacon 
light  of  freedom  aloft,  and  thus  aid  in  relighting  the 
torch,  rekindling  the  heart  flame  of  the  world’s 
liberty. 

For  a mess  of  pottage,  under  the  pretense  of  com- 
pulsory social  insurance,  let  us  not  voluntarily  sur- 
render the  fundamental  principles  of  liberty  and 
freedom,  the  hope  of  the  Republic  of  the  United 
States,  the  leader  and  teacher  to  the  world  of  the 
significance  of  this  great  anthem  chorus  of  human- 
ity-liberty. 


Premedical  and  Medical  Education 

T he  possibility  of  combining  premedical  and 
medical  education  w ill  be  studied  at  Northwestern 
University  under  a 3 year  $75,000  grant  from  the 
John  and  Alary  Markle  Foundation,  and  under  a 
portion  of  a recent  $300,000  grant  from  the  Com- 
monwealth Fund.  The  committee  conducting  the 


study  is  composed  of  faculty  members  draw'n  from 
the  medical  school,  the  college  of  liberal  arts,  and 
the  graduate  school. 

In  the  proposed  plan,  a student  would  enter  the 
combined  premedical  and  medical  course  on  gradua- 
tion from  high  school.  The  course  would  last  7 or 
8 years  and  would  present  a unified  progression  of 
study  in  the  arts  and  in  the  physical,  biological,  and 
medical  sciences.  There  would  be  no  sharp  break 
between  premedical  and  medical  education;  educa- 
tion in  all  fields  would  continue  throughout  the 
program. 

First  steps  to  be  taken  by  the  committee  will  be 
to  examine  ideas  and  methods  of  premedical  and 
medical  teaching  now'  used,  and  the  implications  of 
recent  advances  in  medicine  in  treating  diseases. 
They  will  also  study  the  facilities  and  personnel  that 
the  program  would  require,  and  they  will  collect 
and  analyze  opinions,  ideas,  and  suggestions  of  stu- 
dents, doctors,  and  faculty  members  throughout  the 
country. 

Tw'o  of  the  problems  to  be  solved  in  setting  up 
a program  w ill  be  in  designing  the  courses  so  that 
a student  could  logically  branch  out  into  other  fields 
allied  to  medicine  if  he  desired  to  drop  his  training 
to  be  a physician,  and  to  design  the  program  so  that 
graduates  from  other  liberal  arts  colleges  may  enter 
the  medical  program  at  Northw  estern. 


American  Medical  Education  Foundation 

Funds  transferred  from  the  American  Medical 
Education  Foundation  to  the  medical  schools  have 
increased  from  $640,682  in  1951  to  $1,120,429  in 
1955,  according  to  the  Foundation’s  annual  report. 
The  money  has  been  used  to  serve  47,000  family 
doctors,  hospital  staff  members,  etc.,  through  short 
courses  and  to  conduct  research  projects  costing  $32 
million.  These  unrestricted  grants  have  helped  meet 
emergencies  in  teachers,  facilities  and  laboratory 
equipment  in  the  82  medical  schools  now  operating 
in  the  United  States. 

Since  1951  Yale  University  School  of  Medicine 
has  received  $1 13,784.02  in  grants  from  the  Founda- 
tion, of  which  more  than  $30  thousand  was  received 
last  year.  Physicians’  contributions  in  Connecticut 
to  medical  schools  have  amounted  to  $49,864.44  or 
about  two  per  cent. 
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TOBACCO  SMOKING 


Special  Article 

TOBACCO  SMOKING  AND  DISEASE 


“The  too  constant  use  even  of  good  things  is  harmful'' 

Publius  Syrus 

'T*  hi  problem  we  are  about  to  discuss  is  really  not 
whether  tobacco  smoking  is  harmful,  but  whether 
excessive  smoking  is  capable  of  causing  pathological 
changes  in  the  organs  and  tissues  of  the  human 
body.  Many  of  us  know  from  personal  experience 
that  an  after-dinner  smoke  in  pleasant  social  sur- 
roundings is  relaxing  and,  as  G.  Jarvis  Coffin  re- 
marks, is  “a  sociable  practice  which  gives  comfort 
and  solace.”*  Tobacco  is  probably  an  Indian  name 
for  the  Spaniards  noted  that  various  Indian  tribes  in 
both  North  and  South  America  used  it,  some  of 
them  in  the  form  of  cigars  wrapped  with  corn  husks, 
some  of  them  as  cigarettes.  Sir  Walter  Raleigh  popu- 
larized pipe  smoking  in  England  in  the  seventeenth 
century  and  at  that  time  the  use  of  tobacco  became 
widespread  and  the  cultivation  of  the  plant  produced 
one  of  the  chief  crops  in  Virginia.  It  was  used  also 
as  a medicine,  sedative  and  narcotic,  and  its  active 
principle  nicotine,  named  after  the  French  scholar 
and  diplomat  Jean  Nicot  and  a deadly  poison  in  its 
pure  state,  was  employed  as  a fungicide.  Tobacco 
always  has  had  its  friends  and  foes  and  some  religious 
sects  forbid  its  use.  Many  old  doctors  can  recall 
articles  on  “tobacco  angina”  and  “pipe-smoker’s 
cancer.”  The  panel  of  experts  assembled  by  the  New 
York  Academy  of  Medicine  discussed  many  aspects 
of  tobacco  smoking,  and  their  conclusions  are  briefly 
summarized  in  the  ensuing  discussion.  As  to  the 
physical  and  chemical  aspects  of  smoking,  it  was 
noted  that  about  90  per  cent  of  city  cigarette  smokers 
inhale  whereas  only  a few  cigar  and  pipe  smokers 
do  so.  The  filters  used  in  modern  cigarettes  vary, 
some  filter  out  nicotine  better  than  tars  and  vice 
versa.  Generally  speaking  about  20  per  cent  of  the 
nicotine  is  removed.  It  has  been  stated  that  cigarette 
paper  contains  benzipyrene,  a known  carcinogen, 
but  Dr.  Wynder  states  that  the  amount  present  is  so 

♦Panel  Meeting  on  the  Effects  of  Tobacco  Smoking. 
Moderator  G.  Jarvis  Coffin.  Panel  Members:  A.  Wilbur 
Duryee,  Herbert  C.  Maier,  Harold  E.  B.  Pardee  and 
Ernest  L.  Wynder.  Bull.  N.  V.  Acad.  Med.  32:133-156.  1956. 
small  that  it  fails  to  produce  skin  cancer  in  mice, 


George  Blumer,  m.d.,  California 


usually  very  susceptible  to  its  action.  The  speed  of 
smoking  is  important,  rapid  smokers  getting  much 
more  smoke  than  leisurely  ones.  As  to  smoke-filled 
rooms,  there  is  no  evidence  that  the  amount  of  fumes 
inhaled  by  nonsmokers  is  significant.  Regarding  the 
effect  of  tobacco  smoking  on  angina  pectoris,  Dr. 
Pardee  points  out  that  many  patients  with  angina  can 
bring  on  an  attack  by  smoking  one  or  two  cigarettes 
and  that  this  is  probably  due  to  spasm  as  Dr.  Wilson 
of  Ann  Arbor  was  able  to  produce  an  electrocardio- 
gram characteristic  of  cardiac  ischemia  in  such 
patients.  According  to  Dr.  Duryee  the  effect  of 
tobacco  smoking  on  thromboangiitis  obliterans  was 
demonstrated  by  Maddock  and  Coller  to  be  due  to 
a high  degree  of  vasospasm.  However,  it  is  thought 
that  smoking  in  such  patients  is  an  activating  rather 
than  a causative  factor.  The  possible  relation  of 
tobacco  smoking  to  cancer  of  the  lung  was  exten- 
sively discussed.  Dr.  Maier  opined  that  cigarette 
smoking  was  the  main  cause  of  the  squamous  or 
anaplastic  form  but  that  there  were  other  factors 
concerned  regarding  which  we  lacked  information. 
Dr.  Wynder  noted  that  an  analysis  of  more  than 
6,000  cases  of  lung  cancer  showed  that  only  one  and 
a half  per  cent  were  nonsmokers  and  that  opinions 
varied  as  to  the  occurrence  in  smokers  over  non- 
smokers  from  ten  to  fifty  times.  Dr.  Maier  suggested 
that  smokers  should  have  lung  x-rays  twice  a year 
as  in  many  patients  lung  cancer  was  latent  for 
months  or  even  longer.  He  noted,  however,  that 
small  shadows  might  be  misinterpreted  even  by 
experienced  radiologists  and  some  early  cancers 
might  be  missed.  He  stated  that  while  an  increase  in 
cough  in  smokers  was  probably  not  significant,  even 
slight  hemoptysis  always  called  for  x-ray  study.  He 
reported  that  even  in  operable  cases  the  five  year 
survival  rate  was  as  low  as  six  per  cent  or  even  less 
and  that  early  diagnosis  was  therefore  very  import- 
ant. Dr.  Wynder  observed  that  there  was  a real  in- 
crease in  pulmonary  cancer  especially  in  males  with 
a peak  age-incidence  in  the  early  fifties.  Industrial 
air  pollution  was  probably  not  a significant  cause, 
and  the  greater  incidence  in  cities  was  partly  ex- 
plained by  the  fact  that  there  were  twice  as  many 
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nonsmokers  among  farmers  as  there  were  in  city 
dwellers.  He  pointed  out  that  75  to  90  per  cent  of 
lung  cancers  originated  in  the  major  bronchi,  more 
often  in  the  right  lung,  perhaps  because  its  main 
bronchus  comes  off  at  a straight  angle.  Dr.  Maier 
observed  that  some  other  cancers  beside  those  of  the 
generative  organs  have  a different  sex  incidence  and 
suggested  that  hormones  and  the  whole  biologic  set- 
up may  play  a role  in  their  localization.  The  role  of 
smoking  in  producing  extrasystoles  and  tachycardia 
was  discussed  by  Dr.  Pardee.  He  stated  that  rapid 
heart  was  a common  symptom  in  cigarette  smokers, 
but  occurred  in  less  than  50  per  cent.  He  noted  that 
sinoauricular  block  and  auricular  fibrillation  were 
occasionally  found.  Regarding  the  effect  of  smoking 
on  the  electrocardiogram,  he  stated  that  in  one 
third  of  apparently  normal  people  there  were 
changes  in  the  T-wave  amplitude  after  smoking  and 
in  a few  of  them  inverted  T waves  or  changes  in  the 
A -Y  conduction  time.  In  coronarians  smoking  could 
cause  changes  closely  simulating  those  commonly 
occurring  in  arteriosclerosis  with  myocardial  ische- 
mia or  even  with  small  infarcts.  In  other  patients 
depression  of  the  S-T  segment  occurred.  Such 
changes  were  transient.  Dr.  Duryee  noted  that  in 
patients  with  peripheral  arteriosclerosis  smoking 
does  not  produce  such  clear-cut  changes  as  it  does 
in  those  with  Buerger’s  disease.  He  suggested  that 
patients  who  show  evidence  of  peripheral  vascular 
disease  should  stop  smoking  as  that  in  many  of  them 
this  alleviates  symptoms  if  the  disease  is  not  too  far 
advanced.  He  noted  too  that  a probable  spasm  oc- 
curred in  the  smaller  arterioles  leading  to  stoppage 
of  circulation  in  the  capillaries  demonstrable  by 
changes  in  temperature  and  the  plethysmograph.  In 
Raynaud’s  disease  smoking  should  be  forbidden  as 
Raynaud’s  may  precede  Buerger’s  disease,  though 
some  patients  with  Raynaud’s  are  much  more 
severely  affected  by  emotion  or  cold  than  by 
smoking.  Smoking  is  also  contraindicated  in  recent 
thrombophlebitis,  particularly  the  recurrent  type 
characteristic  of  Buerger’s  disease.  In  discussing 
possible  effects  of  smoking  on  diseases  of  the  lung 
other  than  cancer,  particularly  chronic  bronchitis 
and  asthma,  Dr.  Maier  stated  that  there  was  no  proof 
of  etiological  relationship  to  bronchiectasis  or  most 
forms  of  asthma.  The  chief  determining  factor  is 
whether  smoking  can  cause  additional  irritation  and 
bronchospasm  in  bronchitis  and  emphysema.  Some 
patients  with  these  conditions  show  improvement 
on  stopping  smoking,  others  are  definitely  worsened 


by  smoking.  The  question  whether  smoking  affected 
other  diseases,  notably  peptic  ulcer,  was  discussed 
by  Dr.  Wynder.  He  reported  fair  agreement  that 
tobacco  smoking  does  not  cause  peptic  ulcer.  There 
is,  however,  a pretty  general  view  that  patients  who 
have  peptic  ulcers  should  not  smoke.  Dr.  Wynder 
also  stressed  the  value  of  experimentation  with  mice 
as  an  indication  of  the  presence  of  carcinogens,  and 
noted  that  44  per  cent  of  mice  painted  with  con- 
densed cigarette  tar  developed  skin  cancer.  In  view 
of  the  prevalence  of  smoking  and  the  importance  of 
knowledge  regarding  its  possible  bad  effects,  this 
panel  meeting  is  a most  valuable  summary  of  exist- 
ing information. 


Safety  Togs  for  Pedestrians 

A new  type  of  yarn  has  been  developed  for  out- 
door clothes  which  glows  a bright  silver  under  auto- 
mobile headlights.  Safety  Maintenance  for  October 
1955  reports.  Garments  made  of  this  grey  thread 
look  like  any  other  except  when  viewed  from  a car 
at  night.  Then  they  can  be  seen  from  a much  greater 
distance,  an  important  safety  factor. 

Tests  were  made  comparing  the  visibility  distance 
of  ordinary  clothes  with  those  made  of  “reflective 
yarn.”  A driver  traveling  at  30  miles  per  hour  could 
see  a child  in  an  ordinary  snowsuit  100  feet  away 
with  low-beam  headlights,  giving  him  only  2.2 
seconds  available  stopping  time.  The  same  garment 
made  with  reflective  yarn  was  visible  525  feet  away, 
allowing  nearly  12  seconds  margin.  A woman  wear- 
ing a reflective  yarn  raincoat  could  be  seen  at  1,500 
feet  with  high-beam  highway  lights  as  against  240 
feet  for  an  ordinary  garment. 

Ri\  'ers  Replaces  Van  Riper  in  National 
Foundation 

Dr.  Thomas  M.  Rivers  of  New  York  City,  for- 
merly vice-president  of  the  Rockefeller  Institute  for 
Medical  Research,  has  been  appointed  medical  direc- 
tor of  the  National  Foundation  for  Infantile 
Paralysis.  He  suceeds  Dr.  Hart  E.  Van  Riper,  who 
left  the  National  Foundation  on  October  31  to 
become  medical  director  of  Geigy  Pharmaceuticals 
of  Ardsley,  N.  Y.  Dr.  Van  Riper  joined  the  National 
Foundation  staff  in  1945  and  became  medical  direc- 
tor in  1946. 
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Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 


obstetric  infections 

Posner  and  his  colleagues1  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 


For  more  rapid  and  complete  absorp- 
tion. Offered  only  by  Lederle! 


filled  sealed  capsules 


!Posner,  A.  C.,  et  al.;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp.  594-598. 
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MEDICARE  — WHAT  IS  IT? 

After  long  and  tedious  deliberations  on  the  complex  dependent  medical  care  (medicare) 
program  which  the  government  will  put  into  operation  on  December  7,  the  ground  rules,  some 
definite  and  some  indefinite,  for  operation  of  the  new  law'  authorizing  civilian  medical  care  at 
government  expense  for  more  than  800,000  wives  and  children  of  servicemen,  are  the  biggest 
talked-about  news  on  the  medical  front  today. 

Because  of  the  law’s  importance  and  the  many  problems  it  poses  for  the  medical  profes- 
sion, the  Journal  is  affording  its  readers  a factual  account  of  the  historical  background,  the 
status  of  regulations  now7  being  promulgated  in  Washington  to  implement  the  Act,  and  other 
items  of  general  interest  to  physicians. 


In  1953  the  Moulton  Commission  reported  its 
findings  and  recommendations  with  respect  to  de- 
pendent medical  care.  The  AMA  opposed  the  Com- 
mission’s major  recommendations,  as  well  as  the 
subsequent  hills  which  were  introduced  to  imple- 
ment them.  Briefly,  the  AMA  took  its  position  on 
the  grounds  that  the  legislation  would  result  in  a 
big  expansion  of  the  military  hospital  establishment 
and  the  continuation  of  the  doctor  draft. 

In  December,  1954  the  AMA  House  of  Delegates 
voted  that  “if  it  is  to  be  the  policy  of  the  govern- 
ment to  provide  for  medical  care  for  dependents  of 
service  personnel,  the  services  of  civilian  physicians 
and  hospitals  he  used  whenever  possible,  to  he  paid 
for  at  prevailing  rates  with  provision  for  free  choice 
of  physicians.” 

In  1955,  Congress  shifted  its  position  and  devel- 
oped legislation  emphasizing  utilization  of  civilian 
resources. 

On  January  25,  1956  Dr.  Edwin  S.  Hamilton, 
Kankakee,  Illinois,  an  AMA  trustee,  and  Dr.  Wood- 
ruff I,.  Crawford,  Rockford,  Illinois,  testified  on 
behalf  of  the  American  Medical  Association  before 
a subcommittee  of  the  Committee  on  Armed  Serv- 
ices of  the  House  of  Representatives  in  Washington. 
Dr.  Hamilton  urged  that  if  Congress  saw  fit  to  pro- 
vide additional  medical  care  to  dependents  “in- 
creased emphasis  should  be  placed  on  the  utilization 
of  civilian  facilities  and  the  services  of  civilian 
physicians.”  He  pointed  out  also  that  such  a pro- 
gram would  reduce  the  requirements  of  the  armed 
forces  for  physicians  and  obviate  the  necessity  for 
any  further  extension  of  the  Doctor  Draft  Law. 

Dr.  Hamilton  called  the  Committee’s  attention  to 
the  extensive  program  of  dependent  medical  care 
provided  directly  by  the  armed  forces  in  areas  where 
civilian  facilities  were  entirely  adequate.  “Not  only 
does  care  furnished  under  these  circumstances  place 
an  unnecessary  strain  on  the  medical  corps,”  he 
said,  “but  it  is  detrimental  to  the  medical  care  of 
the  civilian  population  as  a whole.  The  duplication 


of  facilities  and  the  resulting  competition  for  the 
services  of  trained  health  specialists  has  created  a 
shortage  of  essential  facilities  and  services  in  certain 
civilian  communities.”  Recognizing  the  problems 
that  would  be  met  in  activating  so  complex  a pro- 
gram as  was  envisioned  in  HR7994,  Dr.  Hamilton 
said:  “We  realize  that  under  any  system  adopted, 
time  will  be  required  to  iron  out  unforeseen  details 
and  obtain  a smoothly  functioning  program.  To 
assure  success,  the  most  complete  cooperation  of  all 
concerned  will  be  required.” 

Dr.  Crawford  discussed  many  details  of  the  bill 
and,  in  general,  argued  for  greater  emphasis  on 
civilian  resources  and  less  on  military  facilities.  Many 
of  the  recommendations  he  made  later  became  part 
of  the  law. 

Before  the  bill  was  enacted,  a restriction  was 
written  in  at  the  request  of  the  uniformed  services. 
It  provided  that  the  right  to  private  medical  care  for 
dependents  residing  in  areas  w here  the  member  con- 
cerned is  assigned  and  where  adequate  medical 
facilities  for  the  uniformed  services  are  available 
may  be  limited  by  the  Secretary  of  Defense.  The 
AMA  voiced  strong  objection  to  this  provision,  but 
without  success.  It  remains  in  the  law. 

After  the  bill  became  law,  the  AMA  House  of 
Delegates  on  June  11,  1956  adopted  a resolution 
urging  all  medical  associations  to  cooperate  with  the 
Defense  Department  “in  the  provision  of  medical 
services  to  the  dependents  of  servicemen  . . . 

utilizing  such  insurance,  medical  service,  or  health 
plan  or  plans  as  encompassed  by  the  law7.  A plan  or 
program  for  any  given  geographical  area  should  first 
be  approved  by  the  organized  medical  profession  of 
that  area  . . .”  At  the  same  time,  the  House  also 

directed  the  Board  of  Trustees  “to  initiate  direct 
liaison  with  the  Department  of  Defense  and  render 
all  reasonable  and  effective  aid  and  assistance  to  state 
and  county  medical  societies  toward  implementation 
of  the  Act.” 

The  Board  of  Trustees  thereupon  appointed  a 
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special  Task  Force  on  Dependent  Medical  Care.  It 
consisted  of  Dr.  Hamilton  as  chairman;  Drs.  James 
R.  Reuling  and  Hugh  H.  Hussey,  members  of  the 
Board,  and  Joseph  D.  McCarthy,  chairman  of  the 
Council  on  Medical  Service.  Later,  Dr.  Hussey  was 
named  chairman  of  a special  committee  of  the  Task 
Force,  whose  members  are:  Drs.  Ernest  B.  Howard, 
William  J.  Kennard,  and  Mr.  Joseph  Stetler  and 
Mr.  Howard  Brower.  This  committee  subsequently 
was  enlarged  with  the  addition  of  six  technical  con- 
sultants: .Mr.  S.  A.  Hildebrand,  Massachusetts;  Mr. 
George  P.  Farrell,  New  York;  Mr.  R.  W.  Lyon, 
California;  Mr.  James  A.  Waggener,  Indiana;  Mr. 
John  Steen.  Washington,  and  Mr.  William  C.  White, 
Jr.,  of  Wisconsin,  who  withdrew  on  September  30. 

A series  of  conferences  by  Dr.  Hussey's  com- 
mittee and  the  special  Task  Force  of  the  Defense 
Department  began  at  the  time  of  the  fourth  draft  of 
the  joint  directive  to  implement  the  program.  Chair- 
man J.  V.  Noel,  Jr.,  of  the  Navy,  and  his  group 
cordially  received  the  detailed  recommendations  of 
the  Hussey  committee.  On  many  issues  the  two 
groups  were  able  to  reach  complete  agreement, 
although  some  of  the  suggestions  of  the  Hussey 
committee  were  rejected. 

On  July  28-29,  a meeting  of  representatives  of 
constituent  medical  associations  was  called  bv  the 
AM  A,  at  which  time  the  medicare  program  was  dis- 
cused.  At  this  meeting,  held  in  Chicago,  representa- 
tives from  the  Department  of  Defense  outlined  their 
plans  and  answered  many  questions. 

1 he  Conference  recommended  that  the  constitu- 
ent medical  associations  determine  immediately  if 
they: 

1.  Were  ready  to  cooperate  with  the  Department 
of  Defense  in  promoting  the  program; 

2.  Would  prepare  a schedule  of  allowances  for  the 
reimbursement  of  physicians  for  medical  services, 
on  a state  or  area  basis; 

3.  Would  indicate  preferences  for  the  contracting 
agent  and  fiscal  administrator. 

1 he  appropriate  policy-making  bodies  of  46  con- 
stituent associations  have  selected  to  date  as  con- 
tracting agency:  the  constituent  medical  association 
in  34  instances,  a Blue  Shield  plan  in  seven,  and  no 
clear  indication  of  preference  in  five  instances.  To 
date,  the  fiscal  administrator  preferences  are:  Blue 
Shield  plans  in  31  instances,  the  constituent  medical 
association  in  14,  and  an  insurance  company  in  one 
State.  All  of  these  recommendations  have  been  trans- 
mitted to  the  Department  of  Defense,  whose  execu- 
tive agent  is  the  Army.  The  Army,  in  turn,  will 
determine  in  each  case  if  the  fiscal  administrator 
named  has  the  resources  with  which  to  conduct  the 
program. 


The  final  version  of  the  directive  to  be  promul- 
gated jointly  by  the  Departments  of  Defense  and 
Health,  Education  and  Welfare  is  nearly  complete 
and  should  be  available  for  distribution  shortly. 
Several  meetings  have  been  held  by  AMA  repre- 
sentatives and  the  uniformed  sendees  to  consider  the 
nature  of  the  contract  between  the  government  and 
the  contracting  agent  and  fiscal  administrator.  The 
AMA  has  endeavored  to  achieve  acceptance  of  a 
contractual  format  w hich  would  be  reasonable,  one 
that  would  protect  the  traditional  physician-patient 
relationship.  AMA  conferees  also  have  sought  par- 
ticularly to  protect  local  traditions  and  customs  and 
to  promote  a flexible  program  which  could  be  acti- 
vated without  creating  unnecessary  problems.  These 
contract  conferences  are  continuing  and  it  is  antici- 
pated  that  a contract  format  as  a suggested  guide 
w ill  be  distributed  to  the  constituent  associations 
soon. 

It  is  anticipated  that  the  government  will  be  ready 
early  in  December  to  begin  specific  negotiations  with 
the  medical  societies.  It  has  been  the  policy  of  the 
AMA  representatives  throughout  these  conferences 
to  protect  the  right  of  constituent  associations  to 
negotiate  on  behalf  of  their  physician  members.  The 
AMA  has  tried  to  set  the  climate  for  satisfactory 
negotiation  by  promoting  directives  and  contract 
planning  which  are  clear  and  reasonable.  During  the 
contract  phases  of  the  various  meetings,  representa- 
tives of  Blue  Shield  have  been  invited  to  sit  in.  On 
October  10  a joint  meeting  of  the  technical  com- 
mittees of  the  AMA  and  Blue  Shield  was  held  to 
review  the  current  status  of  tire  program. 

In  summary,  the  Defense  Department  and  its 
executive  agent,  Department  of  the  Army,  are  fast 
approaching  the  point  when  they  will  begin  to  sign 
contracts  and  finalize  the  initial  phase  of  the  medi- 
care program.  There  are  going  to  be  many  problems 
. . . challenging  problems  now  and  in  the  future. 

This  gigantic  program  is  new  to  the  Department  of 
Defense,  just  as  it  is  to  the  constituent  medical  asso- 
ciations. As  Dr.  Hamilton  said  in  his  remarks  to  the 
congressional  committee:  “Time  w ill  be  required  to 
iron  out  unforeseen  details.” 

The  Council  of  the  Connecticut  State  Medical 
Society  has  selected  for  the  purpose  of  negotiating  a 
contract  for  Medicare  w ith  the  Defense  Department 
the  President  of  the  Society,  the  Executive  Secre- 
tary, and  the  Chairman  of  the  Society’s  Committee 
on  Medicare,  Thomas  J.  Danaher.  Connecticut 
Medical  Service  will  be  represented  in  its  negotia- 
tions of  such  contracts  by  its  President,  Thomas  J. 
Danaher,  and  its  Managing  Director,  William  EL 
Horton. 
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Planning  Begun  for  Public  Assistance 
Medical  Care  Program 

Wo  rk  is  now  under  way  at  federal  and  State  levels 
on  a new  and  permanent  medical  care  program, 
authorized  by  the  last  session  of  Congress,  that  can 
result  in  as  much  as  $200  million  in  U.  S. -State 
funds  being  paid  annually  to  physicians,  dentists, 
nursing  homes,  hospitals  and  druggists.  It  is  a revised 
medical  care  plan  for  the  benefit  of  some  5,100,000 
persons,  three  per  cent  of  the  total  population,  who 
receive  public  assistance.  Money  will  be  half  federal 
and  half  State.  In  the  event  of  a business  recession  in 
the  future,  this  fund  could  become  much  larger,  if 
more  persons  are  forced  to  obtain  public  assistance. 

I\  BRIEF:  how  the  medical  profession  is  affected 

Presently  U.  S. -State  funds  provide  some  medical 
care  to  public  assistance  recipients  in  the  four  cate- 
gories receiving  federal  aid.  But  the  amount  spent 
varies  with  the  States,  and  the  system  overall  is  ir- 
regular and  to  an  extent  haphazard.  Each  State 
decides  how  much  medical  care  to  provide  and 
w hether  to  give  “medical  care  dollars”  as  part  of 
monthly  assistance  checks  or  to  make  payments  to 
the  vendors  of  medical  sendees. 

Medical  care  funds  furnished  under  the  new  pro- 
gram, w hich  goes  into  effect  July  1,  1957,  must  be 
paid  to  the  vendors  or  their  agents  by  the  States. 
Furthermore,  it  will  be  a formalized  and  orderly 
program,  with  benefits  generally  more  uniform 
within  States.  But  the  States  themselves  w ill  decide 
on  the  methods  for  contracting  with  and  reim- 
bilrsing  physicians.  These  decisions  by  State  welfare 
agencies  will  have  an  impact  on  State  societies  and 
on  the  profession.  The  issue  is  of  immediate  concern, 
as  State  welfare  officials  in  a number  of  States  already 
are  looking  into  details— whether  payments  are  to 
be  made  to  physicians  through  State  medical 
societies,  or  other  agents,  and  the  scope  and  type 
of  fee  schedules  envisioned.  A related  issue  is  the 
question  of  setting  up  a category  of  “medically  in- 
digent.” Some  State  societies  are  studying  these 
various  problems,  in  anticipation  of  conferences 
with  welfare  departments.  Because  the  program 
becomes  effective  next  July  1,  officials  of  the  U.  S. 


Social  Security  Administration  (Department  of 
Health,  Education,  and  Welfare)  have  alerted  Stares 
to  expedite  their  fiscal  arrangements  for  handling- 
medical  care. 

IN  DETAIL:  PRESENT  AND  NEW  PA  MEDICAL  CARE 
PROGRAMS 
Present 

Because  medical  care  is  restricted  to  individuals 
included  in  the  four  categories  to  w hich  the  U.  S. 
also  contributes  funds  for  housing,  food,  clothing, 
etc.,  the  inter-relationship  between  federal-state  wel- 
fare and  medical  care  programs  is  close.  The  four 
categories  eligible  for  U.  S.  aid  are  old  age  assistance 
(65  or  older),  dependent  children,  the  blind  and 
the  totally  and  permanently  disabled. 

In  the  public  assistance  phase,  the  U.  S.  now  pays 
$14  of  the  first  $17  in  the  monthly  checks  for  sup- 
port of  dependent  children,  as  well  as  half  the  re- 
mainder up  to  $32.  For  the  other  three  categories, 
the  U.  S.  pays  $24  of  the  first  $30,  plus  half  the 
remainder  up  to  $60.  States  paying  beyond  these 
limits  do  so  on  their  own. 

Under  the  only  medical  care  plan  now  in  effect 
for  these  people,  the  U.  S.  contributes  an  estimated 
$90  million  total  annually  to  the  States.  The  total 
amount  cannot  be  set  exactly  because  medical  care 
costs  appear  only  as  part  of  the  essential  living  costs 
for  individuals  on  public  assistance.  States  have  the 
option  of  earmarking  the  money— which  must  be 
matched  50-50— and  making  medical  care  payments 
out  of  this  State  fund,  or  of  giving  the  money  to  the 
recipients  themselves  as  part  of  their  monthly 
check.  In  tw  o thirds  of  the  States  most  money  goes 
directly  to  the  individual  on  relief,  on  the  assump- 
tion that  lie  w ill  budget  it  for  medical  expenses.  In 
one  third  of  the  States  most  money  is  paid  by  the 
State  to  the  vendors  of  medical  services.  Regardless 
which  system  the  State  uses,  the  medical  care  costs 
now  must  be  included  in  the  first  $60  of  the  monthly 
check  ($32  for  dependent  children),  as  the  U.  S. 
does  not  match  contributions  beyond  these  figures. 

The  New  Program 

The  1956  social  security  amendments  setting  up 
the  new  medical  care  program  also  increased  public 
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assistance  rates  to  the  levels  cited  above,  but  made 
these  PA  increases  effective  October  i,  1956.  So  the 
public  assistance  formula  will  not  be  changed  sub- 
stantially when  the  new  medical  plan  goes  into 
effect. 

However,  whereas  the  States  now  must  include 
the  medical  costs  as  part  of  the  $60  and  $32  limits, 
after  next  July  1 medical  care  will  be  a separate, 
earmarked  item,  which  may  be  added  to  the  maxi- 
mums.  Thus  the  limits  to  which  the  U.  S.  will  con- 
tribute will  be  $66  and  $35  (the  extra  $6  and  $3  for 
average  medical  costs),  although  many  States  will 
be  adding  greatly  to  this  with  their  own  funds.  Also, 
States  will  be  required  to  hold  the  new  medical 
care  money  in  a separate  fund  for  actual  payment 
of  medical  bills  as  they  occur.  The  State  fund  will 
be  made  up  of  $6  per  month  for  each  adult  recipient 
and  $3  for  each  child  (half  supplied  by  the  U.  S.). 
The  physicians’  concern  centers  around  the  methods 
the  States  will  employ  in  contracting  for  medical 
services  to  be  paid  for  from  this  fund. 

In  addition  to  the  new  fund,  the  present  program 
for  the  medical  care  of  public  assistance  cases  may 
be  continued  in  a number  of  those  States  (about  two 
thirds)  that  make  direct  payments  to  recipients  for 
their  medical  care. 

It  is  not  be  assumed  that  all  States  will  participate 
in  the  new  program  to  the  maximum.  No  great  ex- 
pansion can  be  expected  from  the  high  income  States 
that  already  have  substantial  medical  care  programs 
(as  high  as  $46.50  in  one  State).  Also,  some  middle 
and  most  low-income  States  are  not  expected  to 
raise  the  money  needed  to  match  the  U.  S.  offer. 

It  is  true  that  in  some  States  the  new  program  will 
not  have  much  effect.  This  will  be  the  case  with 
those  States  that  already  have  a substantial  medical 
care  program  and  see  no  reason  for  increasing  it  and 
with  those  unable  to  raise  the  matching  money. 

Rut  the  amount  of  money  potentially  available  to 
each  State  is  significant,  and  in  most  States  the 
change-over  from  the  old  to  the  new  systems  will 
have  an  important  effect  on  physicians  and  other 
vendors  of  medical  care.  For  example,  eight  States 
will  have  “new”  medical  care  funds  in  excess  of  10 
million  dollars,  if  they  put  up  half  the  money. 
California’s  potential  fund  is  $27  million  and  New 
York’s  and  Texas’  more  than  $18  million  each. 

Before  State  welfare  directors  can  start  operating 
under  the  new  program  they  will  have  to  decide 
(a)  whether  they  will  require  doctors  to  agree  to  a 


fee  schedule,  if  one  is  not  already  in  operation  in 
their  indigent  care  program,  and  (b)  how  the  doc- 
tors will  be  reimbursed  (whether  through  their 
societies  or  other  mechanisms,  or  directly  by  the 
government).  Some  State  welfare  officials  already 
have  approached  State  medical  societies  to  talk  over 
the  situation. 

State  Societies  Move  Rapidly  on 
"Medicare”  Arrangements 

All  but  five  of  the  State  medical  societies  have 
taken  action  looking  toward  start  of  the  military 
dependent  medical  care  program  (medicare).  I hey 
have  indicated  they  have  decided  on  their  contract- 
ing and  disbursing  agents,  have  agreed  to  submit  fee 
schedules,  and  to  set  up  committees  that  will  settle 
medical  questions  and  work  out  changes  in  the  fee 
schedules  from  time  to  time  in  the  future. 

Of  the  States  active  in  preparations,  approximately 
80  per  cent  have  indicated  they  will  do  their  own 
contract  negotiating  for  the  doctors  of  the  State. 

After  regulations  have  been  drawn  up  by  Defense 
Department  in  cooperation  with  the  Department  of 
Health,  Education,  and  Welfare,  Defense  Depart- 
ment plans  to  call  representatives  of  the  state 
societies  to  Washington.  Here  contracts  will  be 
worked  out  for  the  individual  States. 

On  the  hospital  care  phase.  Defense  Department 
is  moving  ahead  with  plans  for  dividing  up  the 
country  between  Blue  Cross  and  commercial  insur- 
ance companies.  Negotiations  for  this  part  of  the 
program  will  continue  for  several  weeks. 

Federal  Assistance  Increases  Went  Into 
Effect  on  October  1 

A part  of  the  1956  social  security  amendments 
(HR7225)  that  increases  U.  S.  contributions  to  four 
groups  of  public  assistance  cases  went  into  effect 
October  1.  It  will  mean  a monthly  increase  of  $3, 
and  in  some  cases  $4  to  old  age  assistance  recipients, 
the  blind,  and  the  needy  permanently  and  totally 
disabled.  For  dependent  children,  the  increase  will 
be  $2  per  month. 

The  increases  are  included  in  an  extension  of  the 
McFarland  amendment,  enacted  in  1952  and  extend- 
ed in  1954.  When  HR7225  reached  the  White  House 
for  President  Eisenhower’s  approval  or  pocket  veto, 
this  extension  of  the  McFarland  amendment  was  an 
important  factor  to  be  considered.  Congress  already 
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had  adjourned.  A pocket  veto  of  HR7225  would 
have  meant  the  expiration  of  the  McFarland  amend- 
ment on  October  1.  Not  only  would  this  have  de- 
prived the  States  of  the  proposed  increases  in  U.  S. 
funds  for  public  assistance;  it  would  have  returned 
the  U.  S.  contribution  to  the  1952  level.  1 luis,  in- 
creases subsequently  voted  also  would  have  been  lost 
to  the  States,  making  a net  difference  of  $8  in  U.  S. 
funds  per  month  for  most  public  assistance  cases, 
and  $9  for  some. 

Few  States  would  be  prepared  financially  to  re- 
place the  lost  federal  dollars.  Many  would  find 
themselves  unable  legally  to  make  the  payments 
from  their  own  funds  even  if  the  money  were  avail- 
able, and  some  would  have  to  call  special  legislative 
sessions  to  vote  the  authorizations  and  appropria- 
tions. 

The  new  schedules  will  increase  federal  contribu- 
tions for  the  first  three  named  groups  from  $20  of 
the  first  $23  per  month  to  $24  of  the  first  $30,  with 
the  U.  S.  also  paying  half  of  the  remainder  up  to 
$60,  rather  than  the  $55  limit  under  present  law. 
For  dependent  children,  the  increase  will  be  from 
$12  of  the  first  $15  to  $14  of  the  first  $17,  with  U.  S. 
also  paying  half  of  the  remainder  up  to  $32,  rather 
than  the  present  limit  of  $30.  This  applies  to  the  first 
dependent  child;  for  additional  children,  the  limit 
goes  up  from  $21  to  $23. 

Change  in  Income  Tax 

Grants  to  a taxpayer  primarily  to  further  his 
education  and  training  by  enabling  him  to  complete 
work  for  his  doctoral  degree,  when  he  is  under  no 
commitment  to  the  grantor  as  to  his  educational 
objectives,  may  be  excluded  from  the  taxpayer’s 
taxable  income,  under  an  Internal  Revenue  Service 
ruling. 

House  Staff  Preparing  for  Sessions  on 
Medical  Education 

Staff  of  the  House  Interstate  and  Foreign  Com- 
merce Committee  is  moving  ahead  with  plans  for  a 
scries  of  panel-type  hearings  on  medical  education 
problems,  to  be  held  prior  to  the  convening  of  the 
85th  Congress.  Before  adjourning  in  August,  the 
committee  authorized  a fact  finding  survey.  The 
first  step  was  the  mailing  of  letters  to  more  than  50 
organizations  asking  for  data  bearing  on  aid  to 
medical  education  and  the  supply  of  physicians  and 
ancillary  personnel. 


Step  two  w ill  be  hearings,  probably  in  December. 
1 he  sessions  will  follow  the  format  of  the  Salk 
vaccine  hearings  of  last  year  and  the  general  health 
study  of  the  83rd  Congress,  in  which  men  prominent 
in  various  fields  appeared  as  panelists.  Plans  for  the 
forthcoming  sessions  call  for  the  appearance  of 
authorities  on  medical  education,  anti  of  representa- 
tives of  various  groups  utilizing  the  services  of  doc- 
tors, such  as  VA,  Defense  Department,  hospitals, 
mental  institutions  and  State  and  local  agencies. 

The  study  is  aimed  at  two  broad  aspects  of  medi- 
cal education,  the  financial  needs  of  medical  schools 
and  the  supply  and  demand  for  medical  school  ap- 
plicants and  physicians.  Both  political  parties  have 
pledged  some  action  in  this  field  and  President 
Eisenhower  has  urged  additional  funds  to  help  pay 
for  medical  school  construction  and  equipment. 

National  Medical  Library  Established; 
Col.  Rogers  Head 

In  compliance  with  a law  passed  by  the  last  Con- 
gress, the  Armed  Forces  Medical  Library  has 
officially  been  transferred  to  the  newly  created 
National  Library  of  Medicine.  The  change  took 
place  at  a ceremony  at  the  library,  when  Dr.  E.  1 1. 
Cushing,  deputy  assistant  secretary  of  defense  for 
health  and  medical  matters,  turned  over  the  books, 
records  and  property  to  the  Department  of  Health, 
Education  and  Welfare.  Receiving  the  transfer  was 
Surgeon  General  Burney  of  U.  S.  Public  Health 
Service,  which  is  responsible  for  operating  the  insti- 
tution. Dr.  L.  T.  Coggeshall,  special  assistant  for 
health  and  medical  affairs  in  HEW,  represented 
Secretary  Folsom. 

At  the  same  time  it  was  announced  that  the  first 
director  of  the  new  institution  will  be  Col.  Frank  B. 
Rogers,  who  for  the  last  seven  years  has  been  in 
charge  of  the  Armed  Forces  Medical  Library.  At 
least  until  the  end  of  the  present  fiscal  year  next 
July  1 Col.  Rogers  will  be  on  loan  to  PHS  from  the 
Army  Medical  Corps. 

Congress  has  appropriated  money  to  start  work 
on  planning  for  a new  building  to  house  the  library. 
The  board  is  expected  to  select  a site  in  the  near 
future. 

Defense  Department  Starts  Draft  Act 
Discussions 

When  the  special  doctor  draft  expires  next  July 
i,  physicians  and  other  professional  personnel  cov- 
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ercd  by  it  still  will  be  subject,  up  to  age  35,  to  the 
regular  draft.  To  discuss  procedures  to  meet  mili- 
tary needs  after  that  date,  the  Defense  Department 
has  started  conferences  with  representatives  of 
groups  involved,  including  American  Medical  Asso- 
ciation, American  Dental  Association,  the  Associa- 
tion of  American  Medical  Colleges  and  the  four 
surgeons  general— Army,  Navy,  Air  Force  and  U.  S. 
Public  Health  Servdce. 

The  discussions  were  initiated  by  Dr.  Frank  B. 
Barry,  assistant  secretary  of  defense  for  health  and 
medical  matters,  who  is  responsible  for  advising 
Secretary  Wilson  on  policy  regarding  procurement 
of  medical  personnel. 

One  of  the  questions  is  whether  any  change  in  the 
basic  Selective  Service  act  will  be  necessary  to  facili- 
tate the  selective  call-up  of  certain  physicians  and 
other  specialists— including  scientists— who  are  de- 
ferred for  educational  and  occupational  reasons. 
This  is  the  present  situation:  Although  all  physi- 
cians registered  under  the  regular  draft  technically 
are  liable  for  service  up  to  age  35,  few  if  anv  of 
those  over  30  are  apt  to  be  called,  as  Defense  Depart- 
ment estimates  that  the  majority  of  its  needs  can 
be  met  by  recent  graduates  of  medical  schools. 

WHO  Studies  Effects  of  Radiation  on 
Human  Heredity 

A World  Health  Organization  study  group  has 
made  a report  on  the  effects  of  radiation  on  human 
genetics,  as  part  of  WHO's  participation  in  the 
public  health  aspects  of  peaceful  uses  for  atomic 
energy.  The  group  was  headed  by  Dr.  Alexander 
Holland,  director  of  the  biology  division,  Oak  Ridge 
National  Laboratory.  Pan  American  Sanitary 
Bureau,  in  making  public  portions  of  the  report, 
stated:  “.  . . they  found  strong  grounds  for  be- 

lieving these  genetic  effects  to  be  cumulative  so  that 
in  the  long  run  a small  amount  of  radiation  received 
by  each  of  a large  number  of  individuals  could  do  an 
appreciable  amount  of  damage  to  later  generations." 

A question  to  which  the  group  devoted  close 
attention  was  the  need  for  accurate  measurement 
and  recording  of  exposures  to  radiation,  in  order  to 
provide  background  information  needed  for  analyz- 
ing the  genetic  effects.  In  hospitals  where  such 
recordings  were  started  there  has  been  a 30  per  cent 
reduction  in  the  total  exposure  of  the  staff. 
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New  Medical  Developments  in  Atomic 
Energy  Field 

New  progress  is  being  made  in  the  application  of 
atomic  energy  to  medicine.  1 he  Atomic  Energy 
Commission,  in  its  20th  semi-annual  report,  an- 
nounces that  during  the  last  six  month  new  methods 
have  been  developed  for  using  atomic  energy  prod- 
ucts and  techniques  to  treat  cancers.  Research  also 
is  being  carried  on  at  various  schools,  hospitals  and 
institutions  on  the  effects  of  radiation  on  living- 
creatures,  and  studies  of  ways  to  dispose  of  waste 
material  have  yielded  promising  new  knowledge. 

The  AFC  also  described  a project  for  construction 
at  the  Brookhaven  National  Laboratory  on  Long 
Island  of  the  first  reactor  designed  exclusively  for 
medical  research  and  treatment.  It  is  designed  to 
insure  wider  medical  application  of  neutrons,  flexi- 
bility of  treatment  and  availability  of  special  short- 
lived radioisotopes.  Completion  is  due  in  1958,  AEC 
said.  The  report  is  available  from  the  Atomic  Energy 
Commission. 

Another  development  is  the  awarding  by  the 
National  Science  Foundation  of  a $500,000  grant  to 
MIT  at  Cambridge,  Massachusetts,  to  help  pay  for  a 
nuclear  reactor  facility  to  be  used  for  medical  re- 
search. The  foundation  said  this  will  include  devel- 
opment of  improved  methods  for  treating  brain 
tumors  and  other  cancers  by  neutron-beam  therapy. 

Porterfield  Returning  to  PHS  in  New  and 
Vital  Post 

Dr.  John  1).  Porterfield  is  coming  back  to  U.  S. 
Public  Health  Service  after  nine  years  as  an  Ohio 
State  official.  His  return,  to  fill  a newly  created 
position  as  assistant  to  the  Surgeon  General,  signals 
the  commencement  of  a Big  Push  by  USPHS  to 
broaden  its  sphere  of  activity  and  operations.  Devel- 
opment and  coordination  of  new  programs  in 
aging  and  chronic  diseases  will  be  one  of  his  main 
concerns.  Reforms  in  public  health  administration 
to  keep  pace  with  changing  conditions  w ill  be  an- 
other. 

Probability  is  that  Dr.  Porterfield  will  be  a sort  of 
roving  ambassador  to  institutions,  societies  and  gov- 
ernmental agencies,  a role  for  which  he  is  well  fitted 
by  experience  and  personality.  Now  recommissioned 
in  PHS  corps,  he  assumed  his  new  duties  in  Wash- 
ington October  16. 
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CONNECTICUT  PUBLIC  HEALTH  ASSOCIATION 
SEMI-ANNUAL  MEETING 
THURSDAY,  DECEMBER  6,  1956 
NEW  HAVEN  LAWN  CLUB  NEW  HAVEN 

PROGRAM 


9:30  REGISTRATION — (Exhibits  and  Coffee) 

10:00  "WHAT  SHOULD  WE  DO?”  — Four  Discussion  Groups 

Group  A — What  Should  We  Do  to  Stimulate  Careers  in  Public  Health  in  Connecticut? 

Chairman:  Henry  Eisenberg,  M.D.,  public  health  interist,  Connecticut  State  Department  of  Health 
Group  B — What  Should  We  Do  in  Public  Health  Legislation  in  Connecticut? 

Chairman:  Hiram  Sibley,  director  of  program  development.  Yale-New  Haven  Medical  Center 
Group  C — What  Should  We  Do  to  Promote  Public  Health  in  Connecticut? 

Chairman:  Leslie  Sherman,  M.D.,  principal  sanitary  engineer,  Connecticut  State  Department  of  Health 
Group  D — What  Should  We  Do  to  Make  the  CPHA  More  Effective? 

Chairman:  Robert  Keehn,  M.S.,  director,  Vital  Statistics,  Connecticut  State  Department  of  Health 

12:00  LUNCHEON 

1:30  IS  THE  TEAM  APPROACH  AN  EFFECTIVE  TOOL  TO  IMPROVE  PUBLIC  AND  PERSONAL  HEALTH? 
Example:  The  Connecticut  Advisory  School  Health  Council 
Sketch — "What’s  Cooking  in  CASHC? 

Scene — Council  Kitchen 

Presiding:  Ruth  Byler,  F.D.D.,  consultant  in  health  and  physical  education,  Connecticut  State  Department  of 
Education.  Martha  Clifford,  M.D.,  chief,  Community  Health  Services,  Connecticut  State  Department  of 
H ealth 

3:00  SUMMARY  REPORTS  OF  MORNING  GROUP  DISCUSSIONS 
3:30  ADJOURNMENT 


SIXTY  MORE  DAYS  FOR 
THE  1956  AMEE  CAMPAIGN 


County  committees  for  the  American  Medical  Education 
Foundation  are  planning  further  opportunities  to  contribute  to  medical 
education  before  the  end  of  1956. 

These  committees  of  Connecticut’s  county  medical  associations  are  con- 
ducting active  campaigns  which  already  have  surpassed  last  year’s  total 
contributions. 

If  you  have  not  yet  contributed,  help  your  committee  achieve  a new 
record  for  physician  aid  to  the  medical  schools. 


THIS  IMPORTANT  CAUSE  DESERVES 
THE  SUPPORT  OF  EVERY  PHYSICIAN 
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PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 


William  G.  H.  Dobbs,  Torrington 
Chairman 

Harold  A.  Bergendahl,  Norwich 
James  C.  Canniff,  Torrington 


D.  Olan  Meeker,  Riverside 
Harry  C.  Knight,  Middletown 
Stewart  P.  Seigle,  Hartford 


James  F.  Jones,  Danielson 
James  H.  Root,  Jr.,  Waterbury 
William  A.  Richardson,  Noroton 
Associate  Member 


Survey  of  Emergency  Call  Plans  Announced 
by  Public  Relations  Committee 

A survey  of  the  operating  procedures  of  the  17 
emergency  call  plans  sponsored  by  county  and  local 
medical  associations  was  recently  announced  by  the 
Society’s  Public  Relations  Committee. 

The  survey  will  be  similar  to  others  which  have 
beeen  conducted  as  the  plans  have  grown  in  number 
but  will  seek  more  detailed  information.  It  is  antici- 
pated that  the  survey  will  furnish  a pool  of  useful 
information  that  can  be  made  available  to  com- 
mittees in  charge  of  local  emergency  plan  opera- 
tions. 

The  emergency  plans  now  make  this  medical 
association  service  available  to  more  than  80  per 
cent  of  the  State  population.  The  plans  radiate  from 
major  population  centers  and  calls  in  each  area  can 
be  made  through  the  newly  expanded  dial  telephone 
service  in  each  area  without  toll  charges. 

The  plans  are  located  in  the  following  com- 
munities: Bridgeport,  Danbury,  Greenwich,  Hart- 
ford, Manchester,  Meriden,  Middletown,  New 
Britain,  New  Haven,  Norwalk,  Norwich,  Saybrook, 
Stamford,  Torrington,  Waterbury,  Willimantic  and 
Derby. 

Dr.  Dobbs  and  Dr.  Jacobson  Appointed  to 
New  AMEF  Advisory  Group 

William  G.  H.  Dobbs,  Torrington,  and  Charles  E. 
Jacobson,  Jr.,  Hartford  and  Manchester,  recently 
received  appointments  as  advisory  members  of  the 
American  Medical  Education  Foundation. 

The  appointments  were  made  by  the  AMEF 
Board  of  Directors  in  recognition  of  the  continued 
interest  and  activity  of  the  two  physicians  in  the 
AMEF  program  to  aid  the  nation’s  medical  schools. 
Dr.  Dobbs  has  served  as  chairman  of  the  Society’s 
AMEF'  Committee  since  its  organization  in  1951  and 
Dr.  Jacobson  is  chairman  of  the  AMEF  Committee 


of  the  Hartford  County  Medical  Association  and 
the  Association’s  representative  on  the  State  com- 
mittee. Both  physicians  were  invited  to  present 
State  and  county  AMEF  developments  in  Connecti- 
cut at  the  national  meeting  of  the  foundation  early 
this  year. 

In  the  announcement  from  AMEF  headquarters 
concerning  the  appointments,  it  was  pointed  out 
that  from  the  advisory  member  group  a national 
council  will  later  be  selected  to  aid  and  advise  the 
Foundation  on  the  best  policies  to  pursue  to  assure 
its  success. 

New  Series  of  Half  Hour  Telecasts 
Planned  by  TV  Committee 

1 he  Columbia  Broadcasting  System  recently  re- 
quested the  Connecticut  TV  Committee  for  I lealth 
Education,  comprising  18  statewide  health  agencies, 
to  plan  a series  of  30  minute  weekly  health  education 
programs  as  a public  service. 

The  request  followed  acquisition  by  the  national 
network  of  station  W G 1 H- 1 \ in  Hartford,  where 
the  committee  presented  several  series  of  15  minute 
programs  during  the  past  year. 

The  proposal  was  accepted  by  the  committee  for 
a trial  period  and  1 3 programs  were  planned  for  the 
Hartford  station,  the  call  letters  of  which  have  been 
changed  to  WHCT-TV  (Channel  18).  The  series, 
titled  “Accent  on  Living,”  began  Saturday,  October 
6 and  programs  are  scheduled  for  each  following 
Saturday  at  1:30  to  2:00  p.  m.  through  December 
29.  The  programs  will  present  health  subjects  con- 
cerning child  care,  tuberculosis,  arthritis,  care  of  the 
crippled  child  and  mental  health. 

1 he  committee  will  also  continue  to  produce  a 
series  of  15  minute  telecasts  which  are  currently 
being  presented  as  a public  service  through  the 
facilities  of  WKNB-TV  (Channel  30)  New  Britain. 
These  programs  are  scheduled  each  Thursday  1:15 
to  1:30  p.  m.  through  1956.  The  series  is  titled  “Stay 
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Well”  and  rhe  remaining  programs  will  deal  with 
care  of  the  eves,  problems  of  overweight,  diabetes 
and  cancer  detection. 

More  than  110,000  View  Exhibits  at  Fifteen 
Connecticut  Fairs 

More  than  110,000  persons  attended  the  15  Con- 
necticut Fairs  at  which  health  education  exhibits 
were  sponsored  by  the  Society’s  Committee  on 
Rural  Health  and  the  Committee  on  Public  Rela- 
tions. 

The  exhibits  w ere  presented  in  cooperation  w ith 
the  Woman’s  Auxiliary  to  the  Society  and  Con- 
necticut Medical  Service.  The  three  by  five  foot 
exhibits  contained  pictorial  and  lettered  messages 
concerning  the  value  of  family  health  examinations 
and  the  availability  of  the  new  CMS  individual 
member  contracts. 

Advance  planning  of  the  project  was  conducted 
at  the  Society’s  headquarters  and  local  arrangements 
were  in  charge  of  county  committees  of  the 
Woman’s  Auxiliary  under  leadership  of  Mrs.  Dewey 
Katz,  Hartford,  State  chairman  of  Public  Relations 
for  the  Auxiliary.  The  chairmen  of  the  local  teams 
were  Mrs.  William  Sinton,  Danbury;  Mrs.  John  A. 
Gallivan,  East  Hartford;  Mrs.  Aaron  Levy,  Winsted; 
.Mrs.  Joseph  Epstein,  Portland;  Mrs.  Maxw  ell  Paster- 
nack, North  Haven;  and  Mrs.  Richard  Newcombe, 
North  Windham. 

Middlesex  County  Association  to  Consider 
Indoctrination  Courses 

Members  of  the  Middlesex  County  Medical  Asso- 
ciation voted  at  their  recent  semi-annual  meeting  to 
explore  the  possibilities  of  establishing  an  indoctrina- 
tion course  for  guidance  of  new  members  of  the 
association. 

The  project  was  proposed  by  Harry  C.  Knight, 
chairman  of  the  Association’s  Public  Relations  Com- 
mittee, who  also  proposed  that  the  Association 
republish  the  successful  community  service  booklet 
“Medical  Facilities  in  Middlesex  County.”  The  latter 
proposal  was  also  unanimously  approved. 

Committee  on  Medical  Care  of  Veterans 
Assumes  Added  Responsibilities 

The  Society’s  committee  on  the  Medical  Care  of 
Veterans  recently  met  for  an  inspection  trip  at  the 


Rocky  Hill  Veterans  Home  and  Hospital  as  one  of 
the  first  steps  in  assuming  new  responsibilities  con- 
cerning the  Connecticut  program  for  the  care  of 
veterans. 

1 he  committee  will  continue  to  act  on  behalf  of 
the  Society  in  negotiating  matters  pertaining  to  the 
Connecticut  Plan  for  the  Medical  Care  of  Veterans, 
the  federal  VA  program  in  which  it  has  been  active 
since  1947. 

In  its  new  responsibilities  the  committee  will  act 
as  an  advisory  group  for  medical  matters  brought 
before  it  bv  General  Raymond  E.  Watt,  command- 
ant of  the  Rocky  Hill  Veterans  Home  and  Hospital. 
Chairman  of  the  committee  is  George  A.  Buckhout, 
Bridgeport,  and  members  comprise  Andrew  P. 
Owens,  Bridgeport;  Francis  J.  Kalaman,  Norwalk; 
Egbert  M.  Andrews,  Hartford;  Francis  D.  T. 
Bowen,  Hartford;  Joseph  J.  Bruno,  New  Haven; 
Samuel  B.  Rentsch,  Derby;  Roy  V.  Sanderson,  Win- 
sted; and  Benjamin  M.  Shenker,  Middletow  n. 

New  AMA  Pamphlets  on  Family  Physicians 

Expert  advice  concerning  the  importance  of 
periodic  health  examinations  is  capsuled  in  an  attrac- 
tive new  pamphlet  recently  published  bv  AMA’s 
Council  on  Rural  Health.  Titled  “Check  and  Know,” 
this  16  page  booklet  points  up  the  advantages  of 
having  a complete  physical  checkup  at  regular  inter- 
vals and  keeping  an  accurate  health  record  of  all 
members  of  the  family.  Another  pamphlet,  designed 
as  a companion  piece,  discusses  the  reasons  for 
having  a family  doctor  and  for  having  a sound  doc- 
tor-patient relationship.  The  second  pamphlet,  also 
16  pages,  is  entitled,  “A  Member  of  the  Family— 
Your  Doctor.” 

Samples  of  each  are  being  sent  to  directors  of 
extension  services  and  home  demonstration  leaders 
of  land  grant  colleges,  leaders  of  farm  bureaus  and 
the  Grange,  and  members  of  State  rural  health  com- 
mittees. 


Aviation  Medicine 

Two  universities  in  the  United  States  now  offer 
graduate  training  in  aviation  medicine.  The  first, 
Ohio  State  University  College  of  Medicine,  has 
recently  established  a three  year  program  in  the 
department  of  preventive  medicine  open  only  to 
medical  graduates  who  have  completed  their  intern- 
ship. Harvard  University  followed  with  a similar 
program  in  September  of  this  year. 
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Anglem  states  that  carcinoma  of  the  stomach  kills 
more  than  100  persons  a day  (“The  Outlook  for 
Increased  Salvage  in  Gastric  Cancer.”  R.  I.  Med. 
Jour.,  XXXLX:6,  pp.  315-317).  Cures  as  high  as 
seven  to  ten  per  cent  have  been  reported  but  the 
national  average  is  probably  less  than  one  per  cent. 
1 he  first  cure  by  surgical  resection  was  done  only 
73  years  ago,  so  that  the  author  feels  that  we  have 
made  some  progress. 

Improved  end  results  have  been  reported  in  the 
past  decade.  However,  the  outlook  for  the  individual 
patient  with  carcinoma  of  the  stomach  is  still  a grim 
one. 

Improvement  in  the  end  results  can  be  attained 
by  earlier  diagnosis,  earlier  surgical  intervention, 
increasingly,  radical  surgery,  reduction  of  operative 
mortality,  a more  radical  approach  to  the  gastric 
ulcer  problem,  identification  of  precancer  pathology 
such  as  atrophic  gastritis  and  polyps,  and,  lastly,  mass 
surveys. 

* * * * 

“Mercaptomerin  Sensitivity  and  Insulin  Reaction 
during  Hyperglycemia  in  the  Same  Patient”  is  the 
subject  of  an  interesting  report  by  Taylor  ( Jour. 
Mich.  State  Med.  Soc.,  55:6,  pp.  649-655).  The 
author  reports  an  allergic  reaction  to  Thiomerin 
which  was  repeated  following  a second  dose  of 
Thiomerin.  The  response  to  antihistamine  therapy 
was  prompt  each  time.  In  the  same  patient,  severe 
insulin  reaction  proceeding  to  coma  occurred  in 
the  presence  of  hyperglycemia  (496  mg.  dextrose 
per  100  ml.  of  blood).  Recovery  followed  treatment 
for  hypoglycemia. 

Attention  is  called  to  the  fact  that  blood  sugar 
levels  vary  widely  with  and  without  symptoms; 
and  repeats  the  dictum  that  when  there  is  doubt  as 
to  the  etiology  of  coma  in  a diabetic,  give  dextrose; 
insulin  may  be  fatal. 

# # # # 

“Chronic  Posterior  Urethritis  in  the  Female”  is 
the  subject  of  a discussion  by  Tudor.  It  is  the  most 
common  and  the  most  exasperating  condition,  both 
to  the  patient  and  physician,  encountered  in  urologic 
practice.  It  occurs  in  females  of  all  ages,  “literally 


from  the  cradle  to  the  grave”  (Jour.  Term.  State 
Med.  Assoc.,  49:6,  pp.  181-185). 

I he  treatment  of  chronic  urethritis  hinges  on  two 
considerations:  “first,  correcting  the  stricture,  and 
second,  destroying  the  diseased  tissue  in  the  urethra 
and  around  the  bladder  neck.  Local  treatment  of 
the  urethra  and  bladder  neck  is  imperative  in  bring- 
ing relief  to  these  patients.  No  amount  of  chemo- 
therapy w ill  solve  the  problem  unless  dilatation  of 
the  urethra  is  carried  out  concurrently.  Antibiotics 
and  chemotherapy  may  follow  local  treatment.  The 
author  uses  Gantrisin  three  times  a day  in  doses  of 
0.5  Gm.  at  intervals  of  four  days  a week  or  every 
other  week  for  two  or  three  additional  weeks. 
Mandelamine  or  L rotropin  is  used  following  cessa- 
tion of  the  sulfonamide  therapy.  Penicillin  and 
similar  therapy  have  in  the  author’s  opinion  little 
value.  Symptomatic  treatment  is  valuable  and  con- 
sists primarily  of  bladder  sedatives.  An  example  is 
cited  which  is  made  up  of  equal  parts  of  tincture 
of  belladonna,  tincture  of  opium  and  tincture  of 
hyocyamus.  I his  combination  along  with  suitable 
doses  of  phenobarbital  often  provide  dramatic  relief. 
Diet  plays  a part  in  bladder  irritation.  In  the  author’s 
list  of  things  to  be  avoided  are  coffee,  Coca-Cola, 
soft  drinks  and  alcohol.  Highly  seasoned  foods,  con- 
diments, black  pepper  and  vinegar  are  to  be  rigidly 
restricted. 

1 he  authors  confesses  that  he  presents  a discour- 
aging picture  of  chronic  posterior  urethritis.  Fortu- 
nately he  adds  the  majority  of  these  patients  do 
respond  in  some  measure,  at  least,  to  treatment.  The 
practicing  physician  develops  a backlog  of  these 
chonically  ill  who  are  seen  with  a most  discouraging 
regularity.  The  ones  who  respond  quickly  and  well 
are  forgotten. 

* * * # 

Mushroom  poisoning,  according  to  Shoemaker, 
has  decreased  greatly  as  a result  of  improvement  in 
identification  along  botanical  lines.  However  those 
who,  unadvised  or  ill  advised,  gather  wild  species 
for  the  table  should  remember  that  they  are  embark- 
ing upon  an  adventure  that  may  lead  to  a sudden 
and  horrible  death.  I here  are  no  simple  rules  which 
will  enable  the  collector  to  determine  whether 


November,  rgrf 


9i4 


FROM  OUR  EXCHANGES 


mushrooms  are  edible  or  poisonous  (Jour.  Okla. 
State  Med.  Soc.,  49:6,  pp.  215-218). 

Unless  positive  identification  can  be  made  of  the 
species,  and  if  there  is  a more  or  less  definite  history 
of  the  child  having  eaten  a mushroom  or  “toad- 
stool,”  it  is  best  to  empty  the  stomach  as  soon  as 
possible.  The  use  of  emesis  or  gastric  lavage  must 
be  determined  by  the  physician.  It  must  be  remem- 
bered that  large  particles  cannot  ordinarily  be  re- 
moved by  lavage.  The  author  suggests  emesis  or 
emesis  plus  gastric  lavage  together  with  the  use  of 
a saline  cathartic.  Atropine  in  doses  as  high  as  2.5 
mg.  in  adults  is  suggested  where  there  is  evidence  of 
muscarine  poisoning.  This  dose  may  be  repeated  in 
30  to  60  minutes  as  necessary  to  produce  desired 
results.  Stimulants  are  in  order  if  there  is  evidence 
of  collapse.  There  are  no  specific  antidotes  if  the 
poisoning  is  due  to  phalloidine  or  amanitine.  In  these 
last  cases  emesis  and  gastric  lavage  are  of  little  value 
when  symptoms  have  developed,  but  thorough 
purging  is  important  in  emptying  the  ileum  and 
colon  quickly.  Large  amounts  of  carbohydrates 
appear  to  protect  to  some  degree  against  the  damage 
that  accompanies  this  type  of  intoxication. 

The  treatment  of  Lepiota  Morgani  intoxication 
appears  to  be  entirely  supportive  and  symptomatic. 
Atropine  in  the  opinion  of  some  authors  is  detri- 
mental in  treating  poisoning  due  to  Amanita 
phalloides. 

# * # # 

“The  Surgical  Treatment  of  Obstructive  Jaun- 
dice”  by  Hallenbeck  ( Jour.  Arkansas  Med.  Soc., 
1.111:2,  pp.  17-43)  too  long  and  detailed  for  an 
adequate  discussion  of  the  points  made  by  the 
author.  Dr.  Hallenbeck  believes  that  the  treatment 
of  obstructive  jaundice  is  basically  surgical.  Whether 
surgical  treatment  is  curative,  palliative  or  to  no 
avail  depends  on  the  nature  of  the  obstructive 
lesion.  To  achieve  the  greatest  possible  success  the 
surgeon  and  his  medical  colleagues  must  have  a 
thorough  knowledge  of  the  differential  diagnosis  of 
various  types  of  jaundice,  of  preparation  of  the 
jaundiced  patient  for  operation  and  of  the  operative 
procedures  applicable  to  the  different  varieties  of 
obstructive  jaundice. 

Perhaps  the  most  interesting  portion  of  Dr. 
Hallenbeck ’s  discussion  for  the  general  practitioner 
is  that  portion  of  the  article  dealing  with  laboratory 
diagnosis.  Direct-reacting  bilirubin  and  the  total 
serum  bilirubin  give  a reliable  index  of  the  severity 


of  jaundice  and  repeated  tests  indicate  whether  it 
fluctuates.  Duodenal  drainage  (checked  bv  roent- 
genologic examination)  and  determination  of  fecal 
bile  yields  a picture  of  bile  duct  patency. 

Changes  of  plasma  protein  and  lipides  are  positive 
when  hepatocellular  disease  are  present.  Concentra- 
tion of  cholesterol  and  cholesterol  esters,  serum 
alkaline  phosphatase,  lowered  concentration  of 
serum  albumen  and  a reversal  of  albumen-globulin 
ratio  are  all  of  value  in  the  differential  diagnosis  of 
obstructive  and  hepaticocellular  jaundice.  The 
prothrombin  time  may  be  prolonged  in  either  type 
of  jaundice  but  usually  returns  to  normal  more 
quickly  after  the  administration  of  vitamin  K in  the 
absence  of  hepatocellular  disease.  There  is  no  single 
test  of  hepatic  function. 

# # # * 

Every  physician  knows  that  there  are  occasionally 
complications  of  blood  transfusions.  Miller  believes 
that  the  untoward  effects  of  blood  transfusion  are 
made  easier  if  we  remember  that  certain  ill  effects 
may  be  manifested  promptly,  others  only  after  a 
lapse  of  days,  months,  or  even  years  (G.  P.,  XII 1: 6, 
pp.  99-106). 

The  Prompt  Untoward  Effects  of  Transfusion  in 
the  following  order:  (1)  Severe  hemolytic  reactions, 
(2)  Effects  of  contaminated  blood,  (3)  Mechanical 
reactions,  a.  circulatory  overload,  b.  Embolism  (air 
or  clots),  (4)  Allergic  reactions,  (5)  “Uncompli- 
cated febrile”  reactions,  and  (6)  Metabolic  effects 
of  plasma  during  “massive”  transfusions.  Delayed 
reactions  are:  (1)  Mild  hemolytic  reactions,  (2) 
Homologous  serum  hepatitis,  (3)  Transmission  of 
syphilis,  Malaria,  (4)  Isoimmunization,  and  (5) 
Hemosiderosis. 

The  author  seems  to  consider  that  contaminated 
blood,  circulatory  (mechanical)  reactions  and 
homologous  hepatitis  as  the  most  common  and  the 
most  serious  of  the  accidents  of  transfusion.  Allergic 
reactions  are  seldom  serious  and  are  usually  mani- 
fested by  the  development  of  hives.  Febrile  reactions 
offer  a puzzle,  but  probably  should  be  regarded  as 
potentially  important.  Hemosiderosis  is  not  truly  a 
“transfusion  reaction.” 

The  most  serious  hemolytic  transfusion  reactions 
diagnosed  result  from  incompatibility  involving  the 
ABO  system.  In  ordinary  practice  most  patients 
should  be  transfused  with  blood  of  their  own 
group.  For  transfusion  purposes  the  Rh  type  of 
donor  and  recipient  must  be  known.  Rh-negative 
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individuals  should  receive  only  Rh-negative  blood. 
Only  the  most  dire  emergency  justifies  an  exception 
to  this  rule  and  virtually  no  exceptions  should  be 
made  in  transfusing  females. 

It  is  well  to  remember  that  blood  transfusions  will 
continue  to  carry  a calculated  risk.  Emphasis  must 
be  placed  on  prevention  if  we  are  to  add  to  the 
safety  of  a valuable  form  of  treatment. 

# * * * 

Hilding  in  The  New  England  Journal  of  Medi- 
i cine,  (254:25,  pp.  1155-1160)  calls  attention  to  the 
fact,  in  an  article  “On  Cigarette  Smoking.  Bronchial, 
Carcinoma  and  Ciliary  Action,”  that  when  cigarette 
smokers  inhale  the  smoke  a large  proportion  of  the 
ingredients  are  retained.  The  time  required  for 
deposits  is  brief  (a  matter  of  a few  seconds).  These 
ingredients  are  deposited  upon  and  in  the  mucus 
blanket,  where  toxic  substances  are  quickly  dis- 
solved and  absorbed  into  the  mucus  membrane.  If 
the  toxic  materials  are  sufficiently  concentrated 
ciliary  action  ceases. 

A visible  scum  of  tar  remains  floating  on  the 
mucus  blanket,  and,  if  the  ciliary  action  is  retained, 
is  carried  with  the  muces  blanket  to  the  laryngeal 
end  of  the  trachea. 

A companion  article  by  Satterlee  deals  with  the 
problem  of  arsenic  in  American  cigarette  tobacco. 
In  twenty  years  the  arsenic  contents  of  American 
tobacco  cigarettes  has  increased  from  an  average  of 
12.6  micrograms  per  cigarette  to  42  micrograms,  or 
more  than  300  per  cent. 

The  authors  of  these  two  studies  seem  to  hesitate 
ito  draw  any  hard  and  fast  conclusions  from  their 
studies.  It  seems  that  their  data  is  relevant  to  one 
iphase  of  a public  health  problem  that  is  concerned 
with  the  wider  question  of  arsenical  cancer.  There 
is  a further  related  problem  of  increasing  airborne 
arsenic  in  urban  atmospheres  that  are  polluted  by 
arsenic  derived  from  petroleum-fuel  combustions, 
and  by  airborne  arsenical  detritus  from  the  abrasion 
of  synthetic-rubber  tires  and  tarred  or  oiled  roads. 

These  two  articles  are  interesting  as  indicating  a 
new  approach  to  the  study  of  lung  cancer  and  pul- 
imonary  irritations  of  various  kinds.  The  authors  at 
this  point  give  no  positive  answers  to  the  question 
of  whether  we  should  smoke. 

* * # # 

The  question  of  dental  extraction  during  Dicuma- 
rol  therapy  is  probably  one  that  many  doctors  have 
asked  themselves  as  they  have  read  the  literature  on 
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the  use  of  this  comparatively  new  therapeutic  agent. 
Askey  and  Cherry  found  that  the  extraction  of  14 
teeth  in  six  patients  taking  Dicumarol  caused  no 
unusual  bleeding  (Cal.  Aled..  84:1,  pp.  16-17).  I'1 
the  author’s  opinion  discontinuance  of  Dicumarol 
prior  to  dental  extraction  necessarily  should  be  a 
routine  procedure.  In  persons  with  a demonstrated 
strong  tendency  to  recurrent  thrombosis  Dicumarol 
should  be  continued.  This  decision  should  be  based 
on  whether  or  not  the  danger  of  clotting  without 
the  drug  is  greater  than  the  danger  of  bleeding  with 
the  drug. 

* # # # 

It  is  commonly  suspected  that  well  geriatric 
women  have  a multitude  of  pelvic  complaints,  and 
that  they  rarely  have  what  may  be  termed  “normal 
pelvic  organs.”  Farley  and  WolfF  reviewed  the 
pelvic  findings  in  209  apparently  wrell  women,  65 
years  of  age  and  over  (Amer.  Geriatric  Soc.,  4:1, 
pp.  1-7).  I hey  found  that  35  per  cent  volunteered 
a presenting  complaint,  and  on  detailed  questioning 
76  per  cent  complained  of  pelvic  distress.  Ninety- 
three  per  cent  of  the  patients  (Cancer  Prevention 
Center  of  Chicago)  were  reported  to  have  abnormal 
pelvic  findings.  There  was  atrophy  in  67  per  cent 
and  pelvic  herniation  in  48  per  cent  of  the  patients 
examined.  I hirteen  abnormal  cervical  smears  were 
found,  d hese  investigations  led  to  the  discovery  of 
cancer  in  nine  patients  (4.3  per  cent). 

I he  fact  of  the  matter  seems  to  be  that  urologic 
and  rectal  disorders  along  with  genital  atrophy  and 
pelvic  relaxation  appear  to  be  more  usual  than  un- 
usual. The  authors  are  convinced  that  more 
thorough  and  frequent  examinations  are  essential  in 
preserving  the  health  of  elderly  people. 

* * * * 

“Bizzare  Clinical  Manifestations  of  Hyperthvroid- 
isms”  is  a timely  reminder  of  a matter  too  often 
overlooked  (Chapman  and  Maloof,  N.  E.  Jour.  Med., 
254:1,  pp.  1-5).  Unusual  manifestations  of  hyper- 
thyroidism include  abdominal  pain,  peripheral 
edema,  heart  failure  with  an  adequate  response  of 
the  heart  rate  to  digitalis,  periarthritis  of  the  should- 
er, skeletal  demineralization,  severe  myopathy, 
encephalopathy  and  epilepsy.  The  hope  of  the 
authors  is  that  their  article  will  alert  physicians  to 
the  recognition  of  curable  disease  that  may  mimic 
disease  for  which  the  patient  may  otherwise  receive 
ineffective  treatment. 

# # # * 
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THE  NEW  PRINCIPLES  OE  MEDICAL  ETHICS 

The  House  of  Delegates  of  the  A.MA,  meeting  in  Chicago  in  June,  voted  in  favor  of  a Reference 
Committee  report  which  approved  a revision  of  the  Principles  of  Medical  Ethics  as  prepared  bv  the 
Council  on  Constitution  and  By-Laws  and  endorsed  by  the  Judicial  Council.  Final  action  will  be  taken  at 
the  Clinical  Session  in  Seattle  in  November.  In  submitting  the  new  Principles,  the  report  pointed  out 
that  the  present  Principles  “are  encumbered  by  verbosity  and  qualifying  constructions  of  dubious  value 
which  in  themselves  engender  confusion.  Hence,  it  was  felt  that  the  Principles  should  be  broad  and 
should  provide  a framework  within  w hich  interpretations  could  be  made.  They  should  deal  w ith  basic 
principles  which  can  serve  as  a ready  reference  for  the  busy  practitioner.”  Having  been  personally  inter- 
ested in  this  revision,  your  editor  heartily  endorses  these  new  Principles  and  submits  them  to  you  at  this 
time  for  your  consideration  and  comments. 


PRINCIPLES  OF  MEDICAL  ETHICS  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


PREAMBLE 

These  principles  are  intended  to  serve  physicians, 
individually  or  collectively,  as  a guide  to  ethical 
conduct.  They  are  not  laws;  rather,  they  are  stand- 
ards by  which  a physician  may  determine  the  pro- 
priety of  his  own  conduct.  They  are  intended  to 
aid  physicians,  in  their  relationships  with  patients, 
with  colleagues,  with  members  of  allied  professions 
and  with  the  public,  to  maintain  under  God,  as  they 
have  through  the  ages,  the  highest  standards. 

Section  i . The  prime  objective  of  the  medical  pro- 
fession is  to  render  service  to  humanity  with  full 
respect  for  both  the  dignity  of  man  and  the  rights 
of  patients.  Physicians  must  merit  the  confidence  of 
those  entrusted  to  their  care,  rendering  to  each  a 
full  measure  of  service  and  devotion. 

Section  2.  Physicians  should  strive  to  improve 
medical  knowledge  and  skill,  and  should  make  avail- 
able the  benefits  of  their  professional  attainments. 

Section  3.  A physician  should  not  base  his  prac- 
tice on  an  exclusive  dogma  or  a sectarian  system, 
nor  should  he  associate  voluntarily  with  those  who 
indulge  in  such  practices. 

Section  3.  The  medical  profession  must  be  safe- 
guarded against  members  deficient  in  moral  char- 
acter and  professional  competence.  Physicians 
should  observe  all  laws,  uphold  the  dignity  and 
honor  of  the  profession  and  accept  its  self-imposed 
disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of 
the  profession. 


Section  3.  Except  in  emergencies,  a physician  may  I 
choose  whom  he  w ill  serve.  Having  undertaken  the 
care  of  a patient,  the  physician  may  not  neglect  him.  ] 
Unless  he  has  been  discharged,  he  may  discontinue 
his  services  only  after  having  given  adequate  notice.  I 
He  should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose  of  his  | 
services  under  terms  or  conditions  which  will  inter-  I 
fere  with  or  impair  the  free  and  complete  exercise  | 
of  his  independent  medical  judgment  and  skill  or 
cause  deterioration  of  the  quality  of  medical  care. 

Section  7.  In  the  practice  of  medicine  a physician 
should  limit  the  source  of  his  professional  income  to  j 
medical  services  actually  rendered  by  him  to  his  I 
patient. 

Section  8.  A physician  should  seek  consultation 
in  doubtful  or  difficult  cases,  upon  request  or  when  ( 
it  appears  that  the  quality  of  medical  service  may  I 
be  enhanced  thereby. 

Section  9.  Confidences  entrusted  to  physicians  or 
deficiencies  observed  in  the  disposition  or  character  : 
of  patients,  during  the  course  of  medical  attendance,  I 
should  not  be  revealed  except  as  required  by  law  or 
unless  it  becomes  necessary  in  order  to  protect  the  I 
health  and  welfare  of  the  individual  or  the  com- 
munity. 

Section  10.  The  responsibilities  of  the  physician 
extend  not  only  to  the  individual  but  also  to  society 
and  demand  his  cooperation  and  participation  in 
activities  which  have  as  their  objective  the  improve- 
ment of  the  health  and  welfare  of  the  individual 
and  the  community. 
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Annual  Conference 

The  13th  Annual  Conference  of  State  Presidents, 
Presidents-Elect,  and  National  Committee  Chairmen 
was  held  October  1,  2,  3,  1956,  Drake  Hotel, 

Chicago,  Illinois.  Connecticut  was  represented  bv 
Airs.  E.  Roland  Hill,  president;  Mrs.  Paul  W.  Tisher, 
president-elect;  Mrs.  Dewey  Katz,  eastern  regional 
Today's  Health  chairman;  and  Mrs.  F.  Erwin  Tracy, 
national  chairman  Public  Relations.  A detailed  report 
of  this  conference  was  given  at  the  Semi-Annual 
Meeting,  Lighthouse  Inn,  New  London,  October 

3°. 

Fairfield  County 

Mrs.  Robert  W.  Nespor,  president,  reports  that 
Fairfield  County  held  its  second  Board  meeting  of 
the  year,  Tuesday,  September  25,  at  the  Connecticut 
Yankee,  near  Danbury.  Mrs.  Connors,  Today's 
Health  chairman,  reported  147  points,  and  also  that 
she  interviewed  three  lay  people  who  subscribe  to 
Today's  Health,  filled  out  and  returned  the  ques- 
tionnaire. 

The  treasurer  reported  224  paid  members  to  date. 
Four  membership  teas  are  planned  for  the  near 
future,  one  each  in  Stamford,  Norwalk,  Bridgeport, 
and  Danbury. 

Public  Relations  and  Rural  Health  chairmen  set 
up  and  covered  the  two  country  fairs  in  the  County, 
and  again  the  Auxiliary  helped  the  Fairfield  County 
Medical  Association  at  their  booth  at  the  Danbury 
Fair,  the  subject  being  Highway  Safety.  A small 
donation  was  sent  to  the  Danbury  Hospital  Buiding 
Fund  in  memory  of  Bobby  Sinton,  6 year  old  son 
of  Dr.  and  Mrs.  William  Sinton,  who  was  killed  on 
the  way  to  school.  Mrs.  Sinton  is  the  president-elect 
and  chairman  of  the  Fairs.  AMEF  reports  $10  in 
memorial  donations. 

Plans  for  the  Fall  Dance  at  Longshore  Country 


Club  are  almost  complete.  I hey  include  a cocktail 
hour,  buffet  supper,  a fashion  show  of  evening 
dresses  and  furs,  and  dancing. 

1 he  Semi-Annual  Meeting  was  held  at  Chimney 
Corners,  Stamford,  on  October  16,  with  Edith 
Cerritani  speaking  on  “Women  in  the  Changing 
World  of  Today.” 

Hartford  County 

Airs.  John  D.  O'Connell,  president,  reports  a 
membership  of  491. 

1 he  Annual  Rummage,  Food,  and  Plant  Sale  of 
the  Woman’s  Auxiliary  to  the  Hartford  County 
Medical  Association  was  held  on  Friday,  October  5, 
at  the  West  Hartford  Armory,  under  the  able  chair- 
manship of  Airs.  Gilbert  W.  Heublein  with  Airs. 
Nicholas  F.  St.  John  as  co-chairman.  A profit  of 
$1,250  from  the  sale  will  go  to  the  Memorial  Schol- 
arship Fund. 

At  this  time  the  Auxiliary  is  giving  scholarships 
to  twelve  medical  students.  $1,850  has  been  paid  to 
these  students  since  July  with  the  remainder  to  be 
paid  by  January  1. 

1 he  Alental  Health  Committee  is  working  in  con- 
junction with  the  auxiliaries  of  the  Middletown 
and  Norwich  State  Hospitals,  with  the  aim  of  pro- 
moting membership  of  the  Auxiliary  members  in 
these  hospital  auxiliaries  and  also  aiding  in  the  col- 
lection of  Christmas  cheer  for  mental  patients. 

Medical  exhibits  along  with  exhibits  of  Today's 
Health  have  been  displayed  at  fairs  in  Wethersfield, 
Berlin,  and  Glastonbury  by  members  of  the  Public 
Relations  and  Today's  Health  Committees. 

The  new  directory  for  1956-1957  has  been  printed 
and  mailed  to  all  members. 

I he  Semi-Annual  Dinner  Aleeting  is  planned  for 
October  23  with  Dr.  Andrew  Sauerwine,  professor 
of  psychology  at  Trinity  College,  as  speaker. 
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Meeting  of  the  Connecticut  Committee  on 
Foods,  Drugs,  Cosmetics  and  Devices 
July  26,  1956 

The  member  societies  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Ex- 
periment Station,  Dr.  Harry  J.  Fisher;  Connecticut  State 
Dental  Association,  Dr.  William  Kirschner,  Jr.;  Connect- 
icut State  Medical  Society,  Dr.  Hugh  L.  Dwyer;  Con- 
necticut Veterinary  Medical  Association,  Dr.  Joseph  De- 
Vita;  University  of  Connecticut,  Dr.  Stanley  E.  Wedberg; 
University  of  Connecticut  College  of  Pharmacy,  Dr.  Harold 
G.  Hewitt. 

The  following  were  also  present:  Dr.  Felix  Blanc,  repre- 
senting the  Pharmacy  Commission;  Dr.  George  R.  Cowgill 
of  the  Biochemistry  Department  of  the  Yale  University 
School  of  Medicine,  by  invitation  as  consultant  expert; 
Dr.  James  C.  Hart,  representing  the  State  Department  of 
Health;  Mr.  Herbert  Plank,  representing  the  Food  and 
Drug  Commission. 

“coroneed” 

On  June  28  Mr.  Plank  had  submitted  to  Dr. 
Fisher  a 60  tablet  bottle  of  “Coroneed,”  manufac- 
tured by  Hawthorne  Pharmacal  Co.,  Inc.,  New 
York,  N.  Y.  This  bottle  was  labelled  in  part  as 
follows: 

“T  he  New,  Safe  Plan  to  Help  Your  Heart. 

“Contains:  Soy,  Lecithin,  Choline  Bitartrate,  dl 
Methionine,  Inositol,  Rutin,  Vitamin  C.  Vitamin  Be, 
Vitamin  B12,  Vitamin  A,  Vitamin  D,  Unsaturated 
Fatty  Acids  (Linoleic  and  Linolenic  Acids),  Flavors 
and  Excipients. 

“Directions  for  use: 

“The  ingredients  found  in  Coroneed  are  a valu- 
able supplement  where  a low  cholesterol,  low  fat 
diet  is  indicated  for  the  prevention  and  management 
of  atherosclerosis.” 

Section  3950  of  the  Connecticut  Food.  Drug  and 
Cosmetic  Act  states  that  “The  advertisement  of  a 
drug  or  device  representing  it  to  have  anv  effect  in 
. . . heart  and  vascular  diseases  . . . shall 
. . . be  deemed  to  be  false.”  Because  the  labelled 
claims,  plus  the  phrase  “Help  Prevent  Heart  At- 
tacks” in  accompanying  display  cards,  were  plainly 
representations  that  “Coroneed”  had  an  effect  in 
heart  and  vascular  diseases.  Dr.  Fisher  reported  to 
Mr.  Plank  that  this  product  violated  the  law. 

Mr.  Plank  told  the  members  that  “Coroneed”  was 
being  promoted  with  extensive  displays  and  tele- 
vision advertising  that  claimed  that  this  preparation 
“prevented  cholesterol  from  clogging  up  the  coro- 
nary artery7”  (to  which  Dr.  Wedberg  remarked: 
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“Expensive  Drano”).  On  the  basis  of  the  affidavit 
submitted  by  Dr.  Fisher,  he  had  had  all  stocks  of 
“Coroneed”  in  Connecticut  placed  under  embargo. 
Commissioner  Frassinelli  had  called  a hearing,  which 
after  postponement  had  been  held  the  day  of  our 
present  meeting.  Knowing  that  the  company  was 
going  to  contest  the  Commission’s  claims  concerning 
the  “Coroneed”  advertising,  Plank  had  approached 
Dr.  Dwyer  for  aid  in  obtaining  a medical  expert  on 
heart  disease,  and  Dr.  Dwyer  had  referred  him  to 
Dr.  Chester  Fairlee.  Mr.  Plank  said  that  Dr.  Fairlcc 
had  very  kindly  agreed  to  serve  and  had  attended 
the  July  26  hearing,  and  his  testimony  had  been  very 
helpful  in  combatting  that  of  the  company’s  expert 
(a  Dr.  Wallach).  The  Commission  had  charged  at 
the  hearing  that  “Coroneed”  violated  the  law  in  the 
following  respects:  (1)  It  was  a new  drug  within 
the  meaning  of  the  statutes  (newness  of  use  of  the 
ingredients)  for  which  no  new  drug  application  had 
been  filed;  (2)  it  contained  a prescription  item 
(rutin),  yet  was  being  sold  over-the-counter;  (3) 
the  advertising  was  false  and  misleading,  since  the 
medical  profession  had  not  agreed  on  a treatment 
for  atherosclerosis;  and  (4)  it  violated  the  specific 
provisions  of  the  law  forbidding  advertising  claims 
that  a drug  had  anyT  effect  in  heart  and  vascular 
diseases.  The  lawyer  for  the  company  had  claimed 
that  “Coroneed”  was  only7  a dietary  supplement,  not 
a drug.  Commissioner  Frassinelli  had  taken  the  mat- 
ter under  advisement,  but  wanted  to  have  a com- 
mittee of  cardiologists  review  the  testimony. 

C7  j 

Dr.  Dwyer  said  that  he  agreed  with  Mr.  Plank’s 
stand;  there  was  no  known  effective  method  for  the 
prevention  or  treatment  of  atherosclerosis,  and  there 
was  no  scientific  support  for  the  claims  made  or 
implied  for  “Coroneed;”  “Coroneed”  was  a drug 
because  of  the  way  it  was  advertised— as  therapy 
rather  than  as  a food  supplement.  He  thought  it 
would  not  be  at  all  difficult  to  get  a number  of 
people  to  review  the  testimony  as  Mr.  Plank  sug- 
gested. 

Dr.  Cowgill  remarked  that  the  product  was  noth- 
ing more  than  a mixture  of  vitamins,  an  essential 
amino  acid  and  lecithin,  and  that  a person  would  get 
more  effect  just  by  eating  less  fat;  it  was  an  attempt 
to  capitalize  on  interest  in  heart  disease. 

It  was  agreed  that  Dr.  Dwyer  should  gather  a 
committee  of  cardiologists  to  go  over  the  transcript 
of  the  hearing. 

To  a question  of  Dr.  Dwyer,  Mr.  Plank  replied 
that  this  committee  might  have  to  go  into  court. 
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DR.  WEST’S  GERM-FIGHTER  TOOTHBRUSH 

Dr.  Wedberg  reported  that  as  a further  experi- 
ment he  had  proceeded  as  follows:  After  two  stu- 
dents had  brushed  their  teeth  with  these  brushes  at 
least  twice  a day  for  four  months,  the  brushes  were 
placed  in  test-tubes  containing  10  ml.  of  sterile  saline 
inoculated  with  three  drops  of  a 24  hour  broth  cul- 
ture of  Micrococcus  pyogens  var.  aureus  and  stored 
five  hours  at  room  temperature,  after  which  plate 
counts  were  taken.  Results  showed  an  average  drop 
in  bacteria  counts  from  2,455,000  to  3,000  (or  99 
per  cent)  in  the  five  hours  for  the  tubes  to  which 
the  used  brushes  had  been  added,  whereas  the  aver- 
age drop  for  the  control  tubes  was  only  from 
1,680,000  to  1,470,000  (13  per  cent).  In  other  words, 
even  after  being  used  twice  daily  for  four  months 
the  brushes  were  still  capable  of  causing  a 99  per 
cent  reduction  in  bacterial  growth.  He  suspected 
that  the  active  ingredient  was  a quaternary  salt  in- 
corporated in  the  fiber. 

Dr.  Kirschner  asked  what  dentifrice  was  used,  to 
which  Dr.  Wedberg  replied:  “Colgate’s,  but  the 
brushes  were  rinsed  thoroughly  afterwards.” 

ISONIAZID  IN  THETREATMENT  OF  MULTIPLE  SCLEROSIS 

Dr.  Fisher  reported  that  “AM A Washington 
Fetter  84-78”  of  the  American  Medical  Association, 
dated  June  22,  1956,  contained  the  following  state- 
ment which  apparently  closed  this  question: 

“Veterans  Administration  announces  that  a two 
year  clinical  investigation  by  1 1 VA  hospitals  finds 
that  isoniazid  has  no  beneficial  effects  on  multiple 
sclerosis.  Dr.  Bernard  Nagler,  chief  of  the  agency’s 
neurology  service  and  chairman  of  the  study,  said 
300  patients  were  screened  and  186  cases  finally 
used.  He  added:  AVe  believe  this  clinical  investiga- 
tion covers  a sufficiently  large  number  of  patients 
in  various  stages  of  the  disease,  observed  for  an  ade- 
quately' long  period,  to  allow  us  to  state  that 
isoniazid  has  no  beneficial  effect  on  the  course  of 
multiple  sclerosis’.” 

Dr.  Cowgill  remarked  that  there  were  a number 
of  compounds  related  to  nicotinic  acid  which  were 
known  to  cause  temporary  relief  in  disease  without 
curing.  Dr.  Dwyer  added  that  isoniazid  made  tuber- 
culosis patients  feel  better  and  improved  their  appe- 
tite; this  probably  was  back  of  the  original  reports 
of  its  effectiveness  in  treating  multiple  sclerosis 
which  had  now  been  pretty^  well  disproved  byr  this 
Veterans  Administration  report. 


THE  NUTRITIONAL  AVAILABILITY  OF  INULIN 

At  the  May  24  meeting  Dr.  Fisher  had  reported 
that  a number  of  special  dietary  foods  containing 
high  proportions  of  Jerusalem  artichoke,  manufac- 
tured by  Anthony  Alphonse  DeBole  of  Neyv  York 
City,  were  being  sold  with  extremely  loyv  calorie 
claims  that  were  evidently  based  on  assigning  a zero 
calorie  value  to  the  carbohydrate  in  Jerusalem 
artichoke.  Since  the  major  carbohydrate  in  the  plant 
was  known  to  be  inulin,  whether  the  manufacturer’s 
claims  would  have  to  be  accepted  or  not  depended 
on  yvhether  inulin  could  ser\re  as  a source  of  avail- 
able carbohydrate.  Dr.  Cowgill  had  been  asked  to 
submit  an  opinion  on  this  point  at  the  present 
meeting. 

Dr.  Coyvgill  reported  as  folloyvs:  “You  all  know 
the  general  history  of  this  subject:  Back  in  the  last 
century  it  was  learned  that  diabetics  had  a higher 
tolerance  for  fructose  than  for  dextrose,  and  von 
Noorden  tried  inulin  on  some  of  his  patients,  who 
appeared  to  improve.  When,  later,  experiments  indi- 
cated that  inulin  was  not  digested  in  the  alimentary 
tract,  the  question  arose  as  to  how  von  Noorden’s 
results  could  be  explained.  1 he  ansyver  yvas  that  the 
patients  had  in  effect  been  treated  by  starving  them. 

“When  1 received  this  assignment  I looked  up 
the  later  papers  on  this  subject  in  ‘Nutrition  Ab- 
stracts and  Reviews.’  There  was  a German  report 
by  Eckenfels  in  1934  to  the  effect  that  inulin  yvas 
almost  completely  absorbed  as  such;  this  led  to 
feeding  experiments  with  rats  by  Lewis  and  Bendana 
in  Michigan  in  1935  which  showed  that  while  inulin 
could  be  used  to  some  extent  as  a supplement  to  a 
diet  of  low  caloric  value  its  nutritive  value  yvas  not 
comparable  to  that  of  either  fructose  or  sucrose, 
and  that  when  inulin  entirely  replaced  the  sugars  the 
rats  died  within  15  days  with  marked  distention  of 
the  large  intestine  caused  by  intestinal  fermentation 
of  the  inulin.  (].  Nutrition,  1935,  10:507-515.)  In 
1951  Cremer,  Gillissen  and  Hergt  at  Mainz  studied 
the  capacity  of  cultures  of  various  organisms  to  split 
inulin  and  found  that  only  the  pneumococci  were 
able  to  utilize  this  carbohydrate.” 

It  was  Dr.  Cowgill’s  conclusion  that  inulin  had  no 
significant  food  y^alue. 

HEXACHLOROPHENE  SOAPS 

At  the  May  24  meeting  it  had  been  voted  to  refer 
to  Dr.  Wedberg  a request  of  William  E.  Aksomitas, 
chief  standards  engineer  of  the  Purchasing  Division 
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of  the  State  Department  of  Finance  and  Control,  for 
an  opinion  on  whether  higher  concentrations  of 
hexachlorophene  than  3 per  cent  conferred  a meas- 
urably greater  germicidal  power  on  soaps  containing 
this  ingredient.  Dr.  Wedberg  had  reported  directly 
to  Mr.  Aksomitas  by  letter  on  June  4.  In  summary 
his  opinion  was:  “that  concentrations  in  excess  of  3 
per  cent  probably  are  not  warranted.  Until  further 
studies  have  been  conducted  and  new  standards 
accepted,  I believe  that  higher  concentrations  are 
a waste.” 

Dr.  Hart  asked  if  it  were  advisable  to  use  this  type 
of  soap  for  washing  the  hands;  Dr.  Wedberg  replied 
that  it  was,  although  admittedly  some  people  were 
allergic  to  hexachlorophene.  Dr.  Kirschner  said  these 
soaps  caused  his  hands  to  crack. 

Dr.  Wedberg  remarked  that  tests  on  various 
samples  of  green  soap  at  Johns  Hopkins  had  shown 
the  presence  of  up  to  3,000,000  bacteria  per  cc. 

FI.AV-K -STRAWS 

Dr.  Fisher  reported  that  on  May  15  he  had  re- 
ceived from  the  Food  and  Drug  Commission  two 
packages  of  “Dietetic  Artificially  Sweetened  Choco- 
late Tasting  Flav-r-Straws,”  made  by  Frontier  Foods 
Corp.,  Los  Angeles,  California.  Along  the  length  of 
the  inner  surfaces  of  these  straws  were  strips  of 
flavoring  material  intended  to  impart  a sweet  taste 
to  milk  that  was  sipped  through  them.  Flic  labels 
read  in  part  as  follows:  “The  Flavor  is  inside  the 
Straw— Natural  and  Imitation  Chocolate.— Magic 
Flavor-Straws  MAKES  PLAIN  MILK  PASTE 
LIKE  CHOCOLATE  MILK.  Put  a Flav-R-Straw 
in  a glass  of  milk— dunk  up  and  down  several  times— 
then  sip.— Contents:  natural  and  artificial  chocolate 
flavoring,  artificial  coloring,  7 per  cent  of  SAC- 
CHARINE (A  NON-NUTRITIVE,  ARTIFICIAL 
SWEETENER,  which  should  be  used  only  by  per- 
sons who  must  restrict  their  intake  of  ordinary 
sweets).  Each  straw  contains  less  than  one  calorie 
per  drink.  (No  carbohydrates  or  protein.  Trace  of 
fats.)” 

Dr.  Fisher  said  that  he  had  reported  to  the  Food 
and  Drug  Commission  that  the  sample  was  mis- 
branded because  of  the  obvious  conflict  between 
showing  pictures  of  blissful  healthy  small  children 
all  over  the  package  and  then  claiming  that  the 
straws  “should  be  used  only  by  persons  who  must 
restrict  their  intake  of  ordinary  sweets;  he  had  also 
reported  that  the  product  should  be  classed  as  con- 
fectionery and  therefore  could  not  legally  contain 
saccharin  even  if  labelled  as  a special  dietary  food. 


Dr.  Cowgill  said  that  he  had  been  called  on  very 
short  notice  to  testify"  for  the  manufacturers  at  the 
hearing  in  the  Commissioner’s  office,  and  had  stated 
there  that  in  his  opinion  the  product  was  not  a con- 
fection; he  had  suggested  to  the  manufacturers  that 
they  employ  the  Food  Research  Laboratories  of 
Long  Island  City  to  conduct  tests  to  determine  how- 
much  saccharin  a child  took  up  from  one  of  these 
straws  with  one  sip.  The  manufacturers  wished  to 
base  their  selling  campaign  on  their  claim  that  these 
straws  were  beneficial  because  they  made  children 
drink  more  milk,  and  had  placed  the  statement  about 
“persons  who  must  restrict  their  intake  of  ordinary 
sweets”  on  the  label  only  because  the  New  York 
authorities  had  required  them  to.  He  understood 
that  conferences  about  the  labelling  of  these  straw  s 
were  now  going  on  between  the  manufacturers  and 
the  U.  S.  Food  and  Drug  Administration,  and  sug- 
gested that  we  wait  to  hear  what  the  Federal  people 
decided. 

Dr.  Kirschner  asked  Dr.  Cowgill  w hether  there 
was  any  medical  objection  to  the  use  of  artificial 
sweeteners  by  children;  he  replied  that  saccharin  had 
been  used  for  years  and  was  nontoxic,  and  that  no 
one  had  raised  any  question  about  the  “Flav-R- 
Straws”  being  toxic.  Ht  said  that  sugar  could  not  be 
substituted  for  saccharin  because  it  was  impossible  to 
put  enough  sugar  into  the  strips  to  give  the  desired 
sweetness. 

Dr.  Kirschner  remarked  that  a dentist  on  his  staff 
had  recommended  saccharin. 

WIPE  OFF  THE  BEARD! 

Mr.  Plank  said  that  a former  pugilist  named 
Joseph  Bard,  of  Hartford,  had  been  in  to  see  him  a 
number  of  times  about  a mixture  he  had  invented 
which  he  claimed  would  obviate  the  need  of  shaving 
after  several  applications.  (This  product  was  briefly 
reported  on  in  the  Report  of  the  October  6,  1955 
meeting.)  Mr.  Bard’s  preparation,  which  he  called 
“Wipe  Off  That  Beard!”,  contained  as  ingredients 
peroxide  and  “Yitene,”  a product  of  unknown  com- 
position employed  in  printing  plants  to  take  the 
grease  off  ink  rollers.  Mr.  Bard  offered  his  own 
facial  appearance  as  evidence  that  the  preparation 
would  work,  but  before  he  placed  it  on  the  market 
he  wanted  reassurance  that  none  of  the  ingredients 
was  harmful. 

Dr.  DeVita  said  that  it  had  been  proved  that  ap- 
plication of  estrogenic  substances  to  the  skin  of 
dogs  could  produce  loss  of  hair,  but  that  apparently 
the  same  effect  was  not  found  on  man.  Dr.  Fisher 
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remarked  that  if  a sample  of  “Yitene”  were  turned 
over  to  his  laboratory  it  might  be  possible  to  deter- 
mine its  composition  bv  analysis. 

CONTROL  OF  ADVERTISING  IN  CONNECTICUT 

Dr.  Cowgill  asked  what  agency  had  jurisdiction 
over  advertising  in  this  State,  pointing  out  that  under 
Federal  law  the  Food  and  Drug  Administration  had 
authority  over  foods,  drugs  and  cosmetics  and  their 
labelling  but  not  over  advertisements,  which  were 
subject  to  the  Federal  Trade  Commission;  he  cited 
some  of  the  problems  of  the  Council  on  Foods  of  the 
American  Medical  Association  with  respect  to  ad- 
vertising. Mr.  Plank  informed  him  that  the  Connecti- 
cut Food,  Drug  and  Cosmetic  Act  differed  from  the 
corresponding  Federal  Act  in  that  there  was  no  such 
division  of  authority,  everything  coming  under  the 
Food  and  Drug  Commission  (except  for  certain 
dairy  products  administered  by  the  State  Depart- 
ment of  Agriculture). 


Maj.  Gen.  Paul  I.  Robinson  to  Head 
"Medicare”  Program 

Maj.  Gen.  Paul  I.  Robinson  has  been  appointed 
executive  director  of  the  new  dependents’  civilian 
medical  care  program,  according  to  the  Army  Sur- 
geon General.  General  Robinson  will  head  a pro- 
gram established  to  implement  a bill  enacted  by 
Congress  on  June  7 providing  for  medical  care  in 
civilian  facilities  to  dependents  of  active  duty 
military  personnel  of  the  “uniformed  services.” 

Since  the  Army  has  been  designated  the  Executive 
Agent  for  the  “medicare”  program,  General  Robin- 
son will  be  particularly  concerned  with  the  arrange- 
ment for  medical  care  received  from  civilian  sources 
for  the  wives  and  children  of  those  in  the  Army, 
Navy,  Air  Force,  Public  Health  Service,  Coast  and 
Geodetic  Survey  and  the  Coast  Guard.  Approxi- 
mately 800,000  persons  in  this  category  have  not 
received  medical  care  previously  because  they  have 
not  resided  near  military  medical  facilities. 

General  Robinson  comes  to  the  Army  Surgeon 
General’s  Office  from  Letterman  Army  Hospital, 
San  Francisco,  where  he  has  been  commanding 
officer  since  late  in  June,  1955.  The  General  has 
commanded  three  of  the  Army’s  largest  hospitals: 
before  going  to  Letterman  he  had  command  of 
Madigan  Army  Hospital  in  Tacoma,  Washington, 
and  earlier  he  had  commanded  Fitzsimmons  Army 
I lospital  in  Denver. 
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Connecticut  Regional  Blood  Program 

During  the  past  fiscal  year,  July  1,  1955  through 
June  30,  1956,  the  Connecticut  Blood  Center  dis- 
tributed to  the  hospitals  in  this  State  1,860  units  of 
25  Gm.  serum  albumin.  This  distribution  was  made 
free  of  all  charges  and  represents  a salvage  by  the 
Red  Cross  of  outdated  blood. 

We  are  now  advised  by  the  National  organization 
that  the  supply  of  serum  albumin  is  less  than  has 
been  anticipated  and  that  commencing  4*h  January 
the  allocation  to  this  Center  will  be  smaller  than 
before.  It  is  not  anticipated,  however,  that  there  will 
be  any  serious  shortage  as  approximately  70  per 
cent  of  the  amount  previously  available  will  be 
allocated  to  us.  I he  initial  allocation  of  serum  al- 
bumin was  for  three  types  of  cases  only:  nephrosis, 
cirrhosis  of  the  liver  and  cerebral  injury.  While  it 
is  not  planned  to  go  back  to  these  initial  restrictions, 
yet  it  seems  advisable  that  some  form  of  medical 
control  over  the  use  of  serum  albumin  should  be 
instituted.  Although  it  cannot  be  positively  stated 
that  there  will  be  a general  shortage,  yet  it  would 
appear  that  this  is  perhaps  likely  as  the  Red  Cross 
salvages  approximately  40  per  cent  of  the  outdated 
blood  in  the  United  States. 

JULY  I,  1956 
THROUGH 

SEPTEMBER  SEPTEMBER  30, 


DONORS 

1956 

1956 

Donors  accepted  

7.414 

19,988 

Donors  rejected  

762 

2,000 

Donors  registered  

8,176 

2 1 ,988 

BLOOD  ISSUED  TO  HOSPITALS 

To  Connecticut  hospitals  from  center 

6,032 

'6,944 

Blood  collected  bv  hospitals 

860 

2,288 

To  out  of  State  hospitals 

153 

'55 

7>°45 

19,387 

PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma 

81 

258 

Processed  into  packed  cells 

5 

'5 

Processed  into  liquid  plasma 

636 

2,360 

722 

2,633 

Discarded  — unfit  and  broken 

55 

'54 

Grand  Total  — distribution  of  blood.. 

7,822 

22, '74 

Blood  returned  to  center  for  process- 
ing into  plasma  and  fractions 456  1,884 

LI.OOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 54  104 

Fresh  frozen  plasma  (125  cc.) 146  495 

Serum  albumin  (100  cc.) 183  690 

Immune  serum  globulin  (2  cc.) o o 

Packed  red  cells 5 15 


November,  1956 


922 


AROUND  THE  STATE 


AROUND  THE  STATE 


Fairfield  County 

Joseph  J.  Smith,  an  internist  residing  in  Easton, 
has  been  appointed  chief  for  one  year  of  the  cardiac 
clinic  conducted  in  the  Bridgeport  Hospital  by  the 
Greater  Bridgeport  Heart  Association.  The  assistant 
chief  of  the  clinic  is  Maurice  Kaufman  of  Fairfield. 

Leroy  A.  Harvey,  an  ophthalmologist  residing  in 
Huntington  and  practising  in  Bridgeport,  died  in 
Bridgeport  Hospital  on  September  28  after  a brief 
illness.  Dr.  Harvey  was  65  years  old.  Before  coming 
to  Bridgeport  38  years  ago  Dr.  Harvey  carried  on  a 
general  practice  in  Southington. 

Norwalk  Physicians  Discover  New  Kind 
of  Pneumonia 

A peculiar  kind  of  pneumonia,  hitherto  not  known 
to  exist  in  the  United  States,  has  recently  been 
identified  in  a 21  month  old  infant  born  and  reared 
in  Connecticut. 

The  findings  were  reported  in  a recent  issue  of  the 
American  journal  of  Clinical  Pathology  by  mem- 
bers of  the  staff  of  the  Norwalk  Hospital  divisions 
of  laboratories  and  pediatrics,  Drs.  Dauzier,  Willis 
and  Barnett. 

The  tiny  organisms  called  pneumocystis  carinii 
appear  in  the  lungs  under  microscopic  examination, 
but  they  have  not  been  cultured  or  transmitted  to 
animals.  The  disease  caused  by  these  tiny  organisms, 
however,  has  been  of  considerable  concern  in  cen- 
tral Europe,  where  it  is  a leading  cause  of  death 
among  small  babies.  Discovery  of  its  presence  in 
the  United  States  at  this  time  may  indicate  a possible 
health  hazard. 

The  symptoms  are  those  of  a severe  pneumonia, 
but  the  disease  resists  all  of  the  modern  day  drugs 
normally  used  in  the  treatment  of  pneumonia. 

Since  publication  of  the  study,  cases  have  been 
identified  in  Chicago  and  Oklahoma,  and  doubtless 
will  be  identified  elsewhere.  How  infants  become 
infected  with  this  little  known  organism  is  thus  far 
a complete  mystery,  according  to  the  Norwalk  Hos- 
pital doctors  who  conducted  the  studies. 


Hartford  County 

Matthew  H.  Griswold  of  the  State  Department  of 
Health  is  a co-author  of  “Survival  in  Untreated  and 
Treated  Cancer”  which  was  published  in  Annals  of 
Internal  Medicine,  August,  1956.  This  article  por- 
trays the  experience  in  Connecticut  as  developed  in 
the  Connecticut  Cancer  Register. 

At  the  annual  meeting  of  the  American  Society  of 
Anesthesiologists  held  in  Kansas  City  in  October, 
Ralph  M.  Tovell  of  Hartford  presented  a paper  on 
“Utilization  of  Fog  as  a Therapeutic  Agent.”  Co- 
authors with  Dr.  Tovell  were  Carl  S.  Hellijas  and 
David  M.  Little  of  Hartford.  At  the  same  meeting 
Stevens  J.  Martin  of  Hartford  conducted  a luncheon 
round  table  discussion  on  “Cardiac  Resuscitation” 
and  William  K.  Bannister  and  David  M.  Little  of 
Hartford  were  responsible  for  an  exhibit  on  “Re- 
suscitation of  the  Newborn.” 

Curtiss  B.  Hickox  of  the  Department  of  Anes- 
thesiology at  the  Hartford  Hospital  and  secretary- 
treasurer  of  the  American  Board  of  Anesthesiology 
has  been  appointed  representative  to  the  Advisory 
Council  on  Medical  Education. 

Robert  Tennant,  pathologist  at  the  Hartford  Hos- 
pital and  associate  professor  of  pathology  at  Yale 
University  School  of  Medicine,  was  one  of  the 
discussers  at  a clinical-pathological  conference  con- 
ducted on  October  30  at  the  New  England  Post- 
graduate Assembly  in  Boston. 

George  1.  Sneidman  of  Hartford  died  on  August 
23  at  the  age  of  56.  Dr.  Sneidman  was  a general 
practitioner  and  a member  of  the  active  staff  of  Mt. 
Sinai  Hospital,  Hartford. 

The  Hartford  Psychiatric  Society  has  elected  the 
following  executive  committee  for  the  year  1956- 
1957:  Isidore  Schnapp,  chairman,  Richard  Karpe, 
Frank  R.  L.  F.gloff,  John  Donnelly,  George  A. 
Tulin,  Robert  C.  Doherty,  Joseph  E.  Rosenfeld, 
secretary-treasurer. 

John  C.  Larkin  of  New  Britain  discussed  “Hospi- 
tal Admissions  of  Tuberculosis  Patients”  at  the 
annual  meeting  of  the  National  Tuberculosis  Asso- 
ciation in  New  York  City  in  May. 
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A RESEARCH  MILESTONE 


Nilevar* 

{BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 


Specifically  for  Protein  Tissue  Building 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 


THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

I 

ch2 


well  tolerated  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 

♦Trademark  of  G.  D.  Searle  & Co. 
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The  Hartford  Medical  Society  In  Its  New  Home 

On  September  13,  1956  the  new  Hunt  Memorial 
Building  of  the  1 lartford  Medical  Society  was  for- 
mally dedicated.  During  the  afternoon  members, 
their  wives  and  friends  gathered  in  the  beautiful  new 
building  for  tea  and  inspection  of  the  various  rooms 
w ith  their  modern  equipment. 

At  the  formal  exercises  in  the  evening  Samuel 
Donner,  president,  introduced  the  guests.  Dr. 
Abraham  J.  Feldman,  rabbi  of  Temple  Beth  Israel, 
delivered  the  invocation  and  Dr.  Rockwell  H. 
Potter,  honorary  minister  of  the  First  Church  of 
Christ  in  Hartford,  the  dedicatory  prayer.  Gover- 
nor Abraham  Ribicoff  in  his  remarks  voiced  the 
hope  that  “it  will  not  be  too  long  before  Hartford 
has  a medical  college  to  make  our  medical  com- 
munity  complete.”  The  address  bv  Dr.  Robert  A. 
Moore,  vice  chancellor  of  the  School  of  Health 
Professions,  University  of  Pittsburgh,  was  entitled 
“Medical  Education  and  the  Medical  Profession.” 
I he  meeting  closed  with  a benediction  by  the  Most 
Reverend  Henry  J.  O’Brien,  archbishop  of  Hart- 
ford. 

The  Sunday  following  the  dedication  exercises 
the  new  building  was  open  to  the  public  during  the 
afternoon.  Subsequently  the  Hartford  Dental 
Society  dedicated  the  room  set  aside  for  its  meetings 
to  Dr.  James  McManus  of  Hartford,  founder  of  the 
Connecticut  Dental  Association.  One  wing  of  the 
Hunt  Memorial  contains  a suite  of  rooms  occupied 
by  the  Hartford  County  Medical  Association.  The 
library  enjoys  the  distinction  of  housing  in  three 
floors  of  modern  fireproof  stacks  one  of  the  coun- 
try’s finest  collection  of  medical  literature. 

I he  new  Hunt  Memorial  is  spacious,  elegant  and 
fireproof.  It  was  erected  at  a cost  of  $395,000.  Its 
broad  picture  windows  look  out  on  Scarborough 
Street  at  Albany  Avenue,  or  back  to  the  Park 
River  and  the  quiet  woods  of  the  old  Goodwin 
estate.  With  its  spacious  auditorium  and  ample 
parking  lot  it  should  serve  the  needs  of  the  physi- 
cians of  Hartford  for  several  generations. 

Middlesex  County 

On  October  1 Louis  Ziegra  joined  the  staff  at  the 
Middlesex  Memorial  Hospital  as  associate  patholo- 
gist. 

Clarence  Harw  ood  and  Andrew  Turano  attended 
the  annual  meeting  of  the  American  Academy  of 
Pediatrics  in  New  York  early  in  October. 


SECOND  ANNUAL 
FARM-CITY  WEEK,  NOVEMBER  16-22 


New  Haven  County 

At  the  annual  meeting  of  the  American  Society 
of  Anesthesiologists  held  in  Kansas  City  in  October, 
Nicholas  M.  Greene  of  New  Haven  presented  a 
paper  on  “Duration  of  Action  of  Barbiturates  as 
Influenced  by  Inhalation  Anesthetics.”  Dorothy  J 
Whittaker  of  New7  Haven  Was  the  coauthor  with 
Dr.  Greene. 

As  noted  in  last  month's  issue  of  the  Journal 
Ashley  W.  Oughterson  of  New  Haven  has  moved 
to  Colombia,  South  America.  Dr.  Oughterson  will 
serve  the  Rockefeller  Foundation  in  an  advisory 
capacity  with  headquarters  at  the  Cali  Medical 
Center.  He  is  interested  in  helping  the  people  of 
Colombia  to  develop  a good  medical  training  pro- 
gram in  their  own  universities. 

C.  Lee  Buxton,  professor  of  obstetrics  and  gyne- 
cology at  Yale  University  School  of  Medicine,  is 
the  author  of  “An  Evaluation  of  a Prepared  Child- 
birth Program”  presented  at  the  150th  annual  meet- 
ing of  the  Medical  Society  of  New  York  and  pub- 
lished in  New  York  State  Journal  of  Medicine , Sep- 
tember 1,  1956. 

Maurice  M.  Hillman  of  Hamden  has  been  ap- 
pointed national  consultant  to  the  Jewish  National 
Home  for  Asthmatic  Children  in  Denver,  Colorado. 
Dr.  Hillman  has  been  clinical  instructor  of  pedi- 
atrics at  Yale  University  School  of  Medicine. 

Max  G.  Carter  of  New  Haven  was  chairman  of 
one  of  the  scientific  sessions  of  the  National  Tuber- 
culosis Association  in  New  York  City  in  May. 

Stanhope  Bayne-Jones,  a former  member  of  the 
State  Society  and  chairman  of  the  Connecticut  Clin- 
ical Congress  Committee  and  at  present  technical 
director  of  research,  Office  of  the  Surgeon  General, 
U.  S.  Army,  has  received  the  Army’s  highest  civilian 
award,  the  Decoration  for  Exceptional  Service. 

Rolf  Katzenstein  and  Allan  J.  Ryan  of  Meriden 
are  the  authors  of  “Rupture  of  Liver  with  Fatal 
Hemorrhage  Due  to  Intrahepatic  Vascular  Disease” 
published  in  the  Journaly  A.  M.  A.,  May  19,  1956. 

David  Weinman  of  New7  Haven  is  one  of  the 
authors  of  a special  article  published  in  the  Journal 
A.  M.  A.,  May  19,  1956  entitled,  “Toxoplasmosis  in 
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Want  to  cut  down  a patient’s  weight  or 
suggest  blander,  less  demanding  foods 
for  cases  of  digestive  disturbances?  Here 
are  two  good  ideas. 


Hood  Cottage  Cheese 

is  a concentrated  protein  food  with  an 
easily-digestible  soft  curd.  Low  in  calo- 
ries, high  in  calcium  and  other  minerals 
. . . with  the  added  attraction  of  low  cost. 

Hood  Vitamin  A and  D 
Skimmed  Milk 


contains  most  of  whole  milk’s  essential 
elements,  but  only  .0005%  fat.  You’ll 
find  Hood  quality  and  purity  always 
worthy  of  your  commendation. 


Quality  Dairy  Products  Since  1846 
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Man  and  Swine— An  Investigation  of  the  Possible 
Relationship.” 

In  an  address  delivered  to  the  Y ale  Alumni  in 
Medicine  on  February  22,  1956  Grover  F.  Powers, 
professor  emeritus  of  pediatrics,  tells  his  audience 
of  the  various  characteristics  of  modern  medical 
education  with  which  he  is  not  in  agreement.  1 le 
takes  the  opportunity,  however,  to  emphasize  the 
points  he  considers  of  importance,  viz.,  basic  scien- 
tific knowledge,  scientific  inquiry,  the  value  of  a 
graduation  thesis,  integrity  of  character,  and  dedi- 
cated personal  service.  The  address  appeared  in  The 
Yale  Journal  of  Biology  & Medicine,  September, 
1956. 

Dr.  Haggard  Retires  at  Yale 

Howard  W.  Haggard,  director  of  the  Laboratory 
of  Applied  Physiology  at  Yale  University  and  an 
associate  member  of  the  State  Medical  Society,  has 
retired  from  active  duty  on  the  Y ale  faculty.  An 
outstanding  authority  on  alcohol  and  its  problems, 
lie  started  the  world-famous  Center  of  Alcohol 
Studies  at  Yale.  He  has  had  to  curtail  his  activities 
in  the  past  few  years  because  of  ill  health,  but  he 
will  continue  to  serve  as  an  advisor  to  the  Yale 
Laboratory  and  to  the  alcohol  center.  He  will  also 
continue  as  editor  of  the  Quarterly  Journal  of  Alco- 
hol Studies,  a post  he  has  held  since  the  Journal  was 
established  in  1940.  Dr.  Haggard  has  an  enviable 
record  as  educator,  author,  scientist,  lecturer,  and 
even  fund  raiser. 

New  London  County 

The  semi-annual  meeting  of  the  New  London 
County  Medical  Association  was  held  at  the  Mohi- 
can Hotel,  New  London,  on  Thursday,  October 
4.  T he  program  consisted  of  a business  meeting  in 
the  afternoon,  a social  hour  and  dinner  in  early 
evening,  and  a scientific  session  at  9:00  p.  m.  The 
speaker  was  Adrien  Lambert,  attending  surgeon  at 
Presbyterian  and  Bellevue  Hospitals,  New  York. 
His  subject  was  “Carcinoma  of  the  Lung.”  Movies 
and  slides  accompanied  the  discussion.  At  the  busi- 
ness meeting  in  the  afternoon,  two  new  members 
were  elected  to  membership  in  the  New  London 
County  Medical  Association.  They  are  George 
Anton  Moller  and  William  N.  Jones,  both  of  New 
London. 

The  New  London  Chapter  of  the  Connecticut 
Heart  Association  presented  LI.  M.  Marvin,  associate 
clinical  professor  of  medicine  at  Y’ale  Medical 


School,  at  their  monthly  cardiovascular  lecture.  I)r. 
Marvin  spoke  on  “Common  Types  of  Heart 
Disease.” 

Lhe  New  London  County  Chapter  of  the  Ameri- 
can Academy  of  General  Practice  is  sponsoring  a 
repeat  postgraduate  course  in  electrocardiography, 
given  by  Edward  Gipstein.  This  course  w ill  consist 
of  17  sessions  of  two  hours  each  on  Tuesday  eve- 
nings at  the  Lawrence  Memorial  Hospital,  New 
London. 

I he  monthly  meeting  of  the  St.  Lukes  Guild  was 

¥ C'' 

held  on  Tuesday,  September  25,  at  St.  Patrick’s 
Cathedral,  Norwich.  After  a brief  business  meeting, 
the  main  speaker  of  the  evening  was  V.  Gerard 
Ryan,  who  spoke  on  “Mental  Illness.” 

Connecticut  GP’s  Publish  a Bulletin 

News  Bulletin  of  the  Connecticut  Academy  of 
General  Practice,  Volume  1,  Number  1,  made  its 
appearance  last  month.  It  is  attractively  stapled  in 
8"  x 10"  size  with  a blue  and  white  cover.  Adver- 
tising is  at  a minimum.  The  paper  is  coated  and  the 
type  a readable  9 point  with  bold  face  capital 
headings. 

I he  contents  express  some  of  the  difficulties, 
many  of  the  aspirations,  and  all  of  the  accomplish- 
ments of  the  Connecticut  Academy  of  General 
Practice.  The  results  of  a questionnaire  sent  to  the 
members  are  listed,  some  of  them  very  striking.  For 
example,  of  the  95.4  per  cent  replying,  all  had  some 
hospital  staff  appointment. 

The  Journal  congratulates  the  Connecticut  Chap- 
ter on  its  vigor  and  enthusiasm.  Much  good  must 
come  from  this  interest  in  good  medical  practice. 

Connecticut  Cancer  Society  Campaign 

I he  State  Campaign  chairman,  Mr.  Sumpf,  re- 
ported that  the  1956  Campaign  total  would  exceed 
$600,000  by  a substantial  margin  and  that  the  final 
audited  figure  would  be  presented  at  the  Annual 
Meeting.  He  warned  that  if  the  National  proposal 
to  use  this  year’s  final  figure  plus  1 1 per  cent  as  next 
year’s  Division  goal  were  put  into  effect,  Connecti- 
cut would  have  a 1957  goal  of  more  than  $700,000 
against  a goal  of  $508,000  this  year.  Mr.  Sumpf  and 
the  National  Delegates  from  Connecticut  were  re- 
quested to  appear  before  the  Reference  Committee 
on  Campaign  at  the  National  Annual  Meeting, 
October  29  to  November  2,  in  order  to  register 
Connecticut’s  opposition  to  this  proposal. 
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The  Only  Officially  Approved 

GROUP  INSURANCE 

For  Members  of 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


Accident  and  Health 
Insurance  Policy 

Principal  Sum 
$5,000.00 

Weekly  Benefit  Annual  Cost 
$50.00  $90.00 

Benefits  to  $100.00  per  week 


Catastrophic  Medical 
Expense  Policy 

Reimbursement 

$5,000.00 

Deductible  Annual  Cost 
$500.00  $32.00 

Your  family  may  be  insured  also 


Issued  by 

COMMERCIAL  INSURANCE  COMPANY 

Sold  Only  By 

ARTHUR  W.  EADE 

185  Church  Street,  New  Haven,  Conn.  Telephone  MAin  4-4147 


IS  *ASiE* 

,Wlte*i  AfOu  sfiteAxyUbe 

DENTOCAIN  TEETHING  LOTION 

FORMULA—  Alcohol 70% 

Benzocaine  . 10% 

/m  \ ,t  _ . Chloroform.  4 mins,  per  fluidounce. 

Lancet  oh.  Mte.  BcUuf  . . . 

DENTOCAIN  TEETHING  LOTION  makes  it  easier  to  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
gentle  massage,  brings  quick.  soothing  relief  to  irritated  and 
inflamed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

i ZaAiesi  <ut  Mte  Motltesi  . . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
CAIN TEETHING  LOTION  grants  the  mother  greater  peace  of 
mind  and  several  additional  hours  of  necessary  rest. 

DENTOCAIN  has  also  been  useful  in  providing  temporary  relief 
for  pain  of  adult  toothache. 


Dentocain  Co.,  Hartford,  Conn.,U.S.A. 


Available  on  pre- 
scription only. 
Professional  samples 
and  descriptive 
literature  sent  on^ 
nest.i 
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SPECIAL  NOTICES 


ECONOMICS  OF  MEDICAL  PRACTICE 
Presented  by  Connecticut  State  Medicai  Society  , Yale 
University  Department  of  Public  Health,  School  of 
Medicine,  Thursdays  4:00  P.  M.,  Commencing 
September  27,  1956 
Brady  Auditorium,  310  Cedar  Street 
New  Haven,  Connecticut 

This  course  comprises  18  lecture  and  discussion  sessions 
on  the  economics  of  medical  care,  education  and  legal  fac- 
tors and  relationships  encountered  in  the  practice  of  medi- 
cine. The  course  is  open  to  medical  students,  graduate 
students,  law  students,  interns,  residents,  and  other  physi- 
cians. The  first  five  lectures  were  given  in  September  and 
October. 

November  1 — Brady  Auditorium 
Careers  in  medicine 

Radiology— Fred  Zaff,  New  Haven 

Pathology — Roy  N.  Barnett,  director  of  laboratories, 

Norwalk  Hospital 

Moderator:  N.  William  Wawro,  Hartford 

November  8 — Brady  Auditorium 
Careers  in  medicine 

Occupational  medicine — C.  Frederick  Yeager, 
medical  director.  Remington  Arms  Company, 
Bridgeport 

Public  Health — F.rval  R.  Coffey,  director  of  health, 
Greenwich 

.Moderator:  John  N.  Gallivan,  chief  supervisor  of 
health  and  safety,  United  Aircraft  Corporation, 
East  Hartford 

November  ij — Brady  Auditorium 
Physician-patient  relationships 

Howard  S.  Colwell,  New  Haven 
Frederick  W.  Finn,  Greenwich 
Moderator:  Theodore  S.  Evans,  New  Haven 

November  29 — Brady  Auditorium 
Workmen’s  Compensation 

Andrew  J.  Jackson,  medical  director,  American 
Brass  Company,  Waterbury;  and  U.  S.  Rubber  Com- 
pany, Naugatuck 

Honorable  Louis  Sachs,  Workmen’s  Compensation 
Commissioner  for  the  Third  District,  New  Haven 

December  5- — 8:00  i>.  m. — Brady  Auditorium 

Special  lecture — The  role  of  the  physician  in  preventive 
medicine 

Dwight  H.  Murray,  Napa,  California,  president, 
American  Medical  Association 


December  13 — Brady  Auditorium 
Careers  in  medicine 

Surgery — Edward  J.  Ottenheimer,  Willimantic 
William  11.  Curley,  Jr.,  Bridgeport 

January  10 — Brady  Auditorium 

I bird  party  payment  for  medical  service 

William  H.  Horton,  director,  Connecticut  Medical  1 
Service,  New  Haven 

Mr.  John  Miller,  vice-president,  Monarch  Life  In- 
surance Company,  Springfield,  Massachusetts 
Mr.  Francis  W.  Looney,  director  of  welfare,  City 
of  New  Haven 

Moderator:  Thomas  J.  Danaher,  Torrington 

January  17 — Brady  Auditorium 

Third  party  payments  for  hospital  service 

Mr.  Charles  Garsidc,  chairman,  Associated  Hospital 
Service,  New  York  City 

Norman  J.  Barker,  medical  director,  Connecticut 
General  Life  Insurance  Company,  Flartford 

January  24 — Brady  Auditorium 
Military  service 

Rear  Admiral  B.  W.  Hogan,  MC-USN,  Surgeon 
General,  U.  S.  Navy 

January  31 — Brady  Auditorium 

Medical  organization,  County  and  State 

County  and  State  medical  organizations,  the  Ameri- 
can Medical  Association  and  the  relationship  to 
public  affairs 

David  B.  Allman,  Atlantic  City,  New  Jersey,  presi- 
dent-elect American  Medical  Association 
Ralph  T.  Ogden,  Hartford,  president,  Connecticut 
State  Medical  Society 

February  7- — Brady  Auditorium 
Administrative  medicine 

Hospital  Administration — T.  Stewart  Hamilton, 
director,  Flartford  Hospital 

Insurance  Administration — Robert  A.  Goodell, 
medical  director,  Phoenix  Mutual  Life  Insurance 
Company 

February  14 — Brady  Auditorium 
Professional  liability 

Mr.  C.  H.  Olson,  superintendent  of  the  Professional 
Liability  Division,  Aetna  Casualty  and  Surety  Com- 
pany, Hartford 

Moderator:  Ira  Hiscock,  chairman  of  Public  Health, 
Yale  University',  member,  Connecticut  State  Public 
Health  Council 
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A NEW  fungicidal 
ointment  for  the  treatment 
of. . . 


TINEA  CAPITIS 
TINEA  PEDIS 

In  extensive  clinical  studies  and  field  trials, 

Keranil  has  shown  a high  rate  of  cure 
when  topically  applied  against  tinea  capitis 
infections  due  to  microsporum  audouini. 


Now  available  in  a non-allergenic  carrier 
that  provides  intimate  contact  between  the 
active  ingredient  and  the  skin. 


J)iff/f  jot  /f/ffft/tttf  (t tic/  Mtnf/i/e 


SALEM  PHARMACEUTICALS 

NAUGATUCK,  CONN. 
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February  2 1 — Brady  Auditorium 
The  physician  in  Court 

Speakers  to  be  announced 


Annual  Meeting  of  Gerontological  Society 
Chicago,  Illinois 
November  8-10,  1956 


Council  on  National  Defense 
American  Medical  Association 
Sponsors 

Seventh  Annual  County  Medical  Societies  Civil  Defense 
Conference 

Morrison  Hotel,  Chicago 
November  10-11,  1956 


Annual  Meeting  of  the  American  Society  for  the  Study 
of  Arteriosclerosis 
Chicago,  Illinois 
November  11-12,  1956 


5th  Inter-American  Congress  of  Cardiology 
Havana,  Cuba 
November  11-17,  1956 


Annual  Meeting  of  the  Association  of  Military  Surgeons  of 
the  United  States 
Washington,  D.  C. 

November  12-14,  1 95<5 


84th  Annual  Meeting  of  the  American  Public  Health 
Association 
Atlantic  City,  N.  J. 

November  12-16,  1956 


ARTHRITIS  STUDY  UNIT 
Yale  University  Schol  of  Medicine 
333  Cedar  Street 

N ovember  15 

The  diagnosis  and  treatment  of  gouty  arthritis 
John  H.  Talbott,  m.d. 

January  17 

Collagen  diseases 

Joseph  J.  Buniam,  m.d. 

T hursdays,  Fitkin  Amphitheater,  3:30  p.  m.  All  interested 
physicians  are  invited  to  attend. 


CONNECTICUT  TRUDEAU  SOCIETY 

The  Annual  Fall  Meeting  of  the  Connecticut  Trudeau 
Society  will  be  held  at  the  Gaylord  Farm  Sanatorium,  Wall- 


ingford, Connecticut,  on  Thursday,  November  15,  1956. 
Once  again  this  will  be  a consecutive  case  conference  pre- 
sentation. 

This  year  the  Connecticut  Trudeau  Society  has  invited 
the  staff  of  the  Grasslands  1 lospital  of  Valhalla,  New  York 
and  the  staff  of  Cedarcrcst  Hospital  of  Newington,  Con- 
necticut to  be  participating  hospital  groups.  Dr.  John  H. 
McClement  has  agreed  to  act  as  moderator  of  the  session. 

The  following  is  the  program  schedule: 

10:00  a.  m. — 1:00  p.m.  Morning  session — Medical  Cases 
1:00  p.m. — 2:00  p.m.  Luncheon  at  Gaylord  Farms 
2:00  p.m. — 2:30  p.m.  Business  session 
2:30  p.m. — 5:30  p.m.  Afternoon  session — Surgical  Cases 
6:30  p.m.  Dinner  at  Gaylord  Farms 

I he  Connecticut  Trudeau’  Society  extends  a cordial  invi-  I 
tation  to  interested  physicians  to  attend  this  meeting. 


LECTURE  IN  OPHTHALMOLOGY  AT  YALE 

Edmund  B.  Spaeth,  professor  emeritus  of  ophthalmology 
at  the  University  of  Pennsylvania,  will  deliver  the  second 
of  a series  of  lectures  in  the  Yale  Post-Graduate  Program  in  I 
Ophthalmology.  He  will  speak  at  3:45  p.  m.,  Friday,  No- 
vember 16,  1956,  in  the  Beaumont  Room  of  the  Sterling 
Hall  of  Medicine  on  the  subject,  “Reoperation  and  the  j 
Management  of  Complications  in  Glaucoma.” 

One  of  the  foremost  ophthalmologists  in  the  nation.  Dr. 
Spaeth  serves  as  a consulant  to  the  State  Hospital,  the  Rush 
Hospital,  and  the  Jeanes  Hospital  in  Philadelphia.  He  is 
attending  surgeon  at  the  Wills  Hospitals,  and  is  a Fellow 
of  the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology. He  also  is  a Fellow  of  the  American  and  the  Phila- 
delphia Colleges  of  Surgeons. 

Dr.  Spaeth  is  the  author  of  “Principles  in  Practice  of 
Ophthalmic  Surgery.” 

The  Yale  Post-Graduate  Program  in  Ophthalmology  is 
under  the  direction  of  Dr.  Rocko  M.  Fasanella. 


AMA  SESSION  SET  FOR  NOVEMBER  27-30 
IN  SEATTLE 

The  American  Medical  Association’s  10th  clinical  ses- 
sion, scheduled  for  November  27-30  in  Seattle,  will  be 
tailored  for  the  general  practitioner. 

It  is  intended  to  provide  the  family  doctor  with  informa- 
tion about  the  latest  special  techniques,  treatments,  medi- 
cines, and  equipment.  Approximately  2,500  physicians  are 
expected  to  attend  the  meeting. 

The  AMA  council  on  scientific  assembly  and  the  gen- 
ral  committee,  headed  by  Dr.  M.  Shelby  Jared  of  Seattle, 
have  completed  plans  for  the  scientific  meeting. 

The  center  of  activities  will  be  Seattle’s  Civic  Audi- 
torium, where  scientific  sessions  will  be  held  and  more  than 
200  scientific  and  technical  exhibits  will  be  displayed. 
Headquarters  will  be  the  Olympic  Hotel,  where  the  AMA 
House  of  Delegates,  Board  of  Trustees  and  various  coun- 
cils and  committees  will  meet. 

The  scientific  program  will  include  20  panel  discussions 
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EASY  TO 
RECOGNIZE 

All  Sealtest  Dairy  products 
carry  the  Sealtest  Label.  All 
cartons  and  bottle  caps  have 
the  same  basic  design.  And 
each  Sealtest  Dairy  Product 
uses  a different  color. 


UNIFORM 

QUALITY 

All  of  the  Sealtest  Dairy 
Products  sold  in  Connecticut 
are  uniform  in  quality.  This 
is  assured  by  the  Sealtest 
System  of  Quality  Control  at 
all  of  the  processing  plants. 


HANDY 

Sealtest  Dairy  Products  are 
convenient.  Regular  deliver- 
ies to  homes  and  stores  are 
made  from  Bridgeport,  New 
Haven,  Waterbury,  Hartford, 
Manchester,  Melrose,  New 
Britain  and  New  London. 


HOMOGENIZED 
VITAMIN  D MILK 

VITAMIN  D 
FAT-FREE  MILK 

APPROVED  MILK 

BUTTERMILK 

CHOCOLATE  MILK 

COTTAGE  CHEESE 

SWEET  CREAM 

SOUR  CREAM 

BUTTER 


GET  THE  BEST 
GET  SEALTEST 


SEALTEST  DAIRY  PRODUCTS 

are  processed  and 
distributed  in 
CONNECTICUT  by 

NEW  HAVEN  DAIRY  & BRYANT  & CHAPMAN 

NEW  HAVEN  HARTFORD 


BRIDGEPORT,  NEW  HAVEN,  WATERBURY,  HARTFORD,  MANCHESTER 
MELROSE,  NEW  BRITAIN  and  NEW  LONDON 

! 


GOLDEN  GUERNSEY 

by 

NEW  HAVEN  DAIRY 


TWO  PREMIUM  MILKS 

are  sold  by  these 
two  Connecticut  Dairies: 


8C 


WOODFORD  FARMS 

by 

BRYANT  & CHAPMAN 
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CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
each  additional 

25<f  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  RENT' — Attractive  new  offices,  singles  or  suites,  with 
all  facilities,  in  center  of  Westville,  New  Haven.  Excellent 
location,  corner  of  Fountain  and  Central  Avenue  opposite 
New  Haven  Savings  Bank.  Provision  for  parking.  Also 
ground  floor  suite  and  suite  with  private  entrance  available. 
W ill  alter  to  suit  occupant.  S.  M.  Opper  Company,  16  Elm 
Street,  New  Haven,  Connecticut.  UN  5-3149. 


FOR  SALE— Direct  writing  electrocardiograph,  excellent 
condition  $275.00 — Kiddie  dry  ice  set  $29.00 — Sklar  suction  and 
presssure  outfit  $85.00 — Haden-Hausser  combination  hemo- 
globinometer  $29.00 — New  Yeoman  rotating  rectal  biopsy 
punch  two  sizes  with  suction  $105.00  value  for  $50.00 — 
Martin  biopsy  drill  punch  $16.00 — Brovvn-Buerger  convert- 
able  cystoscope  $125.00 — McCarthy  cystourethroscope  $65.00 
— Stille  cast  cutter  $16.00 — Hand  centrifuge  $8.00 — Bargains 
in  ophthalmic  equipment — 20%  discount  on  new  items — 
Stainless  instruments— Short  wave  $225.00 — Executive  chairs 
$12.00 — Obstetrical  forceps  $8.00  and  $10.00 — Nose  and  throat 
instruments.  Hundred  of  items  to  choose  from.  BEverly 
7-3145.  Harry  Sacker,  188  Grove  Street,  Meriden,  Con- 
necticut. 


FOR  SALE — Very  presentable  refurbished  and  new  treat- 
ment room  furniture,  etc.,  fully  guaranteed  at  extremely 
low  prices.  Scales  $32.00 — Examining  tables  $60.00 — Instru- 
ment cabinets  $50.00 — Treatment  cabinets  $50.00 — Mayo  in- 
strument stand  $15.00 — Utility  tables  $10.00 — Physical 

therapy  tables  $40.00 — New  autoclaves  $133.00 — Sterilizers 
$32.00  up — Examining  lamps  $8.00 — EENT  chair  $65.00 — 
Microscopes  $85.00 — New  blood  pressures  $32.00 — Fluor- 
escent x-ray  illuminator  $25.00 — Shockproof  fluoroscope 
$450.00 — Wall  model  Burton  operating  lamp  $20.00 — X-ray 
film  dryer  $50.00 — Welch-Allyn  and  Bausch  and  Lomb 
otiscope  sets  $20.00 — I.eg  rest  $8.00 — Four  panel  hard  screen 
$20.00 — Jones  basal  metabolism  $150.00.  BEverly  7-3145. 
Harry  Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


on  such  subjects  as  hypertension,  hemolytic  anemia,  pre- 
natal care,  epilepsy  and  vascular  disorders.  Forty-five  papers 
will  be  delivered  by  well-known  medical  educators  and 
practicing  physicians  from  all  parts  of  the  country  on  such 
subjects  as  fluid  balance,  fractures,  diabetes  and  heart 
disease. 

Closed  circuit  television  clinics,  featuring  Seattle  area 
physicians,  will  be  presented  to  those  attending  the  meet- 
ing. A medical  motion  picture  program  is  also  being  pre- 
pared. 

Other  events  include  a banquet  for  members  of  the  House 
of  Delegates,  trustees  and  AMA  officials  and  their  wives 
Wednesday  evening,  November  28;  an  exhibit  of  services 


by  the  prepaid  medical  service  plans  of  Washington,  Ore- 
gon and  Idaho,  and  meetings  of  the  AMA  Woman’s 
Auxiliary. 


PHI  DELTA  EPSILON 

Tissue  transplantation — current  studies  on  the  survival  of 
skin  homographs.  Dr.  Gustaf  Dammin,  pathologist-in-chief, 
Peter  Bent  Brigham  1 lospital,  Wednesday,  November  28, 
1956,  8:15  p.  m.,  Fitkin  Amphitheater,  Yale  University 
School  of  Medicine,  333  Cedar  Street.  All  interested  physi- 
cians are  invited  to  attend. 


5th  Interim  Session  of  American  College  of  Cardiology 
Pittsburgh,  Pennsylvania 
November  28-30,  1956 


American  Rheumatism  Association 
Bethesda,  Maryland 
November  30,  1956 


BAHAMAS  MEDICAL  CONFERENCE 
Nassau,  December  1-15,  1956 

The  Chief  Medical  Officer  of  the  Bahamas  has  again 
kindly  offered  the  facilities  of  the  new  enlarged  Princess 
Margaret  Hospital  and  of  other  medical  installations  under 
his  authority  for  clinical  demonstrations  and  lectures. 

Informal  meetings  and  discussion  groups  will  be  held  at 
the  hotel  at  convenient  hours  allowing  ample  time  for 
recreational  activities.  The  Conference  offers  a wonderful 
opportunity  for  recreation  and  a rest  for  doctors  and  their 
families. 

The  Bahamas  are  well  known  for  their  climate  and 
beauty.  The  average  temperature  in  the  winter  is  about 
70°.  Flowers  are  in  bloom. 

There  arc  no  tropical  illnesses  on  the  island.  Inoculations 
are  not  required. 

Special  reduced  hotel  rates  have  been  arranged  for  the 
participants  in  the  Conference  and  their  families.  Reserva- 
tions anil  travel  arrangements  are  made  through  Allen  Travel 
Service,  Inc.,  550  Fifth  Avenue,  New  York  36,  N.  Y. 

For  tax  purposes  a certificate  will  be  issued  to  the 
doctors  taking  part  in  the  Conference.  The  registration  fee 
is  $75.  There  are  no  other  fees. 


Annual  Meeting  of  the  American  Radiological  Society 
of  North  America 
Chicago,  Illinois 
December  2-7,  1956 


Annual  Meeting  of  the  American  Association  for  the 
Advancement  of  Science 
New  York,  N.  Y. 

December  26-31,  1956 
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HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR-,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 

Telephone:  JAckson  5-0024 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new,  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 


Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 
to  climb 


32-36  ELM  STREET 


Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


in  very  special  cases 
a very  superior  brandy... 
specify 

mmmmmsBY 

COGNAC  BRANDY 

84-  Proof  I Schieffelin  & Co.,  New  York 


RADON  • RADIUM 


SEEDS  • IMPLANTERS  • CERVICAL  APPLICATORS 


THE  RADIUM  EMANATION  CORPORATION 


GRAYBAR  BUILDING  • NEW  YORK  17,  N.  Y. 

Wire  or  Phone  MUrray  Hill  3-8636  Collect 
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Percodari 


TABLETS 


BETTER  THAN 
CODEINE  PLUS  APC 


controls  pain  faster 

. . . usually  within  15  minutes 


controls  pain  longer 

. . . usually  for  6 hours 


seldom  constipates 


Adult  Dosage:  1 PERCODAN*  Tablet  q.  6 h. 


He 


ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 


*U. S.  Pat.  2,628,185;  PERCODAN  contains  salts 
of  dihydrohydroxycodeinone  and  homatropine, 
plus  APC.  May  be  habit-forming. 


COURSE  IN  RADIOLOGICAL  SAFETY 

A two  week,  full-time  course  in  Radiological  Safety  will 
be  given  from  January  7 to  18,  1957,  by  the  Institute  of 
Industrial  Medicine  of  New  York  University  Post-Graduate  I 
Medical  School,  in  cooperation  with  the  NYU  College  of  I 
Engineering  and  the  United  States  Atomic  Energy  Com-  |j 
mission. 

The  course  is  designed  for  industrial  physicians,  industrial  I 
hygiene  engineers,  public  health  officials,  and  individuals  in  I 
industrial  and  university  research  laboratories  who  are  I 
responsible  for  radiological  safety. 

For  the  convenience  of  those  who  cannot  take  the  course  I 
full-time,  it  will  be  repeated  on  a part-time  basis  from  1 
January  30  to  May  22.  There  will  also  be  an  optional  two  I 
week  laboratory  session  from  January  21  to  February  1. 

For  further  information  write  to  the  dean,  NYU  Post-  J 
Graduate  Medical  School,  550  First  Avenue,  New  York  j 
16,  N.  Y. 


1957  CENTENNIAL  EXPOSITION  AT 
CINCINNATI 

The  1957  Centennial  Exposition  commemorating  the  I 
iooth  anniversary  of  the  Academy  of  Medicine  of  Cin-  I 
cinnati  will  be  held  February  27-March  5,  1957,  in  Music  j 
Hall,  Cincinnati. 

The  Centennial  Exposition  has  for  its  objectives  to  at  I 
tract  more  persons  into  employment  in  the  fields  of  medi- 
cine, health,  research  and  science:  to  inspire  more  young  fl 
people  to  train  themselves  for  vocations  in  medicine  and  ') 
allied  research,  scientific  and  health  fields:  to  provide  an  1 
excellent  medium  for  the  participating  exhibitors:  to  pro-  I 
mote  general  health  in  this  community. 

Public  education  in  medical  and  health  matters  will  be  I 
facilitated  by  means  of  a few  well  chosen  free  public  1 
lectures  by  national  authorities  and  showing  of  properly  I 
selected  medical  and  health  movies  in  the  Auditorium  of  I 
Music  Hall  (capacity  4,000)  at  intervals  throughout  the  1 
Centennial  Exposition  Week. 

Dignitaries  in  the  fields  of  science,  education  and  state-  I 
craft  will  he  invited  to  the  Centennial  Convocation,  to  he  I 
held  in  the  Auditorium  of  Music  Hall  on  the  final  evening  | 
of  the  Exposition,  March  5. 


POSTGRADUATE  REFRESHER  COURSE  OF 
MEDICLINICS  OF  MINNESOTA 
516  Medical  Arts  Buildilng,  Minneapolis  2,  Minn. 

Mediclinics  second  annual  postgraduate  refresher  course 
will  he  held  in  Fort  Lauderdale,  Florida,  March  4-14,  1957. 

The  Florida  Academy  of  General  Practice  is  the  local 
sponsor  of  the  course.  The  American  Academy  of  General 
Practice  has  certified  this  course  for  32  hours  of  formal 
postgraduate  study — Category  I — for  those  Academy  mem- 
bers in  attendance. 

The  course  consists  of  32  hours  of  lectures  and  panels 
conducted  by  a faculty  well  able  to  present  the  varied 
subjects  in  the  several  fields  of  medicine.  A review  of  the 
program  will  more  adequately  describe  the  educational 
scope  of  Mediclinics  for  1957. 

The  program  also  lists  seven  (7)  luncheon  meetings  in 
addition  to  the  32  hours  of  lectures  and  panels.  Attendance 
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at  the  luncheons  is  optional  and  will  be  limited  to  forty 
(40)  participants  in  order  to  stimulate  informal  discussion 
of  the  subject.  The  cost  of  each  luncheon  is  $2.50  per  plate. 

T he  experience  gathered  in  1956  requires  that  we  limit 
registration  to  300  in  order  to  preserve  the  informal  and 
intimate  atmosphere  in  the  lecture  room.  Inasmuch  as  this 
course  occurs  at  the  height  of  the  tourist  season,  we  have 
been  strongly  urged  to  adhere  to  this  limit  by  the  F ort 
Lauderdale  Chamber  of  Commerce. 

The  housing  committee  of  the  local  group  of  Academy 
members  in  Fort  Lauderdale  has  assured  us  that  300  doc- 
tors and  their  wives  will  be  adequately  housed  if  reserva- 
tions are  made  well  in  advance. 

The  tuition  fee  for  the  course  is  $50  payable  in  advance. 
Your  check  should  be  made  payable  to  Mediclinics  and 
mailed  to  the  above  address.  We  suggest  that  you  do  this 
promptly  as  registration  will  be  closed  when  our  limit  is 
reached.  If  you  desire  to  attend  luncheons,  please  include 
with  your  check  $2.50  for  each  luncheon  you  wish  to 
attend  and  list  those  luncheons. 

The  faculty  will  leave  Chicago  March  2,  1957  on  the 
Pennsylvania  Railroad  train,  “Southwind,”  arriving  in  Fort 
Lauderdale  on  Sunday,  March  3.  Those  desiring  reserva- 
tions on  that  train  should  consult  their  local  ticket  agent 
or  Air.  J.  R.  Brown,  720  Rand  Tower,  Minneapolis,  Min- 
nesota. 


FIRST  INTERNATIONAL  CONGRESS  OF 
NEUROLOGICAL  SCIENCES 
Brussels,  Belgium,  July  21-28,  1957 

This  congress  will  accomplish  an  affiliation,  for  the  first 
time,  of  all  independent  international  congresses  of  several 
neurological  disciplines  into  a single  integrated  interna- 
tional convention.  The  scientific  program  will  highlight  two 
major  symposia  of  common  interest,  one  on  “Extrapvra- 
midal  disease”  and  the  other  on  the  “Significance  and  inter- 
pretation of  modifications  of  the  conscious  state.” 


43rd  ANNUAL  CLINICAL  CONGRESS 
AMERICAN  COLLEGE  OF  SURGEONS 
Atlantic  City,  New  Jersey,  October  14-18,  1957 

The  43rd  Annual  Clinical  Congress  of  the  American 
College  of  Surgeons  has  been  scheduled  for  the  week  of 
October  13,  1957,  and  will  be  held  at  Convention  Hall  in 
Atlantic  City,  New  Jersey.  This  auditorium  is  large  enough 
to  permit  us  to  hold  under  one  roof  all  principal  scientific- 
sessions,  Cine  Clinics,  color  television,  postgraduate  courses, 
and  the  technical  and  scientific  exhibits,  as  well  as  the 
various  registration  and  information  desks. 

In  addition,  there  should  be  no  difficulty  in  obtaining 
desirable  hotel  accommodations.  The  Atlantic  City  Con- 
vention Bureau  has  set  aside  the  entire  week  for  our  exclu- 
sive use  with  a potential  of  10,000  first-class  hotel  rooms 
being  available  to  our  F'ellows.  The  famous  Boardwalk- 
connects  all  of  the  first-class  shore  hotels  to  Convention 
Hall. 

Full  and  complete  informaton  will  be  mailed  to  all 
Fellows  on  or  about  June  5,  1957. 


FOR  PAIN 

with  mild  daytime  sedation 


CAPSULES 


IDEAL  ANALGESIC/SEDATIVE 
FOR  DAYTIME  USE 

controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

, . . usually  lor  6 hours 

seldom  constipates 

by  the  effect  of  ultrashort-acting 
hexobarbital  swiftly  controls  pain- 
magnifying  psychicfactors  usually 
without  causing  drowsiness  or  “hangover.” 

Adult  Dosage:  1 PERCOBARB*  Capsuleq.  6h. 


^ J ® ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 

'U.S.  Pat.  2,628,185;  PERCOBARB  contains  salts 
of  dihydrohydroxycodeinone  and  homatropine, 
plus  APC  and  hexobarbital.  May  be  habit-forming. 
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SPECIAL  NOTICES 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
' P R E M A R I N : 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 

New  York,  N.  Y.  • Montreal,  Canada 


TRAINEESHIPS  FOR  PROFESSIONAL  PUBLIC 
HEALTH  PERSONNEL 

The  Health  Amendments  Act  of  1956  (PL911)  authorizes 
the  Public  Health  Service  to  establish  a program  of  trainee- 
ships  for  graduate  or  specialized  public  health  training  for 
professional  public  health  personnel,  such  as  physicians, 
nurses*  sanitary  engineers,  nutritionists,  medical  social 
workers,  dentists,  health  educators,  veterinarians,  and  others 
whose  professional  skills  are  required  in  modern  public 
health  practice.  Approximately  250  such  traineeships  are 
available  for  the  fiscal  year  ending  June  30,  1957. 

PURPOSE 

The  primary  objective  of  this  program  is  to  bring  new 
people  into  the  field  of  public  health  through  providing 
postgraduate  training  opportunities  for  men  and  women 
who  have  completed  their  basic  professional  education. 

The  training  program  is  designed  to  supplement,  and  not 
to  replace,  the  training  activities  currently  being  sponsored 
by  State  and  local  governments. 

REQUIREMENTS 

Applicants  must  be  citizens  of  the  United  States  or  have 
declared  their  intention  of  becoming  citizens  (received  first 
citizenship  papers).  In  addition,  applicants  must  meet  the 
following  requirements: 

Post-doctoral  candidate — A doctoral  degree  from  an  ac- 
credited college  or  university. 

Post-master’s  candidate — A master’s  degree  from  an  ac- 
credited college  or  university'. 

Post-bachelor’s  candidate — A bachelor’s  degree  from  an 
accredited  college  or  university. 

Pre -bachelor’s  candidate — Those  individuals,  such  as 
nurses  and  dental  hygienists  who  have  taken  their  basic  pro- 
fessional training,  are  currently  licensed  in  one  State,  and 
are  eligible  for  graduate  or  specialized  public  health  training. 

Applicants  must  be  accepted  by  the  training  institution 
before  applying  for  a traineeship  under  this  program. 

Preference  will  be  given  to  qualified  individuals  who  have 
had  not  more  than  two  years’  experience  in  public  health 
and  who  have  had  less  than  one  year  of  graduate  or  special- 
ized public  health  training.  In  addition,  consideration  will 
be  given  by  the  Service  to  the  following:  Age  (preference 
for  candidates  under  35,  only  under  exceptional  circum- 
stances over  45);  geographical  distribution  replies  received 
from  references;  candidate’s  plans  for  using  the  training 
provided;  and  candidate’s  plans  for  future  employment. 

The  annual  (12  months)  amounts  for  traineeship  awards 
(to  be  prorated  and  paid  on  the  basis  of  one-twelfth  for 
each  month  of  training)  are  are  follows: 


* Traineeships  for  nurses  under  this  program  include  only 
graduate  training  of  beginning  (staff  level)  public  health 
nurses.  Graduate  nurses  preparing  for  supervision,  teaching, 
or  administration  in  public  health  nursing  are  eligible  for 
traineeships  under  another  Title  of  the  Act,  administered 
by  the  Division  of  Nursing  Resources,  Public  Health 
Service. 
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BORDEN’S 

VITAMIN-MINERAL 
FORTIFIED  MILK* 

*A11  the  vitamins  and  minerals  (except  Vitamin 
C)  on  which  the  government  authorities  (Federal 
Security  Administrator  under  the  authority  of  the 
Federal  Food,  Drug  and  Cosmetic  Act)  has  set  a 
minimum  daily  adult  requirement. 

Distributed  by 

Borden’s  Mitchell  Dairy 

BRIDGEPORT 

NORWALK  STAMFORD  DANBURY 
NEW  HAVEN  SHELTON  MIDDLETOWN 


The  Gear  Action  Shoe* 
with  pivot  arch 
synchronizing 
with  the 
foot  in 
action 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

^TWe  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


IT  TAKES  TWO  TO  TREAT  A PATIENT 
YOU  AND  YOUR  PHARMACIST 


And  Sage- Allen’s  pharmacists  have  been  serving  you  and 
your  patients  faithfully  and  skillfully  for  1 4 years.  They 
stock  a complete  line  of  the  finest  drugs  . . . use  only 
the  most  modern  equipment  . . . are  on  duty  six  days 
a week,  Monday  through  Saturday,  ready  to  fill  your  pre- 
scriptions quickly  and  accurately. 

Telephone:  JAckson  4-8771 
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GRADATIONS  OF  ANALGESIA 


* ‘TABLOID’  UMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  ’/a,  No.  1 (n> 


‘TABLOID’  UMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  V4,  No.  2 <N) 


‘TABLOID’  UMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  V4,  No.  3 <N) 


‘TABLOID’  UMPIRIN'  COMPOUND 

^with  CODEINE  PHOSPHATE  gr.  1,  No.  4 <n> 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 


‘TABLOID’  UMPIRIN’  COMPOUND® 

Acetophenetidin  gr.  2Vz,  Acetylsalicylic 
Acid  gr.  3‘/2,  Caffeine  gr.  Vz 


Stipend — Regular  Annual  Amount 

Post-doctoral  candidate  $4,800 

Post-master’s  candidate  3,600 

Post-bachelor’s  candidate  3,000 

Pre-bachelor’s  candidate  2,400 


Stipend — Special.  The  Public  Health  Service  will  give 
consideration  to  approving  a stipend  level  different  from 
those  above  in  cases  of  unusual  need  and  on  the  basis  of 
justification  submitted  by  the  applicant. 

Allowances  for  Dependents.  An  additional  $360  for  each 
legal  dependent  (as  defined  for  Federal  income  rax  pur- 
poses) is  allowed  for  a 12-month  period,  to  be  paid  in 
equal  installments  over  the  period  of  actual  training.  Sti- 
pends are  not  affected  by  a change  of  dependency  status 
during  the  award  period. 

Travel  Allowance.  Transportation  at  the  rate  of  six  cents 
per  mile  as  computed  by  standard  mileage  charts  is  allowed 
to  trainees  between  their  present  station  and  the  training 
institution.  No  allowance  is  made  for  return  travel,  travel 
of  dependents,  or  shipping  charges  for  personal  effects  or 
household  goods. 

Tuition  and  Fees.  Actual  cost  of  tuition  and  fees  depend- 
ing on  standard  charges  of  the  school. 

TERMS  OF  TRAINEESHIPS 

Traineeships  are  generally  awarded  for  a period  not  to 
exceed  twelve  months.  If  support  is  desired  for  more  than 
one  year,  special  justification  of  the  additional  training 
should  be  furnished  at  the  time  the  inital  application  is 
made.  Support  for  additional  training  will,  in  all  cases  de- 
pend upon  the  availability  of  funds  appropriated  by  the 
Congress  for  this  program. 

The  Surgeon  General  may  terminate  an  appointment 
before  its  expiration  date  on  request  of  the  trainee,  on 
request  of  the  training  institution,  or  because  of  unsatisfac- 
tory performance,  unfitness,  or  inability  of  the  trainee  to 
carry  out  the  purposes  of  the  traineeship. 

The  training  period  must  begin  no  later  than  ten  months 
after  the  date  of  notification  of  traineeship  award. 

I lie  award  of  a traineeship  to  an  individual  does  not  make 
the  trainee  an  employee  of  the  Public  Health  Service. 

A FINANCIAL  LEVEL  OF  AWARDS  HAS  BEEN  SET  UP  FOR  THESE 
TRAINEESHIPS 

Although  the  academic  year,  1956-57,  is  already  starting 
this  month,  it  should  be  noted  that  in  most  schools,  col- 
leges and  universities  it  is  possible  to  enter  on  the  half 
year  interval,  particularly  for  postgraduate  training,  and 
that  the  half  year  interv  al  is  usually  some  time  in  February. 

The  State  Department  of  Health  will  be  glad  to  answer 
inquiries  or  discuss  opportunities  in  the  field  of  public 
health  with  anv  interested  individual. 


California  in  the  News 

The  California  Medical  Association  has  launched 
a Newsletter  in  two  colors,  red  and  black,  attrac- 
tively illustrated  and  very7  readable. 
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NEW  BOOKS  IN  REVIEW 

C*£<X>O0<><>O<><c><^<X><^ 

DIAGNOSIS  AND  TREATMENT  OF  VASCULAR 

DISORDERS.  Edited  by  Samuel  S.  Samuels,  m.i>.  Bal- 

timore:  The  Williams  and  Wilkins  Company.  1956.  607 

PP- 

Reviewed  by  William  W.  L.  Gi.enn 

This  book  is  divided  into  twenty-four  chapters  and  con- 
tributed by  seventeen  authors.  A bibliography  is  included 
at  the  end  of  each  chapter.  The  quality  of  the  paper  used 
and  the  printing  are  excellent.  I lie  text  is  easy  to  read. 
It  is  a heavy  book,  but  undoubtedly  tbe  value  of  many  of 
the  illustrations  would  have  been  lost  in  reproduction  had 
a lighter  weight  paper  been  employed.  The  illustrations  are 
well  reproduced  almost  without  exception. 

The  book  begins  with  a consideration  of  the  anatomy 
of  the  peripheral  circulation  and  in  the  innervation  of  the 
' peripheral  blood  vessels.  It  continues  with  the  examination 
j of  the  patient  and  diagnostic  procedures  including  angi- 
ography. Beginning  with  Local  Cold  Injuries  in  Chapter  6, 
specific  conditions  are  considered  and  these  continue 
throughout  the  remainder  of  the  book.  Consideration  is 
given  to  all  of  the  major  types  of  vascular  disease  and  also 
( there  are  chapters  on  periarteritis  nodosa,  chronic  leg 
j edema,  and  glomus  tumors. 

It  is  regrettable  that  the  book  was  published  just  at  the 
dawn  of  the  number  of  major  advances  in  the  diagnosis 
and  care  of  peripheral  vascular  disease.  For  it  has  not  been 
possible  to  elaborate  on  the  technique  or  the  early  results 
of  many  of  these  new  advances.  It  was  our  impression  that 
for  the  most  part  the  contents  of  the  book  were  aimed 
at  the  needs  of  the  general  practitioner.  Sometimes  the  read- 
ing became  difficult  for  us  because  of  what  seemed  like 
unnecessary  detail.  On  the  other  hand,  in  some  other  in- 
stances insufficient  space  in  our  opinion  was  given  to  elab- 
oration on  the  details  of  standard  procedures.  While  there 
w ill  undoubtedly  be  some  disagreement  with  the  emphasis 
that  should  be  placed  on  therapeutic  measures  as  proposed 
by  the  several  authors  in  their  text,  this  is  to  be  expected 
in  the  present  state  of  development  of  the  treatment  of 
vascular  disease. 

One  of  the  most  impressive  contributions  to  the  book 
was  the  use  of  angiography,  particularly  in  the  study  of 
the  development  of  peripheral  arterial  insufficiency.  There 
is  no  question  but  what  this  major  diagnostic  gain  will 
contribute  to  the  better  care  of  these  patients.  The  chapter 
on  the  use  of  anticoagulants  was  most  thoroughly  done, 
although  it  would  have  been  helpful  to  the  practitioner 
perhaps  to  relate  in  more  detail  the  specific  care  of  specific 
problems  with  particular  reference,  not  only  to  the  com- 
bination of  anticoagulant  therapy,  but  also  the  indications 
for  vein  ligation  in  specific  instances  of  venous  thrombosis 
and  the  indications  for  commissurotomy  and  atrial  append- 
age ligation  in  arterial  embolisms. 

In  regarding  another  recent  advance,  the  treatment  of 
arterial  aneurysms,  the  author  clearly  brings  out  in  this 
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Look  at  both 
sides  of  a 
bottle  off  7-Up 


Why  look  at  the  back  of  a 7-Up  bottle? 

Here’s  why.  On  the  back  of  the 
bottle  are  listed  all  the  ingredients  of 
this  sparkling,  crystal-clear  drink. 

This  isn’t  required — or  even  usual — 
but  7-Up  is  proud  to  do  it.  Proud  to 
let  you  see  what  a pure  and  wholesome 
drink  it  is.  Seven-Up  is  so  pure  and 
wholesome,  folks  of  all  ages  can  have  it. 
It  is  truly  the  All-Family  Drink. 


Nothing  does  it  like  Seven-Up! 

The  Seven-Up  Bottlers  of  Connecticut 


chapter  the  new  management  of  this  difficult  lesion  and 
the  exciting  promise  of  future  advances. 

THE  DIAGNOSIS  AND  TREATMENT  OF  POS- 
TURAL DEFECTS.  (Second  Edition.)  W.  M.  Phelps, 
R.  J.  H.  Kiphuth,  and  C.  W.  Goff.  Springfield,  III.: 
Chas.  C-  Thomas.  1956.  177  pp.  $6.50. 

Reviewed  by  Beckett  Howorth 

This  little  hook  contains  much  that  will  interest  the 
physician,  the  teacher,  the  physical  educator,  and  the 
athletic  coach  interested  in  posture.  The  chapters  are:  evo- 
lutionary influences  on  the  posture  of  man,  environmental 
influence,  normal  adult  posture,  abnormal  varieties  of  pos- 
ture, body  mechanics,  postural  examination,  posture  in 
physical  education,  and  corrective  exercises  for  strengthen- 
ing. The  emphasis  is  on  evolution,  anthropology,  methods 
of  measurement  and  recording,  and  on  static  as  distinguished 
from  dynamic  posture. 

The  arrangement  of  the  hook  is  orderly  and  logical,  and 
proceeds  from  the  body  as  a whole  to  the  significant  parts, 
from  the  normal  to  the  abnormal,  and  concludes  with  a 
summary  and  a very  good  selection  of  references.  Evolu- 
tionary influences  are  developed  through  the  lower  and 
higher  animals  to  man.  Environmental  influences  are  fol- 
lowed from  infancy,  babyhood  and  through  childhood  to 
adult  life.  Abnormal  varieties  of  posture  include  physiologic 
variations  as  well  as  variations  produced  by  structural  ab- 


normality and  disease.  The  importance  of  competent  med- 
ical or  orthopedic  examination  as  a preliminary  to  posture 
evaluation  and  treatment  is  emphasized.  Examination  in- 
cludes not  only  inspection,  but  photographic  methods  of 
recording,  and  sometimes  roentgenograms.  The  relation  of 
physical  education  to  posture  training  for  individuals  in 
essentially  normal  health  is  discussed,  and  a group  of  ap- 
propriate exercises,  well  illustrated,  some  with  double  ex- 
posure photographs,  is  included.  Dynamic  posture  is  not 
the  province  of  the  book. 

THE  MANAGEMENT  OF  MENSTRUAL  DISORDERS. 
By  C.  Frederick  Fluhmann,  b.a..  m.d.,  c.m.,  Clinical  Pro- 
fessor of  Obstetrics  and  Gynecology,  Stanford  Univer- 
sity School  of  Medicine,  San  Francisco,  California;  As- 
sistant Visiting  Obstetrician  and  Gynecologist,  Stanford- 
Lane  Hospitals;  Courtesy  Staff,  Children’s  and  Mount 
Zion  Hospitals,  San  Francisco,  California;  Fellow,  Amer- 
ican Gynecological  Society;  Past  President,  San  Fran- 
cisco Gynecological  Society  and  Pacific  Coast  Obstet- 
rical and  Gynecological  Society.  Philadelphia:  IV.  B. 
Saunders  Co.  1956.  350  pp. 

Reyiewed  by  Stanley  B.  Weld 

If  any  one  could  cover  the  subject  of  this  volume  more 
comprehensively  and  thoroughly  it  would  be  difficult  to 
find  such  an  one.  This  is  the  author’s  second  book  on 
menstrual  disorders,  the  first  appearing  in  1939.  As  he 
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points  out  in  the  preface,  during  the  intervening  seventeen 
years  there  “has  been  an  extensive  reappraisal  of  the  ana- 
tomic and  physiologic  changes  of  the  menstrual  cycle  and 
its  disorders,  the  refinement  of  many  diagnostic  and  ther- 
apeutic procedures,  and  a sounder  evaluation  of  the  en- 
docrine factors  which  always  remain  of  primary  conse- 
quence.” 

The  emphasis  of  this  volume  is  placed  on  clinical  man- 
agement. The  value  of  it  lies  in  its  adaptation  to  the  problems 
of  the  medical  practitioner  since  the  understanding  and 
the  management  of  the  various  menstrual  disorders  in  the 
field  of  general  medicine  is  the  aim  of  the  author.  Separate 
chapters  arc  devoted  to  the  gonadotropins  and  to  the  steroid 
hormones.  The  process  of  menstruation  from  the  menarche 
to  the  menopause  is  exhaustively  discussed.  The  abnormal 
phases  throughout  this  period  of  a woman’s  life  are  con- 
sidered, including  systemic  disorders  of  the  menstrual  cycle, 
disorders  of  the  ovulatory  phase,  dysmenorrhea,  and  meno- 
pausal abnormalities.  There  is  a valuable  and  useful  chap- 
ter at  the  end  on  “Clinical  Usage  and  Commercial  Prepa- 
rations of  Sex  Hormones.”  While  up  to  date  in  1956,  this 
list  of  commercial  preparations  will  doubtless  need  enlarg- 
ing even  before  the  current  year  has  ended. 

There  is  considerable  repetition  in  this  book  so  that 
continued  reading  is  a less  desirable  procedure  than 
selected  reading  of  topics  here  and  there  for  the  purpose 
of  reference.  The  specialist  will  he  particularly  impressed 


with  this  fact  hut  in  this  day  of  confused  therapy,  espe- 
cially in  the  use  of  hormones,  the  reader  will  find  clear 
thinking  on  the  author’s  part  everywhere  apparent.  To  the 
general  practitioner  who  all  too  often  because  of  limitation 
in  time  uses  the  edicts  of  the  detail  man  as  gospel,  this 
volume  should  he  invaluable. 


Five  Medical  Schools  Flave  Enrollment 
Exceeding  600 

The  University  of  Tennessee  at  Memphis  is  the 
largest  of  the  76  approved  four  year  medical  schools 
in  the  country  on  the  basis  of  total  enrollment. 

A recent  report  by  the  American  Medical  Asso- 
ciation shows  that,  during  the  1955-56  academic 
year,  five  medical  schools  had  a total  enrollment  of 
more  than  600  each. 

The  largest  was  the  University  of  Tennessee  with 
7X1  students.  The  University  of  Michigan  followed 
with  762;  Jefferson  at  Philadelphia  with  677;  Uni- 
versity of  Illinois  with  636,  and  the  University  of 
Texas  at  Galveston  with  614. 
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THE  MEDICAL  MANAGEMENT  OE  RHEUMATOID  ARTHRITIS 

Arthur  Perry  Hall,  m.d.  and  Theodore  B.  Bayles,  m.d.,  Boston,  Massachusetts 


T)  heuaiatoid  arthritis,  as  has  often  been  observed, 
is  a disease  of  unknown  etiology,  of  erratic  be- 
havior, and  without  known  cure.  The  medical 
advances  of  the  past  twenty  years  have  not  dimin- 
ished the  demands  and  difficulties  involved  in  the 
treatment  of  the  disease,  and  the  physician  must 
'strive  with  imperfect  tools  for  objectives  far  less 
impressive  than  those  he  can  attain,  for  example,  in 
pneumococcal  pneumonia.  The  relief  of  pain  and 
the  continuance  or  re-establishment  of  physical 
independence  are  objectives  of  overwhelming  im- 
portance, however,  to  the  patient  who  must  carry 
his  affliction  for  years,  and  who  must  make  the 
maximum  use  of  all  his  resources  if  he  is  to  remain  a 
useful  member  of  society.  Pain  and  incapacity  are 
the  great  fears  of  the  patient  with  arthritis  and 
< should  be  the  primary  concern  of  the  physician.  It 
, is,  of  course,  a desirable  and  important  goal  to 
promote  or  prolong  natural  remissions  where  pos- 
sible, but  the  infrequency  with  which  such  remis- 
sions can  be  effected  makes  consideration  of  all  the 
measures  at  our  disposal  which  may  permit  a 
comfortable,  useful  life  of  major  importance.  The 
patient  who  has  gone  from  one  doctor  or  lay  healer 
to  another  searching  for  the  magic  cure  while  these 
j measures  have  been  forgotten  or  ignored  is  as 
pathetic  as  any  the  rheumatologist  sees.  Such  a 
patient  has  usually  obtained  little  relief  of  his  pain, 
and  if  he  is  eventually  fortunate  enough  to  have  a 
spontaneous  remission,  so  much  function  has  been 
lost  that  he  can  make  little  use  of  the  benefits  such 
j a remission  can  afford.  While  the  progress  of 
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SUMMARY 

It  is  obvious  that  three  cases  can  illustrate  the  ap- 
proach to  the  management  of  rheumatoid  arthritis  in 
only  the  simplest  terms.  Every  case  should  be  analyzed 
carefully  from  its  medical  and  orthopedic  aspects  and 
thoughtful  decision  made  as  to  the  use  of  the  thera- 
peutic modalities  discussed.  The  patient’s  future  should 
be  viewed  in  terms  of  years  and  the  temptation  to  give 
medicine  to  provide  relief  today  or  tomorrow  resisted. 
In  this  way  the  patient  may  progress  steadily  through 
his  flare-ups  and  discouragements  to  the  objectives  of 
continuing  comfort  and  activity.  This  is  the  challenge 
for  the  physician.  It  is  his  reward  that  the  objectives 
are  so  often  obtained. 


rheumatoid  arthritis  is  severe  and  unrelenting  in 
some  patients,  we  believe  that  with  good  care  few 
need  fear  great  incapacity  or  unrelenting  pain.1’2 
Because  there  is  no  cure  for  rheumatoid  arthritis, 
treatment  must  be  guided  by  careful  and  persistent 
attention  to  detail  in  terms  of  both  diagnosis  and 


Prom  the  Department  of  Medicine,  Harvard  Medical  School  and  the  Medical  Services  of  the  Robert  Breck  Brigham  and 
Peter  Bent  Brigham  Hospitals,  Boston,  Massachusetts 

Prom  material  presented  at  1956  meetings  of  Connecticut  Rheumatism  Society  and  Connecticut  State  Medical  Society  by 
/ heodore  B.  Bayles,  m.d.  By  mutual  agreement  simultaneous  publication  is  occurring  in  The  British  Journal  of  Physical 
I Medicine 


943 


944 


RHEUMATOID  ARTHRITIS 


treatment.  Just  as  there  is  a profound  difference 
between  the  treatment  required  for  acute  rheumatic 
fever  and  long-standing  rheumatic  heart  disease,  the 
patient  w ith  acute  arthritis  suffering  the  continual 
agony  of  hot,  swollen  joints  poses  a far  different 
problem  from  the  twenty  year  case  in  which  the 
primary  problem  may  he  one  of  relatively  painless 
deformity.  For  all  patients,  it  is  necessary  to  assess 
the  activity  of  the  disease  on  the  one  hand,  and  the 
degree  of  structural  damage  or  orthopedic  deform- 
ity on  the  other.  The  incapacity  and  pain  due  to 
active  disease  and  that  due  to  structural  damage 
overlap  to  some  extent  in  most  patients.  A careful, 
considered  decision  as  to  relative  importance  of 
these  factors  in  a given  patient  constitutes  the  basis 
for  a proper  therapeutic  program.  We  feel  that  it 
is  of  practical  value,  therefore,  to  discuss  the  various 
stages  of  rheumatoid  arthritis  and  to  indicate  our 
approach  to  treatment  in  each  stage.  By  way  of 
illustration,  three  cases  will  be  presented. 


Mrs.  F.  is  a forty-nine  year  old  widow  who  had 
no  arthritic  complaints  until  three  months  prior  to 
admission  at  which  time  she  developed  painful 
swelling  of  the  proximal  interphalangeal  joints  of 
both  hands.  Within  a few  weeks  there  was  rapid 
progression  to  involve  the  shoulders,  neck,  w rists, 
knees  and  ankles.  She  was  hospitalized  briefly  at 
another  hospital  and  started  on  a program  of  rest 
and  aspirin.  By  the  time  she  was  admitted  to  the 
Robert  Breck  Brigham  Hospital  she  was  discour- 
aged, dissatisfied  and  uncomfortable.  She  had  little 
understanding  of  her  disease.  On  physical  examina- 
tion there  was  typical  rheumatoid  involvement  of 
the  above  mentioned  joints  with  swelling,  soft  tissue 
thickening,  and  in  the  hands,  wrists,  and  shoulders, 
limitation  of  motion.  Her  blood  sedimentation  index 
was  0.9  mm./min.  (upper  limit  of  normal  in  our 
laboratory  is  0.4  mm./min.).  With  the  exception 
of  a mild  anemia,  all  other  blood  and  urine  tests 
were  normal  as  were  bacterial  cultures.  X-rays 


Figure  i 

Roentgenograph  of  hands  of  patient  Xo.  1 — early  case,  mild  periarticular  decalcification  only 
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ad  showed  moderate  periarticular  demineralization  of 
to  bones  and  slight  narrowing  of  the  joint  spaces  of 
the  proximal  interphalangeal  joints  of  the  hands. 
(Figure  i.) 

This  patient  presents  the  early,  mild  case.  There 
is  no  irreversible  deformity,  minimal  cartilage  de- 
struction, and  her  limitation  of  motion  is  on  the 
jbasis  of  pain  and  muscular  spasm.  Her  treatment 
was  made  much  easier  after  the  nature  of  her  disease 
was  explained  and  she  came  into  contact  with  opti- 
mistic and  enthusiastic  nursing  and  medical  care. 
No  attempt  was  made  to  avoid  the  implications  of 
chronic  disease,  and  vet  it  was  obvious  to  the  patient 
that  her  recovery  and  her  helpful  cooperation  in 
achieving  recovery  were  expected. 

Her  therapy  was  started  with  the  four  corner- 
stones of  conservative  management  upon  which  the 
treatment  of  every  case  is  based. 

REST 


Both  mental  and  physical  rest  are  important. 
Where  possible,  a period  of  hospitalization  is  ad- 
vised. There  are  cases  in  Which  the  patient  is  better 
off  if  he  stays  home  or  even  works,  substituting  extra 
hours  in  bed  during  the  week  and  complete  bed  rest 
over  the  weekend  for  hospitalization.  This  is  espe- 
cially true  for  those  patients  whose  financial  or  other 
anxieties  would  be  seriously  aggravated  by  removal 
from  home  or  wage  earning.  More  often,  however, 
we  have  found  that,  through  hospitalization  the 
patient  derives  an  understanding  of  his  disease  and 
of  the  forms  and  aims  of  his  therapy  which  pro- 
vides him  with  significant  relief  of  anxiety  and 
effective  physical  rest.  The  patient  can  become 
accustomed  to  the  regular,  timed  routine  of  medica- 
tion, exercise,  heat,  etc.,  which  must  be  accepted 
and  continued  when  he  goes  home.  When  improve- 
ment is  attained,  even  if  there  is  a remission,  good 
habits  of  living  which  include  an  extra  hour  or  two 
of  rest  during  the  day,  every  day,  are  essential  to 
success. 


SALICYLATES 

Every  patient  with  a proven  diagnosis  of  rheuma- 
toid arthritis  and  with  joint  pain  should  be  taking 
salicylates.  We  have  not  been  convinced  that  these 
have  a salutory  effect  other  than  as  analgesics  and 
do  not,  therefore,  recommend  doses  higher  than 
those  usually  employed  to  relieve  pain.  The  dose 
required  for  maximum  pain  relief  varies  from  patient 
to  patient,  however,  and  salicylates  should  be  given 
to  the  point  of  minor  side  reactions  if  necessary  to 


find  the  best  schedule  and  to  demonstrate  their 
analgesic  qualities  to  doubting  patients.  We  give  0.6 
to  0.9  Gm.  four  to  six  times  a day  in  most  cases. 
Salicylates,  at  least  in  the  coated  or  buffered  forms, 
are  well  tolerated  and  useful  aids  to  management. 
There  is  no  evidence  that  buffered  aspirin  loses  its 
analgesic  effect  over  a period  of  time. 

PHYSICAL  MEDICINE 

If  tolerated,  every  affected  joint  should  be  carried 
through  its  full  range  of  motion  every  day  either 
actively  by  the  patient,  or  passively  with  the  help 
of  the  therapist.  If  the  activity  of  the  disease  per- 
mits, the  muscles  supporting  the  joints  should  be 
given  enough  work  (not  involving  weight  bearing) 
to  maintain  or  increase  strength.3  Exercises  should 
be  performed  regularly  in  a specified  manner  and  at 
prescribed  times  of  day.  As  the  patient  improves, 
resistive  exercises  may  be  instituted,  and  it  is  a 
wise  patient  who  accepts  the  wisdom  of  an  exercise 
program  for  life.  The  other  forms  of  physical  medi- 
cine are  designed  to  increase  the  comfort  of  the 
patient  and  make  it  possible  to  carry  out  his  exer- 
cise program.  The  various  forms  of  heat,  hydro- 
therapy, cyclotherapy,  massage,  etc.,  are  of  value  if 
they  relieve  pain  and  thus  allow  increased  mobility 
of  joints.  In  joints  that  are  hot  and  swollen,  exercise 
may  be  poorly  tolerated,  and  it  may  be  necessary  to 
temporarily  restrict  activity  to  muscle  setting  and 
passive  motion.  In  the  joints  where  pain  is  due  to 
less  acute  disease  or  is  secondary  to  muscle  spasm 
and  mechanical  irritation,  an  intra-articular  injection 
of  hydrocortisone  acetate  (25  or  50  mgm.)  often 
produces  enough  relief  to  allow  the  institution  of 
effective  physiotherapy.4-5  We  have  found  intra- 
articular  hydrocortisone  useful  to  a degree  inversely 
proportional  to  the  amount  of  inflammation  in  the 
joint  injected.  Those  patients  with  subacute  disease 
and  one  or  two  painful  joints  have  done  very  well, 
maintaining  their  improvement  for  weeks  or  months. 
Whether  or  not  it  is  the  general  level  of  systemic 
illness  which  prevents  the  patient  from  taking  ad- 
vantage of  local  joint  improvement,  we  have  not 
found  intra-articular  hydrocortisone  particularly 
helpful  in  acutely  inflamed  joints.  The  fact  that 
there  may  be  an  increase  in  pain  and/or  swelling  the 
day  after  exercises  are  started  should  not  be  inter- 
preted as  evidence  that  the  disease  process  has  been 
made  worse.  Inflamed  joint  tissues  are  easily  irri- 
tated mechanically  and  muscles  long  inactive  are 
easily  stiffened  by  the  resumption  of  motion.  If  the 
increase  in  symptoms  lasts  for  more  than  an  hour  or 
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two  or  is  especially  severe,  exercises  should  be  cur- 
tailed to  the  point  of  tolerance.  For  all  the  measures 
of  physical  medicine  it  is  important  that  simple,  easy 
forms  of  therapy  he  emphasized.  Hot  baths  and 
simple  weights  which  the  patient  can  use  at  home 
are  better  than  diathermy  and  complicated  pulley 
arrangements.  A simple  routine  is  most  apt  to  be  a 
performed  routine.  Removable  resting  shells  of  plas- 
ter will  aid  in  obtaining  effective  rest  for  a particu- 
lar joint  and  will  prevent  deformity. r’ 

DIET 

With  the  loss  of  weight  and  muscle  mass  during 
the  course  of  rheumatoid  arthritis,  it  has  been  well 
demonstrated  that  many  patients  with  rheumatoid 
arthritis  are  in  negative  nitrogen  balance.0  There- 
fore, w hile  there  is  no  proven  specific  therapeutic 
effect  on  the  activity  of  the  disease,  patients  should 
be  instructed  in  a high  protein  diet.  For  obese 


patients  this  usually  means  restriction  of  fats  and 
carbohydrates  in  order  to  provide  ample  protein  on 
a low  calorie  diet.  For  the  underweight  patient,  a 
high  protein,  high  calorie  diet  is  supplemented  with 
dessiciatcd  liver  capsules.  A good  basic  diet  includes 
one  quart  of  milk  a day  with  eggs,  cheese  or  liver 
for  breakfast  and  meat,  fish,  poultry  or  cheese  noon 
and  night. 

OTHER  FORMS  OF  THERAPY 

We  do  not  advise  the  stronger  forms  of  therapy 
such  as  gold  salts  or  steroids  for  this  patient.  There 
is  much  evidence  that  seventy  to  eighty  per  cent  of 
patients  seen  in  the  first  six  months  of  their  disease 
are  either  greatly  improved  or  attain  a spontaneous 
remission  w ith  conservative  therapy  alone.1’2  Care- 
ful epidemiologic  study  has  indicated  that  this  opti- 
mistic figure  may  properly  be  even  higher.7  Mrs. 
P.  has  had  her  disease  a relatively  short  time,  and 


Figure  2 

Roentgenograms  of  hands  — patient  No.  2.  Note  decalicification,  ulnar  deviation  and 
metacarpalplvalangeal  subluxation 
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Figure  3 

Roentgenograms  of  knee  of  patient  No.  2.  Except  for  decalcification,  joints  normal  for  age  77 


we  would  prefer,  therefore,  to  wait  longer  (three  to 
six  months)  holding  the  more  potent  medications  in 
reserve. 

Phenylbutazone  has  not  been  very  effective  in  our 
hands  in  the  acute  case,  and  its  prolonged  use,  poten- 
' dally  hazardous  in  chronic  disease,8'9-10  has  proved 
, even  more  discouraging.11  The  use  of  phenylbuta- 
zone has,  therefore,  not  seemed  justified  except  in 
spondylitis,12  or  in  episodic  fashion  in  cases  where 
its  analgesic  effects  are  clearly  superior,  or  salicylates 
contraindicated.13 

If  the  improvement  which  this  patient  has  shown 
in  the  hospital  does  not  continue,  or  if  it  is  not 
maintained  at  home,  we  will  reconsider  her  problem 
following  the  approach  described,  for  our  second 
case. 

Miss  S.  (patient  No.  2)  is  a seventy-seven  year  old 


white  lady  who  was  well  until  eighteen  months  prior 
to  admission  at  which  time  she  noted  pain  and  swell- 
ing in  both  knees,  rapidly  spreading  to  involve  the 
shoulders,  elbows,  wrists,  hands  and  feet.  During  the 
year  and  a half  prior  to  admission,  she  was  treated 
well  on  a conservative  regimen  of  rest,  salicylates, 
physiotherapy  and  diet.  One  year  before  admission 
she  was  hospitalized  elsewhere  for  seven  weeks  with 
good,  but  temporary,  improvement.  Her  joint  situ- 
ation again  began  to  deteriorate,  and  she  was  ad- 
mitted to  the  Robert  Breck  Brigham  Hospital  with 
considerable  weakness,  pain  and  deformity.  Al- 
though once  an  accomplished  pianist,  ulnar  devia- 
tion and  limitation  of  motion  in  her  fingers  made  it 
impossible  for  her  to  hold  a pencil  well  enough  to 
write.  There  w ere  flexion  contractures  of  her  elbows 
and  knees  with  limitation  of  motion  in  these  and 
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other  joints.  Blood  sedimentation  index  was  0.9 
mm./ min.  with  otherwise  normal  blood  and  urine 
examinations.  X-rays  showed  periarticular  under- 
mineralization of  bones.  There  was  beginning  sub- 
luxation of  several  metarcarpophalangeal  joints 
(Figure  2),  but  there  was  little  bony  destruction 
and  the  joint  spaces  in  the  weight-bearing  joints 
were  well  maintained  (Figure  3). 

In  this  patient  we  are  faced  with  the  problem  of 
progressive  joint  damage  and  steadily  decreasing 
physical  independence,  in  spite  of  good  conservative 
care.  She  has  not  reached  the  point  of  no  return,  but 
she  does  not  have  very  many  months  before  truly 
crippling,  irreversible  changes  will  have  occurred. 
If  chronic  invalidism  is  to  be  prevented,  it  is  clear 
that  stronger  methods  than  those  advised  for  the 
first  patient  are  indicated. 

GOLD  SALT  THERAPY 

Admitting  that  the  more  vigorous  treatments 
designed  to  control  the  activity  of  rheumatoid 
arthritis  leave  much  to  be  desired,  we  have  had  our 
most  satisfactory  results  with  gold.  Our  experience 
as  well  as  that  of  other  workers  has  indicated  that 
gold  is  the  only  therapeutic  agent  which  can  truly 
be  said  to  alter  the  course  of  the  disease.12'13-1415 
Remissions,  partial  or  complete,  usually  occur  in  the 
first  two  to  six  months  and  last  for  months  or  years. 
When  relapses  eventually  occur,  as  they  do  in 
essentially  almost  every  case,  the  arthritis  is  often 
less  severe  than  it  was  initially.14  The  patient  may 
again  be  treated  with  gold  with  slightly  less  good 
chance  of  a second,  or  third  remission.  This  is 
especially  true  in  the  cases  in  whom  there  was 
noticeable  improvement  during  the  first  course. 
Experience  is  gradually  accumulating  which  may 
prove  that  with  proper  maintenance  doses,  remis- 
sions can  be  effectively  prolonged.  We  started  this 
patient  on  fifty  mg.  (auro  thioglucose,  50  per  cent 
metallic  gold)  intramuscularly  every  week  to  be 
continued  for  an  arbitrary  period  of  twenty  weeks, 
or  until  the  patient  shows  cither  definite  improve- 
ment or  signs  of  toxicity.  After  twenty  weekly 
injections,  50  mgm.  of  the  gold  salt  is  given  every 
two  weeks  for  four  doses  and  then  every  three  for 
four  doses  making  a total  of  1400  mg.  of  the  gold 
salt.  If,  after  this  dosage  there  has  been  no  improve- 
ment, the  medication  will  be  stopped  and  abandoned 
as  unsucessful  in  this  patient.  If  there  has  been  im- 
provement, the  dose  will  be  gradually  reduced  to 
fifty  mg.  a month  and  continued  at  this  level  for  two 
to  five  years.  The  most  dramatic  successes  we  have 


seen  w ith  gold  salt  have  been  in  patients  w ho  have 
developed  a skin  rash,  stomatitis,  as  sign  of  toxicity 
or  hypersensitivity.16  T he  appearance  of  minor  evi- 
dence of  toxicity,  therefore,  while  an  indication  for 
stopping  the  drug,  is  not  looked  upon  as  a totally 
unwelcome  turn  of  events.  The  blood  and  urine  are 
examined  at  least  once  a month.  Serious  or  fatal 
toxic  reactions  usually  in  the  hematopoietic  system 
have  occurred  about  once  in  four  or  five  hundred 
cases.  A more  frequent  disappointment  is  the  failure 
of  the  patient  to  obtain  a beneficial  response.  B.A.L.I 
and  cortisone  have  helped  greatly  in  handling  toxic 
skin  reactions  of  severe  degree.28 

STEROID  THERAPY 

We  have  had  little  success  with  steroid  therapy 
and  now  rarely  initiate  their  use.  Many  other  work- 
ers have  had  similarly  poor  results.  Holbrook  re- 
ported ninety-five  per  cent  failures  in  a four  year 
study  in  acute,  early  rheumatoid  arthritis.11  Flic 
incidence  of  distressing  side  effects  continues  to  be 
high  in  spite  of  increased  knowledge  and  awareness 
of  the  dangers.1718  Side  effects  of  major  significance 
have  been  reported  in  as  high  as  forty-six  per  cent 
of  cases  treated.19  It  has  taken  a long  time  to  deline- 
ate the  hazards  of  steroid  therapy,  and  the  lessons 
learned  with  cortisone  and  hydrocortisone  are  now- 
being  painfully  relearned  with  Prednisolone  and 
Prednisone.  Peptic  ulcer  production  or  reactivation, 
activation  of  tuberculosis,  mental  disorganization, 
fluid  retention,  osteoporosis  with  compression  frac- 
tures of  vertebral  bodies,  recurrent  episodes  of 
thrombophlebitis  and  embolic  phenomena,  hypopo- 
tassemia,  and  increased  frequency  of  attacks  in 
patients  with  convulsive  disorders  have  all  been 
documented  as  difficult  situations  arising  with  the 
use  of  steroids.  Many  patients  experience  a return  of 
all  their  symptoms  while  on  ample  therapeutic  doses, 
and  especially  for  those  who  have  been  treated  for 
many  months,  withdrawal  has  been  an  agonizing 
procedure.  This  situation,  simulating  true  physio- 
logic addiction  quite  closely,  has  been  well  described 
in  a publication  from  the  Mayo  Clinic.20 

In  spite  of  these  drawbacks,  however,  we  feel  that 
steroid  therapy  is  indicated  in  the  following  situa- 
tions: ( 1)  If  the  disease  is  so  severe  and  intractable 
that  the  patient  is  anorexic,  losing  weight,  and  run- 
ning a persistent  fever  while  on  a good  supportive 
program  in  the  hospital,  no  other  form  of  therapy 
will  succeed.  If  appetite,  weight  gain,  and  a normal 
temperature  can  be  restored,  attempts  can  be  made 
later  to  withdraw  steroids.  (2)  In  some  cases,  the 
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Partial  destruction  of  right  hip  joint,  narrowing  of  joint  space  bilaterally  and  beginning 

protrusio  acetabulae 


single  factor  of  pain  is  so  prominent  that  no  effective 
rehabilitation  program  can  be  instituted.  These 
patients  refuse  to  wear  resting  shells,  reject  all  exer- 
cises and  slowly  assume  positions  of  flexion  deform- 
ity. The  intermittent  or  temporary  use  of  steroids 
is  justified  until  some  improvement  through  a re- 
habilitation program  has  been  attained.  (3)  In  chil- 
dren, rheumatoid  arthritis  is  often  very  severe,  and 
both  of  the  above  difficulties  pertain  as  well  as  many 
more.  In  all  cases  it  is  understood  that  the  benefits 
of  steroids  are  derived  solely  from  their  antiphlo- 
gistic properties  rather  than  to  any  specific  effect  on 
the  disease  process.  As  soon  as  the  patient’s  condi- 
tion has  improved  sufficiently,  steroids  are  gradually 
withdrawn.  Most  of  the  patients  who  have  done  well 
on  doses  small  enough  to  escape  important  side  re- 


actions have  done  well  or  better  when  the  steroids 
were  stopped.  If  the  use  of  steroids  is  contemplated, 
we  believe  the  methods  described  by  Ward  et  al.  to 
be  the  least  hazardous.21 

OTHER  THERAPY 

For  patient  No.  2,  the  methods  of  treatment  de- 
scribed for  the  first  patient  must,  of  course,  be  con- 
tinued. Orthopedic  appliances  in  the  form  of  resting 
shells  are  most  important  to  correct  flexion  deform- 
ity and  prevent  further  development.5  This  patient’s 
greatest  difficulty  was  in  her  upper  extremities  which 
were  much  improved  on  discharge.  We  have  every 
hope  of  improving  the  function  of  her  weight-bear- 
ing joints.  Other  patients  are  less  fortunate. 

Mrs.  R.  (patient  No.  3)  is  a sixty-three  year  old 
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lady  who  has  had  joint  pain  and  limitation  of  motion 
in  the  shoulders,  hips,  knees  and  ankles  since  1947. 
When  first  seen  by  one  of  us  (T.B.B.)  in  1953  s*ie 
had  evidence  of  involvement  in  the  wrists  and  hands 
as  well.  Her  sedimentation  index  was  elevated.  Gold 
salt  therapv  was  instituted  in  1953  with  a good 
response.  By  December,  1954  her  blood  sedimenta- 
tion index  was  0.3  mm./min.  and  there  was  no 
evidence  of  active  disease.  She  continued  to  have 
severe  pain  in  her  right  hip,  however,  causing  her 
almost  constant  discomfort  while  standing  or  walk- 
ing with  her  crutches  and  keeping  her  awake  most 
of  the  night.  X-rays  showed  partial  destruction  of 
the  right  hip  joint  and  narrowing  of  the  joint  space 
(Figure  4). 

The  active  disease  has  subsided  in  this  patient  and 
we  are  no  longer  confronted  with  the  disease  of 
rheumatoid  arthritis,  but  rather  with  its  late,  destruc- 
tive effects.  Her  distressing  pain  is  due  to  the 
extreme  joint  destruction  which,  like  malum  coxae 
senilis,  is  self  perpetuating  and  obviously  unaffected 
by  gold  salts,  steroids,  or  any  of  the  other  medica- 
tions used  for  active  rheumatoid  arthritis.  Pain, 
therefore,  even  in  a known  rheumatoid  arthritic, 
should  not  necessarily  be  interpreted  as  evidence 
that  the  disease  is  still  active.  For  patients  such  as 
this  one  it  is  worthwhile  to  provide  a period  of 
prolonged  bed  rest  in  the  hospital.  Rest,  salicylates, 
intra-articular  hydrocortisone,  exercises  to  strengthen 
supporting  muscles  will  ocasionally  relieve  pain  and 
make  it  possible  mobilize  the  patients  with  crutches 
or  canes  to  assist  weight  bearing,  in  relative  comfort 
for  months  or  years.  On  the  other  hand,  it  is  often 
true  that  these  measures  give  no  adequate  or  pro- 
longed relief.  In  such  patients,  fusion  of  the  joint, 
or  more  often  today,  revision  of  the  joint  by  the 
use  of  a cup  or  prosthesis  offers  the  best  hope.22,23’24 
In  suitable  cases,  relief  of  pain  and  the  return  of  a 
functional  range  of  motion  is  an  obtainable  and 
gratifying  result.  Other  surgical  procedures  on  other 
joints,  such  as  the  nylon  knee  arthroplasty  may  be 
equally  gratifying.25’26’27  For  optimum  rehabilitation 
of  arthritic  patients,  it  is  essential  to  have  the  co- 
operation of  good  orthopedic  surgeons  who  under- 
stand and  are  interested  in  the  various  problems  of 
rheumatoid  arthritis  in  all  its  stages. 
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OCCUPATIONAL  HEALTH  A RECOGNIZED  SPECIALTY 

The  year  1955  witnessed  a significant  event  in  the 
roughly  thirty  year  old  history  of  industrial  medi- 
cine* in  the  United  States;  in  June  of  last  yeai 
the  American  Medical  Association  and  the  Ad 
visory  Board  for  the  Medical  Specialties  formally 
recognized  occupational  medicine  as  a distinct 
specialty.  The  credit  for  this  recognition  belongs 
as  much  to  industry  as  it  does  to  the  industrial  physi 
dans,  for  occupational  health  services  were  both 
initiated  and  developed  by  American  business  enter- 
prise. The  physician  who  is  to  meet  the  requirements 
of  the  Occupational  Health  specialty,  a subspecialty 
of  the  American  Board  of  Preventive  Medicine,  must 
have  three  years  of  approved  graduate  training  aftei 
his  internship.  He  must  pass  examinations  covering 
the  subjects  of  preventive  medicine  and  public 
health,  biostatistics,  epidemiology,  occupational 

•author’s  comment 

Actually  there  is  no  distinction  between  industrial  medi- 
cine and  occupational  medicine.  There  is  a growing  prefer- 
ence for  the  term  occupational  medicine  simply  because  it 
connotes  a broader  responsibility7  for  health  and  because  this 
branch  of  medicine  is  practiced  in  banks,  hospitals,  institu- 
tions and  department  stores  which  are  not  strictly7  industrial 
enterprises.  There  is  a yvidespread  confusion  regarding  the 
distinction  but  more  and  more  throughout  the  country 
medical  schools  are  calling  their  Departments  of  Industrial 
Medicine,  Departments  of  Occupational  Medicine,  and  the 
new  Board  Certification  in  this  field  is  in  Occupational 
Medicine  as  a subspecialty  of  Preventive  Medicine. 

Presented  March  28,  1956  at  the  meeting  of  the  New  Englan 
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SUMMARY 

Occupational  Medicine  is  now  recognized  as  a sub- 
specialty of  Preventive  Medicine  and  has  its  own 
certifying  board.  Industrial  medicine  was  formerly 
concerned  with  accident  control  but  has  now  shifted 
its  emphasis  to  health  maintenance.  The  success  at- 
tained in  the  prevention  of  occupational  diseases  is 
outstanding.  Many  techniques  have  been  developed  in 
the  industrial  medical  programs  to  preserve  the  health 
of  the  worker  and  to  prevent  ill  health. 

Industrial  management  is  taking  steps  to  strengthen 
its  occupational  health  services.  Inpatient  medical 
services  may  be  expected  to  reduce  the  costs  from  non- 
occupational  sickness  and  injury.  The  number  of 
physicians  and  nurses  employed  in  industry  is  rapidly 
increasing.  Beside  the  actual  benefit  in  dollars  and 
cents  from  occupational  health  services  there  are 
many  intangible  benefits  such  as  the  early  diagnosis  of 
a number  of  diseases.  The  smaller  industries  need 
occupational  health  services  fully  as  much  as  the  lar- 
ger, but,  because  of  maintaining  such,  groups  of  small 
industries  may  find  it  advantageous  to  join  together. 
Industrial  medicine  has  a bright  future. 


Industrial  Medical  Association,  Meriden,  Connecticut 
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disease,  industrial  hygiene,  toxicology  and  medical 
administration.  Once  accredited,  he  joins  the  ranks 
of  his  colleagues  certified  in  other  fields  like  surgery 
and  psychiatry  and  dermatology  as  an  approved 
specialist  in  a well  defined  field  of  medical  study. 

Industrial  medicine  has  come  a long  way  from  the 
programs  limited  to  traumatic  surgery  which  char- 
acterized the  services  prior  to  World  War  I.  These 
early  programs  were  given  impetus  by  the  passage 
of  Workmen’s  Compensation  Laws  which  placed 
the  liability  for  on  the  job  injuries  on  the  employer 
and  demonstrated  the  logic  of  introducing  medical 
care  to  shorten  disability  and  reduce  costs.  With 
the  growth  of  industrial  medicine  over  the  years,  the 
emphasis  has  shifted  from  treatment  to  prevention 
and  from  accident  control  to  health  maintenance. 
To  be  sure,  it  was  the  success  in  accident  prevention 
which  pointed  the  way  to  a broader  application  of 
preventive  medicine,  for  in  the  past  thirty  years 
American  industry  has  reduced  accident  frequency 
by  60  per  cent;  and  while  the  early  efforts  at  acci- 
dent prevention  were  focused  exclusively  on  the 
machine,  modern  safety  concerns  itself  equally  with 
preventive  measures  directed  to  the  worker. 

Success  in  the  prevention  of  occupational  diseases 
has  been  equally  dramatic.  The  columns  of  The  New 
York  Times  recently  carried  an  account  of  a holiday 
held  in  the  felt  hat  industry  marking  the  fourteenth 
anniversary  of  the  elimination  of  mercury  poisoning 
among  its  workers.  Lead  tetraethyl,  used  in  the 
manufacture  of  high  test  gasoline,  is  so  toxic  that 
one  teaspoonful  spilled  on  the  skin  may  be  fatal. 
So  effective  have  been  the  safety  measures  worked 
out  jointly  by  the  doctors  and  engineers  that  the 
insurance  carrier  has  recently  removed  the  occpua- 
tional  rating  previously  placed  on  insurance  appli- 
cants who  were  employees  of  this  industry;  and  the 
final  product  has  been  made  safe  for  the  gas  station 
attendant  and  the  consumer.  The  remarkable  record 
of  the  atomic  energy  commission  in  the  prevention 
of  radiation  disease  among  its  thousands  of  workers 
is  a current  and  dramatic  illustration  of  the  place  of 
medical  science  in  industry.  The  prevention  of  skin 
cancer  and  dermatitis,  of  silicosis,  of  berylium  disease 
and  of  poisoning  in  the  manufacture  and  use  of  cer- 
tain solvents  are  a few  of  many  additional  examples 
of  successful  occupational  disease  prevention  which 
might  be  cited. 

INDUSTRIAL  MEDICAL  PROGRAM  TECHNIQUES 

What  arc  the  trends  in  industrial  medical  pro- 
grams? One  sees  the  development  of  services  and 


techniques  aimed  at  the  preservation  of  health  and 
the  prevention  of  ill  health.  M.  J.  Rathbone,  presi- 
dent of  the  Standard  Oil  Company  of  New  Jersey, 
stated  last  year:  “It  is  quite  obvious  that  the  effec- 
tiveness of  most  people  is  directly  proportionate  to 
their  health.  Industry  came  to  realize  many  years  j 
ago  that  an  effective  medical  service  was  not  limited 
to  the  handling  of  injuries,  that  its  most  exciting 
possibilities  lay  in  steps  that  would  prevent  disease 
while  maintaining  and  improving  employee  health- 
in  other  words,  in  the  practice  of  preventive  medi- 
cine.” How  is  this  done?  The  initial  requirement 
is  the  use  of  properly  trained  and  oriented  doctors  I 
and  nurses.  T he  techniques  are  selective  placement 
examinations,  periodic  examinations,  diagnostic  skills  , 
for  the  early  detection  of  disease,  health  education 
and  personal  counselling. 

Selective  placement  examinations,  besides  serving 
as  the  initial  health  inventory,  have  as  their  objective 
matching  the  capacities  of  the  individual  to  the 
requirements  of  the  job  to  be  filled.  Placing  a worker 
on  a job  within  his  emotional  and  physical  capacities  I 
should  add  to  his  well  being,  his  productivity,  and 
his  longevity.  Periodic  examinations  assess  changes 
in  the  relationship  of  capacities  and  job  requirements  i 
for  while  the  job  may  be  static,  the  individual  is 
not.  In  the  course  of  these  examinations  the  oppor- 
tunity for  case  finding  of  disease  early  in  its  devel- 
opment is  afforded.  Many  diseases  with  present 
knowledge  cannot  be  prevented.  Diseases  like  can- 
cer and  tuberculosis  may  with  early  diagnosis  be 
curable.  Other  diseases  such  as  diabetes  and  certain 
forms  of  heart  disease  cannot  be  cured,  but  by 
referral  to  the  family  physician  for  proper  treat- 
ment, can  be  controlled.  Such  is  the  broad  concept 
of  preventive  medicine  and  health  maintenance  in 
practice.  Last  and  not  least  in  the  modern  medical 
program  in  occupational  health  services  is  the  role 
of  the  industrial  physician  and  nurse  as  a counsellor. 

So  important  arc  good  interpersonal  relations  at 
work,  and  so  common  are  emotional  ills  which  befall 
employees  that  the  psychiatrically  oriented  medical 
department  in  industry  has  at  times  been  referred 
to  as  the  human  relations  department. 

MANAGEMENT  SUPPORT  OF  OCCUPATIONAL  HEALTH 
SERVICES 

Are  managements  throughout  the  country 
strengthening  their  occupational  health  services  and, 
if  they  are,  what  are  the  motivating  influences?  If 
sentiments  expressed  by  representatives  of  large 
corporations  attending  a recent  meeting  on  “Medical 
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Education  and  Industry”  are  an  index,  managements 
are  expanding  their  health  services.  Ar  a symposium 
held  on  December  8,  1955  at  the  Mellon  Institute  in 
Pittsburgh  sponsored  by  the  National  Fund  for 
Medical  Education,  the  follow  ing  comments  were 
made:  Mr.  C.  F.  Hood,  president  of  the  United 
States  Steel  Corporation  stated,  ‘it  seems  imperative 
to  me  that  if  industry  is  to  meet  its  responsibility  to 
its  employees,  its  owners  and  the  public,  it  must 
consider  industrial  medicine  as  an  instrument  by 
which  advances  in  medical  science  can  be  applied  to 
our  industrial  needs.  Industry  needs  the  assistance  of 
medical  science  to  keep  well  people  well;  to  keep 
able  people  able.  In  industry’s  terms  that  means 
keeping  productive  workers  fully  productive.”  And 
H.  W.  Anderson,  vice  president  in  charge  of  per- 
sonnel for  the  General  Motors  Corporation  com- 
mented: “In  the  final  analysis,  industry  must  depend 
upon  the  nation’s  medical  schools  for  the  personnel 
required  to  staff  its  industrial  medical  departments 
and  carry  on  its  broad  health  maintenance  programs. 
These  programs  have  long  since  proved  themselves.” 
It  would  seem  that  big  business  regards  good  health 
as  good  business.  In  addition,  there  is  general  recog- 
nition of  the  growth  of  corporate  citizenship  with 
an  increased  sense  of  responsibility  for  the  health 
and  happiness  of  employees.  Another  force  oper- 
ating for  the  expansion  of  medical  services  in  indus- 
try is  the  increase  in  nonoccupational  sickness  dis- 
ability plans  throughout  the  country.  While  such 
plans  may  be  in  the  form  of  management  plans, 
management-union  plans,  union  plans,  or  state  plans, 
in  most  instances,  the  financing  is  largely  from  man- 
agement  funds.  American  management  is  beginning 
to  appreciate  that  over  90  per  cent  of  time  lost  from 
all  causes  is  due  to  nonoccupational  sickness  and 
injury  and  that  this  is  a most  expensive  item.  Inplant 
medical  services  should  certainly  be  expected  to  aid 
in  the  reduction  of  such  costs.  A number  of  studies 
are  currently  under  way  to  determine  if  this  is  true 
and  to  what  extent  savings  may  be  made  on  this  score 
by  medical  services  in  industry.  The  Occupational 
Health  Program  of  the  United  States  Public  Health 
Service  has  begun  such  a study. 

C’  J 

INCREASING  NUMBER  OK  PHYSICIANS  IN  INDUSTRY 

Other  evidences  of  the  increased  application  of 
medicine  in  industry  are  seen  in  figures  showing  the 
numbers  of  doctors  and  registered  nurses  employed 
in  industry.  In  1930  there  were  fewrer  than  1,300 
registered  nurses  employed  in  industry.  In  1955  there 


were  in  excess  of  14,000  registered  nurses  so  em- 
ployed. In  1940  there  were  only  404  industrial 
physicians  who  devoted  full  time  to  the  practice  of 
industrial  medicine,  while  in  1950  this  figure  had 
risen  to  940.  In  1955  the  estimate  for  physicians 
employed  full  and  part  time  in  industry  w7as  in 
excess  of  9,000  doctors. 

BENEFITS  OF  OCCUPATIONAL  HEALTH  SERVICES 

What  are  the  benefits  of  occupational  health 
services,  the  saving  and  the  costs?  The  National 
Industrial  Conference  Board  is  currently  analyzing 
questionnaires  sent  to  member  companies  covering 
just  these  questions.  A 1951  survey  by  the  National 
Association  of  Manufacturers  covering  1,576  com- 
panies employing  1,464,472  workers  reported  an 
average  per  capita  cost  of  health,  medical  and  safety 
programs  of  $25.90.  Different  companies  use  differ- 
ent methods  of  cost  evaluation,  however,  so  that 
truly  accurate  figures  are  impossible  to  obtain.  The 
same  objection  applies  to  savings  figures.  Similarly, 
figures  reporting  reductions  in  labor  turnover, 
absenteeism,  and  accident  insurance  premiums  are 
to  be  found,  but  are  difficult  to  interpret.  Certainly 
it  should  be  a responsibility  of  the  future  that  medi- 
cal services  in  industry  develop  standard  yardsticks 
by  which  to  measure  their  contributions  in  reducing 
production  costs.  So  much  for  the  measurable  bene- 
fits. The  intangible  benefits  are  another  matter.  Howr 
can  you  measure  the  medical  department’s  contribu- 
tion to  improving  employee  morale?  And  how  can 
you  assign  a dollars  and  cents  value  to  the  early 
diagnosis  of  cancer,  or  diabetes  or  tuberculosis,  or 
to  the  saving  of  a human  life?  (Some  things  are  best 
taken  on  faith.) 

REQUIREMENTS  OF  SMALL  PLANT 

Does  industrial  medicine  apply  equally  to  the 
small  plant  as  well  as  the  large?  The  benefits  to 
large  industry  have  been  accepted  as  fact.  It  is  felt 
that  the  benefits  to  small  industry  may  be  quite  the 
same  but  the  medical  services  w ill  cost  more  unless 
a cooperative  of  small  industries  jointly  operates  a 
common  medical  facility.  There  is  a real  need  for 
studies  tp  determine  the  best  way  to  provide  occupa- 
tional health  services  to  small  industries.  Approxi- 
mately 99  per  cent  of  all  establishments  reporting 
taxable  wages  under  the  Old  Age  and  Survivors 
Insurance  program  employ  few  er  than  500  persons. 
About  70  per  cent  of  all  employees  in  the  United 
States  are  employed  in  these  small  plants.  Perhaps 
as  many  as  65  per  cent  of  the  labor  force  are  not 
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receiving  rhe  benefits  of  occupational  health  serv- 
ices. What  happens  to  this  group  by  way  of  indus- 
trial health  services  may  greatly  influence  the  future 
practice  of  medicine.  Will  the  status  quo  prevail  or 
w ill  this  group  be  articulate  voices  clamoring  for 
compulsory  Federal  health  insurance?  Will  manage- 
ment union  welfare  funds,  well  suited  for  small  com- 
panies, fill  the  vacuum?  This  trend  is  already  notice- 
able although  it  does  not  provide  for  true  occupa- 
tional health  services.  Will  more  union  Health  Cen- 
ters fill  the  breach  or  will  the  managements  of  small 
companies  take  the  initiative  and  develop  medical 
units  to  serve  groups  of  companies?  The  answers  to 
these  questions  are  not  known. 

THE  FUTURE 

Certain  it  is,  however,  that  occupational  health 
sendees  are  here  to  stay;  moreover,  it  is  reasonable 
to  predict  that  they  will  increase  both  in  number 
and  scope  of  services,  but  leaving  definitive  treat- 
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/^arcinoma  of  the  lip,  while  low  in  actual  inci- 
dence,  is  frequently  classified  as  the  most  com- 
mon intra-oral  malignancy.  Furthermore,  it  is  the 
subject  of  continuing  speculation  as  to  etiology"  and 
proper  therapy.  This  report  is  an  analysis  of  experi- 
ence with  the  lesion  as  seen  at  St.  Francis  Hospital 
whose  Tumor  Registry  over  the  last  20  vears  has 
maintained  a record  of  98  per  cent  complete  follow- 
up of  all  patients  with  cancer  admitted  to  the  hos- 
pital or  its  clinics. 

Certain  etiological  concepts  formerly  held,  and 
perhaps  still  partially"  in  vogue,  are  of  interest.  I he 
causative  role  of  pipe  smoking  appears  to  have  been 
substantially  disproved.  I bis  is  in  keeping  with  the 
questions  raised  in  1947  by"  Ackerman1  who  asked 
why",  if  the  pipe  is  the  culprit,  is  not  the  upper  lip 
incidence  as  high,  and  why  are  not  the  buccal 
commissures  most  frequently  involved.  Recent  re- 
ports have  shed  further  light  on  its  etiology"  and 
strongly  support  the  importance  of  exposure  to 
weather,  especially  actinic  rays.  Leband’s2  study  of 


ment  in  the  realm  of  private  practitioner.  There  can 
be  no  doubt,  however,  that  the  increasing  industrial- 
ization of  our  society,  the  changing  age  of  the  popu- 
lation and  the  cost  of  medical  care  will  influence  the 
practice  of  medicine  in  the  United  States.  More 
physicians  will  be  attracted  to  industrial  medicine 
and  more  physicians  in  and  out  of  industry  will 
practice  preventive  medicine.  Industry  and/or 
unions  may  influence  considerably  the  future  of 
medicine  and  the  patterns  of  medical  care.  And 
finally,  from  industrial  medicine  may  come  research 
that  will  add  considerably  to  the  body  of  knowledge 
concerning  chronic  disease  and  the  aging  process. 
For  the  physician  in  industry  has  the  chance  of 
almost  day  by  day  observation  of  his  well  patient 
over  a period  of  many  years,  an  opportunity  denied 
his  colleagues  in  private  practice.  The  prospect  for 
the  future  of  industrial  medicine  is  bright  as  is  the 
prospect  for  better  employee  health. 


Harry  J.  Tamoney,  Jr.,  m.d.,  Hartford 


The  Author.  Assistant  Visiting  Physician  in  Sur- 
gery, St.  Francis  Hospital,  Hartford,  Connecticut 


SUMMARY 

This  article  is  an  analysis  of  the  experience  of  a 
community  hospital  in  its  management  of  carcinoma 
of  the  lip  over  a 20  year  period.  It  attempts  to  demon- 
strate a strong  etiological  factor  of  this  disease  with 
a suggestion  of  a defense  or  protection  against  the 
same.  The  author  in  addition  endeavors  to  encourage 
a more  aggressive  approach  in  its  treatment,  especially 
when  initial  examination  reveals  that  the  disease  has 
spread  to  the  neck. 


premalignant  lip  lesions  of  soldiers  returning  front 
Korea  is  an  excellent  example.  Fie  also  demonstrated 
that  advancing  age  is  not  the  important  factor,  by 
describing  two  cases  of  cancer  of  the  lip  in  patients 
in  their  early  twenties.  In  addition,  it  has  long  been 
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known  that  those  with  fair  complexions  are  more 
susceptible  to  the  disease  and  frequent  references  are 
made  to  high  incidence  in  sailors  and  farmers,  an- 
other indication  of  the  probable  role  of  exposure  to 
the  sun. 

Syphilis,  which  formerly  was  thought  to  be 
commonly  associated  with  carcinoma  of  the  lip,  was 
obviously  not  a factor  in  this  series.  Only  one  patient 
had  a positive  serologic  reaction  of  the  blood.  Fur- 
thermore, the  decrease  in  incidence  of  gumma  in 
recent  years  has  not  been  associated  with  a decline 
in  the  cancer. 

Reports  in  the  literature  indicating  that  carcinoma 
of  the  lip  is  rare  in  the  Negro  is  further  substantiated 
in  this  analysis.  There  were  no  cases  in  this  race 
despite  the  fact  that  the  hospital  serves  an  appre- 
ciable number  of  Negro  patients.  Since  the  Negro 
certainly  has  no  such  exceptional  immunity  with 
reference  to  other  types  of  oral  cancer,  a protective 
role  of  pigment  is  suggested.  This  would  be  consist- 
ent with  the  theory  which  stresses  the  etiologic  role 
of  actinic  rays. 

Certainly  a worthwhile  measure  in  the  prophy- 
laxis of  this  disease  would  be  the  use  of  a protective 
ointment.  Sun  worshippers  as  well  as  those  who  by 
occupation  are  necessarily  exposed  to  all  the  ele- 
ments of  the  weather,  would  do  well  to  protect  their 
lips  in  this  manner.  The  comment  in  Leband's  re- 
port2 that  only  7 to  iH  months  of  intensive  exposure 
was  present  in  two  soldiers  with  lip  cancer,  is  par- 
ticularly pertinent  in  this  regard. 

In  the  series  to  be  presented  there  was  no  signifi- 
cant occupational  factor  apparent. 

The  incidence  of  the  lesion  is  surprisingly  low 
w hen  one  considers  its  general  classification  as  the 
most  common  of  intra-oral  carcinomas.  From  1935 


to  1953  there  were  924  cases  in  Connecticut  as  re- 
corded in  the  State  Tumor  Registry.3  This  averages 
approximately  45  cases  per  year  in  a State  which 
has  a population  of  about  two  million. 

Contrary  to  what  some  authors  suggest,  I do  not 
feel  that  basal  cel!  carcinoma  belongs  in  the  classifi- 
cation of  carcinoma  of  the  lip  and,  consequently, 
this  report  excludes  that  group.  The  Vermillion  bor- 
der has  been  taken  as  the  anatomical  boundary  on 
the  face.  In  spite  of  the  close  proximity,  even  with 
ocasional  infiltration  of  the  lip  of  these  basal  cell 
lesions,  I believe  it  preferable  to  place  them  in  a 
separate  category. 

DISCUSSION 

Table  I sumarizes  data  pertinent  to  the  series  of 
54  cases  and  in  general  correlates  w ell  with  statistics 
in  other  published  reports. 

Why  is  there  a preponderance  of  males  over  fe- 
males? We  find  this  true  in  other  forms  of  cancer, 
yet  here  I do  not  believe  there  is  any  reason  to 
postulate  hormonal  differences.  The  protection 
against  the  elements  offered  by  the  common  use  of 
lipstick  seems  a more  logical  answer. 

1 he  lag  period  before  some  patients  sought  medi- 
cal attention  was  surprising.  Eight  of  the  patients 
had  their  lesions  for  over  one  year  before  they 
consulted  a physician,  one  went  five  years.  One 
would  think  that  with  a lesion  in  such  a noticeable 
place,  the  delay  would  be  much  less.  In  this  regard, 
the  large  size  of  the  lesion  in  many  cases  prior  to 
treatment  is  similarly  noticeable.  The  fact  that  only 
one  of  these  patients  died  of  the  disease  is  certainly 
in  keeping  with  Ackerman’s  description  of  the 
natural  history  of  this  tumor.  He  points  out  that  the 
large  verrucous  type  of  lesion  is  extremely  slow'  to 
metastasize  in  contrast  to  the  early  ulcerative  type. 


Table  I 

Carcinoma  of  the  Lip  — St.  Francis  Hospital  1935-1955 
Total  number  of  cases  54 


Sex 

Male 

51 

Pipe  smoker 

12  (22%) 

Female 

3 

Syphilis 

1 

Site 

Upper 

5 

Alive — January  1956 

27 

Lower 

49 

Dead — January  1956 

? *7 

Age 

Average 

6th  decade 

No  evidence  of  disease 

>5 

Oldest 

83 

Of  disease 

1 2 

Youngest 

39 

Race 

European 

extraction 

Lag  period  in  treatment 

No  Negro 

or  Caucasian 

Under  one  year 

46 

Over  one  year  8 

(one  5 years) 
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Since  there  are  only  54  cases  represented  in  the 
report,  it  is  not  possible  to  compute  reliable  5 year 
survival  rates.  This  is  especially  true  since  the  review 
deals  with  a 20  year  period  characterized  by  many 
changes  in  the  surgical  equipment  and  knowledge. 

In  the  group  of  27  patients  who  are  still  alive, 
only  one  patient  had  disease  in  the  neck  at  the  time 
of  his  initial  visit  to  his  physician.  This  patient  is 
alive  and  without  evidence  of  disease  for  over  six 
years.  In  the  remainder  of  the  patients  in  this  cate- 
gory, the  lesion  w as  completely  confined  to  the  lip. 

Of  the  entire  series,  fifteen  patients  died  without 
evidence  of  recurrent  disease.  Only  four  died  less 
than  five  years  after  their  initial  treatment.  Autopsies 
were  performed  in  only  a minority,  but  all  had  been 
carefully  followed  and  no  evidence  of  disease,  re- 
current or  metastatic,  was  ever  detected.  Coronary 
heart  disease  and  cerebrovascular  accidents  appeared 
to  be  the  most  common  cause  of  death  as  might 
be  expected  in  view  of  the  age  group. 

Forty-two  patients  in  this  series  were  treated  by  a 
single  primary  excision.  Three,  in  1940,  1942  and 
1948,  had  recurrences  or  metastases  and  died  of  the 
disease.  Of  the  remaining  nine  cases  in  this  group  of 
twelve  deaths,  one  had  generalized  leukemia  at  the 
time  of  biopsy;  three  were  in  terminal  stages  where 
biopsy  and  token  x-ray  therapy  were  the  only  treat- 
ment administered,  and  five  either  had  fulguration  of 
the  lesion,  radiation  to  it,  or  both. 

In  summing  up  the  results  of  treatment,  there 
appear  to  be  just  three  patients,  during  the  period 
1935-1955,  who  might  possibly  have  been  bene- 
fited by  a more  extensive  or  radical  initial  resection. 
This  raises  the  familiar  problem  of  unrecognized  or 
microscopic  spread  of  the  tumor  prior  to  excision 
of  the  primary. 

The  majority  of  the  deaths  from  the  disease  were 
found  in  patients  with  disease  spread  to  the  neck.  It 
has  long  been  known  that  of  all  malignancies  cancer 
of  the  lip  is  one  of  those  in  which  the  prognosis 
changes  most  radically  when  the  disease  has  extend- 
ed, even  if  in  only  one  locus,  to  the  regional  node.4 
This  feature  of  the  disease  should  be  investigated 
further.  Twenty  years  ago,  when  we  did  not  have 
the  advantages  of  modern  surgical  techniques  and 
ancillary  assistance,  results  with  cancer  located  pri- 
marily in  the  lip  were  not  much  different  from  those 
of  the  present.  The  probability  of  the  cure  of  cancer 
confined  to  the  lip  thus  seems  excellent  regardless 
of  method  of  therapy.  The  modern  Estlander  flaps 


and  their  many  plastic  modifications,  which  cer- 
tainly accomplish  a better  cancer  operation  in  pro-  j 
ducing  a wider  and  more  complete  excision  w irh 
better  cosmetic  result,  have  not  seemed  to  raise  the 
cure  rate  appreciably  over  that  achieved  by  less 
extensive,  if  at  times  deforming  procedures.  Thus  l 
the  challenge  remains,  and  the  need  for  better  meth- 
ods of  treatment  of  metastatic  disease  in  the  neck  is  J 
apparent. 

With  reference  to  lesion  of  the  lower  lip,  the 
site  of  most  cases,  the  submaxillary  group  of  lymph 
nodes  are  usually  the  first  to  be  involved  by  me- 
tastatic disease,  regardless  of  where  on  the  lower ; 
lip  the  primary  is  located.  Although  the  disease  may 
remain  at  this  site  a considerable  period  of  time,  I 
negative  palpation  of  the  rest  of  the  neck  never 
guarantees  this,  and  thus  just  removing  the  sub- 
maxillary nodes  is  not  definitive  treatment  of  this 
metastatic  lesion.  The  presence  of  a clinically  en- 
larged node  should  be  sufficient  justification  for  per- 
forming a radical  neck  dissection  w ith  extirpation 
of  all  the  node-bearing  areas  of  that  neck.  More  ex- 
tensive surgery  than  this  does  not  appear  warranted. 
The  principle  of  removing  the  primary  in  the  lip 
in  continuity  with  the  nodes  in  the  neck,  a proce-  j 
dure  validly  used  in  other  forms  of  cancer,  does  not  1 
seem  applicable  here.  There  are  tremendous  cos- 
metic and  reconstructive  problems  involved  and  it 
is  questionable  just  how  much  such  a procedure 
would  accomplish.  It  would  appear  more  sensible 
to  accept  the  embolic  theory  of  the  spread  of  car- 
cinoma, and  to  assume  that  no  malignant  cells  re-  I 
main  along  the  routes  of  travel  from  the  lip  to  the  • 
neck. 

Whether  more  frequent  use  of  the  radical  neck 
procedure  in  the  treatment  of  this  series  of  patients  I 
would  have  increased  the  salvage  rate  is  a moot  ques- 1 
tion.  It  does,  however,  seem  to  be  a logical  exten- 
sion of  the  surgical  attack  on  the  disease.  It  is  my  I 
feeling  that  the  next  20  years’  experience  will  justify! 
this  position. 

CONCLUSION 

1.  Twenty  years  of  hospital  experience  with  54  j 
cases  of  carcinoma  of  the  lip  is  reviewed. 

2.  A^e,  sex,  race,  site  of  location  incidences  appear 
not  to  be  different  from  other  published  reports. 

3.  Pipe  smoking  and  syphilis  played  no  demon- 
strable role  as  etiological  factors  in  this  series. 

4.  Exposure  to  the  elements  of  nature  seems  to  be 
the  most  probable  etiologic  factor. 
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5.  For  those  who  constantly  are  exposed  to  the 
weather,  a protective  ointment  for  the  lips  is  sug- 
gested as  prophylaxis  against  this  disease. 

6.  A more  radical  surgical  approach  is  advocated 
for  patients  with  disease  spread  to  the  neck. 

The  author  wishes  to  express  sincere  appreciation  for  the 
complete  histological  review  of  the  lesion  in  each  of  these 
cases  by  Louis  P.  Hastings,  m.d.,  chief,  Department  of 
Pathology,  St.  Francis  Hospital,  Hartford,  Connecticut. 
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THE  CENTRALIZATION  OF  RADIOTHERAPY  FACILITIES  IN  GREAT  BRITAIN 

Harold  D.  Batt,  m.d.,  New  Haven 


'T'  he  purpose  of  this  paper  is  to  discuss  some  inter- 
A esting  aspects  of  the  practice  of  radiotherapy  in 
Great  Britain  which  were  observed  in  the  1954-1955 
academic  year.  During  that  time  the  author  was 
privileged  to  study  under  Professor  B.  W.  Windeyer 
at  the  Meyerstein  Institute  of  Radiotherapy,  Middle- 
sex Hospital,  London,  as  a Clinical  Fellow  of  the 
Connecticut  Division  of  the  American  Cancer 
Society. 

One  of  the  distinguishing  characteristics  of  Brit- 
ish  radiotherapy  is  its  recognition  as  a separate 
specialty  and  the  achievement  of  this  status  can 
best  be  understood  in  the  light  of  its  historical  back- 
ground.1-2 In  1920  the  Medical  Research  Council  of 
Great  Britain  distributed  the  available  small  govern- 
ment supply  of  radium  to  regional  centers.  During 
this  era  radium  officers,  usually"  surgical  specialists, 
supervised  the  use  of  radium  while  roentgenologists 
retained  control  of  x-ray  therapy.  Gradually  the 
value  of  radiation  therapy  became  apparent,  par- 
ticularly in  malignant  disease,  and  this  necessitated 
a larger  supply  of  radium.  To  meet  this  demand 
public  and  government  funds  amounting  to  £ 700 ,- 
000  were  made  available  to  a National  Radium 
Commission  established  in  1929.  The  Commission, 
w hich  supervised  the  purchase  and  distribution  of 
the  additional  radium,  continued  the  policy"  of 
allocating  the  radium  to  radium  officers  in  regional 
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SUMMARY 

Radiotherapy  is  practiced  as  a separate  specialty  in 
Great  Britain  and  the  historical  background  leading  to 
this  situation  is  reviewed.  Many  of  the  British  ad- 
vances in  radiotherapy  have  resulted  from  combined 
effort  with  other  allied  specialties  and  the  composition, 
function,  and  value  of  a "radiotherapy  team"  are 
pointed  out.  The  centralization  of  the  facilities  makes 
for  more  efficient  use  of  highly  trained  personnel,  as 
well  as  making  it  possible  for  every  patient  to  have 
the  exact  type  of  radiotherapy  best  suited  for  the 
problem. 


centers.  Gradually  these  physicians  who  were  par- 
ticularly interested  in  radiation  therapy  wTere  also 
entrusted  with  the  use  of  therapeutic  x-ray  equip- 
ment. It  soon  became  evident  that  it  would  be 
advantageous  to  have  large,  well  equipped  radio- 
therapy departments,  each  serving  a large  number  of 
patients.  I he  early  centers  proved  their  worth  and 
hence  the  policy  was  further  fostered  by7  the  Na- 
tional Health  Service  in  1948.  In  essence,  the  separa- 
tion of  radiotherapy7  and  radiodiagnosis  into  indi- 
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vidual  specialties  in  Great  Britain  was  a gradual 
process  extending  over  a period  of  about  thirty-five 
years. 

The  partition  was  formalized  at  the  training  level 
about  1950  when  physicians  were  first  certified 
either  in  radiodiagnosis  or  radiotherapy.  Certifica- 
tion in  radiotherapy  requires  tw  o years  of  training 
at  a level  comparable  to  an  American  residency. 
The  value  of  a broad  clinical  background  as  a pre- 
requisite for  radiotherapy  practice  is  so  important 
that  many  trainees  at  the  larger  centers  have  pre- 
viously qualified  in  another  specialty.  Following 
certification  in  radiotherapy,  most  candidates  con- 
tinue their  education  as  assistants  before  being 
allowed  to  assume  the  responsibility  of  directing  a 
radiotherapy  department. 

There  are  many  reasons  offered  for  the  separation 
of  radiodiagnosis  and  radiotherapy  in  Great  Britain, 
some  of  which  are  purely  medical.  1 he  medical 
reasons  are  equally  applicable  in  this  country.3-4 
Quick5  advocates  separate  departments  in  the  larger 
medical  centers,  aptly  noting  that  “ 1 he  common 
bond  of  union,  a transformer  and  an  x-ray  tube,  has 
so  changed  in  complexion,  in  the  two  spheres  of 
activity  over  the  years,  as  to  be  no  longer  recog- 
nizable.” Not  only  is  the  x-ray  equipment  different, 
but  radiotherapy  requires  special  technical  and  sur- 
gical skills  which  can  be  acquired  and  maintained 
only  by  practice.  Furthermore,  the  body  of  knowl- 
edge in  both  fields  is  growing  at  a rate  which  makes 
it  increasingly  difficult  to  assimilate  and  apply.  For 
medical  reasons,  therefore,  it  is  logical  to  foster  the 
separation  of  radiodiagnosis  and  radiotherapy.  1 his 
concept  has  not  yet  been  generally  accepted  in  the 
United  States. 

Even  though  radiotherapy  is  practiced  as  a sep- 
arate specialty  in  Great  Britain,  it  has  not  retired 
behind  a maze  of  elaborate  equipment  and  radiation 
physics.  On  the  contrary,  radiotherapists  believe  that 
patients  benefit  most  from  a proper  application  of 
the  combined  knowledge  of  many  specialties  and 
consequently  have  advocated  a radiotherapy  team. 
Ideally  such  a team  consists  of  the  radiotherapist, 
referring  physician,  clinical  physicist,  and  technical 
and  nursing  help.  Additional  consultation  from  the 
pathologist,  plastic  surgeon,  dentist,  or  other  special- 
ists is  obtained  when  needed.  Patients  are  seen  in 
“combined  clinics”  and  are  examined  by  the  refer- 
ring physician  and  the  radiotherapist.  A course  of 
treatment  is  planned  and,  when  possible,  follow-up 
visits  are  conducted  in  the  same  manner.  This  en- 


ables each  member  of  the  team  to  learn  what  the 
other  has  to  offer.  That  the  radiotherapists  have 
earned  the  respect  of  their  colleagues  is  evident  by 
the  trust  displayed  in  their  opinion  at  such  clinics. 
1 his  team  work  has  undoubtedly  been  a major 
factor  in  improving  the  results  of  both  curative  and 
palliative  radiotherapy  in  Great  Britain. 

Even  though  clinical  radiation  physicists  are  con- 
sidered an  integral  part  of  the  radiotherapy  team, 
it  is  presently  impossible  to  provide  a physicist  for 
every  small  radiotherapy  department,  even  on  a part 
time  basis,  because  of  a shortage  of  such  trained 
personnel.  However,  by  centralizing  facilities  the 
employment  of  a full  time  physicist  becomes  practi- 
cal. 1 he  duties  of  the  physicist  include  checking 
treatment  plans,  dosimetry  calculations,  teaching 
physics  to  trainees,  supervising  personnel  protection, 
and  maintenance  and  calibration  of  equipment. 

The  radiotherapy  technician  also  has  an  import- 
ant role  in  the  operation  of  a large  department. 
Well  trained  and  responsible  technicians  may  be 
allowed  to  set  up  routine  treatments  under  the 
supervision  of  the  radiotherapist.  The  technician 
often  develops  considerable  skill  in  making  casts  for 
beam  direction  x-ray  therapy,  radium  molds,  and 
other  tvpes  of  applicators.  Technicians  with  a back- 
ground in  the  nursing  arts  also  help  with  the  medi- 
cal care  of  the  patient  and  assist  in  special  examina- 
tions. Fully  aware  of  the  hazards  of  radiation,  they 
are  able  to  minister  to  their  patient’s  needs  in  a safe 
and  calm  manner. 

Another  advantage  of  centralization  is  concerned 
with  the  equipment  required  for  the  modern  prac- 
tice of  radiotherapy.  Today  proper  radiotherapy 
utilizes  the  familiar  250  KV  x-ray  machine,  radium, 
the  newer  radioactive  isotopes  and  x-rays  in  the 
range  of  a million  volts  or  more.  The  cost  of  such 
a wide  range  of  treatment  modalities  is  prohibitive 
for  the  small  radiotherapy  department,  but  when 
facilities  are  centralized,  financial  factors  are  rela- 
tively less  of  a problem.  What  is  even  more  im- 
portant is  that  by  having  all  the  equipment  at  hand 
the  patient  is  able  to  receive  the  best  treatment  for 
a given  condition  rather  than  the  available  treatment 
which  may  not  necessarily  be  ideal. 

The  various  centers  in  Great  Britain  have  com- 
plete freedom  in  determining  their  treatment  poli- 
cies and  as  a result  a unique  opportunity  is  available 
for  the  evaluation  of  w idely  divergent  policies.  An 
outstanding  example  of  this  is  the  current  contro- 
versy regarding  treatment  of  carcinoma  of  the 


Connecticut  State  Medical  Jojtrval 


BATT 


959 


' 


Mi  breast.  McWhirter  in  Edinburgh  has  been  evalu- 
ivi  ating  the  results  of  simple  mastectomy  followed  by 
bj  radiotherapy  while  many  of  his  London  colleagues 
cj  vigorously  disagree  with  such  an  approach.  How- 
id  'ever,  since  the  follow-up  system  is  excellent,  the 
m results  of  this  and  other  techniques  can  eventually 
be  accurately  appraised  and  compared, 
n The  advantages  of  centralized  radiotherapy  may 
n be  summarized  as  follows: 

1.  Relieving  the  shortage  of  properly  trained 
radiotherapists,  a condition  present  both  in  Great 
Britain  and  in  the  United  States. 

2.  Providing  an  opportunity  for  the  radiotherapist 
to  maintain  clinical  and  technical  competence  by 
reason  of  the  large  number  and  variety  of  patients 
seen. 

3.  Providing  physicians  in  training  an  opportu- 
nity to  see  and  treat  a w ide  variety  of  conditions 
under  proper  supervision. 

i 4.  Lowering  the  cost  of  radiotherapy  by  using 
expensive  equipment  and  skilled  personnel  with 
maximum  efficiency. 

3.  Making  possible  an  arrangement  whereby  the 
results  of  new  and  old  radiotherapy  techniques  can 
be  accurately  and  rapidly  evaluated. 

There  are  also  some  disadvantages  of  centraliza- 
tion, the  most  obvious  one  being  the  distance  patients 
must  travel  from  their  homes  to  the  center.  In  some 
cases,  depending  on  the  distance  and  general  condi- 
tion of  the  patient,  hospitalization  or  nearby  accom- 
modations may  be  arranged.  When  treatments  are 
concluded,  these  patients  may  then  be  followed  at 
peripheral  clinics  close  to  their  homes.  Members  of 
the  staff  of  the  center  travel  to  such  clinics  to  con- 
duct the  recheck  examinations. 


In  contrast  to  the  centralization  of  radiation  facil- 
ities which  is  popular  in  Great  Britain,  the  Scandi- 
navian countries,  and  on  the  continent,  the  status  of 
radiotherapy  in  Connecticut  presents  a much  dif- 
ferent picture.  Griswold6  recently  reviewed  the 
radiation  facilities  in  Connecticut  hospitals.  (Radia- 
tion therapy  in  private  offices  was  not  analyzed.) 
With  a population  estimated  in  1952  to  be  2,097,000, 
there  were  twenty  hospitals  equipped  to  use  radium 
and  deep  x-rays  and  an  additional  eight  hospitals 
using  radium  only.  With  few  exceptions  the  hospital 
radiologists  supervising  the  radiotherapy  were  pri- 
marily busy  with  diagnostic  radiology. 

On  the  basis  of  experience  in  Great  Britain  the 
population  of  Connecticut  is  large  enough  to  war- 
rant three  or  four  radiotherapy  centers.  Such  units, 
with  competent  radiotherapists  and  adequate  equip- 
ment could  practice  more  nearly  ideal  radiotherapy. 
If  these  centers  were  properly  located  in  this  small 
State,  patient  travel  could  be  kept  to  a minimum, 
thus  obviating  the  major  disadvantage  of  centraliza- 
tion. 
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BILATERAL  SIMULTANEOUS  TUBAL  PREGNANCY 

Case  Report 

Lawrence  L.  AIalinconico,  m.d.  and  Frank  O.  Wood,  m.d.,  Hartford 


T)  1 lateral  simultaneous  tubal  pregnancy  remains 
such  a rare  phenomenon  that  we  feel  justified 
in  documenting  this  case.  The  incidence  of  this  oc- 
currence is  reported  to  be  1:1580  cases  of  ectopic 
pregnancies.1  This  case  is  one  of  a ruptured  tubal 
pregnancy  coinciding  simultaneously  with  a tubal 
pregnancy  on  the  opposite  side. 

CASE  REPORT 

L.  F.,  a 36  year  old  white  female,  gravida  II,  para  I,  was 
seen  in  the  emergency  room  at  the  Hartford  Hospital  on 
October  26,  1955  at  4:50  a.  m.  complaining  of  lower  ab- 
dominal pain  and  weakness  of  sixteen  hours  duration.  The 
onset  of  the  present  illness  occurred  on  the  afternoon  of 
October  25,  with  sudden  sharp  pain  through  the  lower  ab- 
domen and  fainting.  The  pain  persisted  so  the  patient  was 
taken  to  another  hospital  where,  after  waiting  for  examina- 
tion, left  without  one  being  effected.  She  went  home  to  bed. 
The  abdominal  pain  persisted  and  became  more  severe.  1 he 
patient  again  sought  medical  attention.  This  time  she  was 
seen  by  her  family  physician  who  advised  immediate  hos- 
pitalization. 

The  family  history  was  noncontributory.  Her  past  history 
was  negative.  She  had  had  no  previous  operative  procedures, 
history  of  pelvic  inflammatory  disease  or  venereal  disease. 
The  patient  had  one  normal  pregnancy,  delivery,  and 
puerperium  seventeen  years  ago.  Menstrual  history  gave  her 
last  period  in  August. 

Physical  examination  in  the  emergency  room  revealed  a 
well  developed,  well  nourished,  pale,  apprehensive  female 
with  shallow,  rapid  respirations.  She  complained  only  of 
abdominal  pain.  The  skin  was  cold  and  clammy.  Blood 
pressure  40/0,  pulse  120,  rapid  and  faint.  The  heart  and 
lungs  were  negative  on  examination.  I he  abdomen  was  dis- 
tended, rigid,  with  extreme  tenderness  and  spasm  on  palpa- 
tion. There  was  considerable  rebound  tenderness  over  the 
lower  abdomen.  Pelvic  examination  was  not  done.  Clinical 
impression  was  ruptured  ectopic  pregnancy  with  hemoperi- 
toneum. 

An  intravenous  infusion  of  Plasran  was  started  and  the 
patient  was  taken  directly  to  the  operating  room  where 
1000  cc.  whole  blood  was  administered  under  pressure.  The 
blood  pressure  rose  to  100/70. 

A laparotomy  was  performed  under  general  anesthesia. 
The  abdomen  was  opened  through  a mid  line  incision. 


I)r.  Malinconico.  Former  Senior  Resident  in  Ob- 
stetrics and  Gynecology,  Hartford  Hospital;  Fellow 
of  the  American  Cancer  Society 
Dr.  Wood.  Visiting  Obstetrician  and  Gynecologist, 
Hartford  Hospital 


SUMMARY 

From  a total  of  102,005  births  and  620  ectopic 
pregnancies  at  the  Hartford  Hospital  from  1923  to 
1954,  the  authors  report  the  only  case  of  bilateral 
simultaneous  tubal  pregnancy.  The  diagnosis  was  not 
made  until  the  abdomen  was  opened,  at  which  time 
one  tube  was  found  ruptured,  the  other  swollen  and 
tense  but  intact.  No  attempt  was  made  to  preserve 
the  unruptured  tube.  Microscopic  preparations  sub- 
stantiated the  diagnosis  of  a pregnancy  in  each  tube. 


Approximately  1500  cc.  of  fresh  and  clotted  blood  was  found 
in  the  peritoneal  cavity.  Examination  showed  the  uterus  to 
be  slightly  enlarged.  The  left  tube  was  found  to  be  ruptured 
at  the  midisthmial  portion  and  bleeding  briskly.  A left 
salpingectomy  was  performed  and  the  bleeding  controlled. 
The  blood  pressure  was  now  110/80.  Exploration  of  the 
right  tube  revealed  it  to  be  enlarged  and  tense,  with  an 
elliptical  dilatation.  The  serosal  surface  appeared  blue.  A 
right  salpingectomy  was  done.  The  abdomen  was  closed  in 
layers.  The  patient  received  an  additional  500  cc.  of  whole 
blood  during  the  procedure;  the  blood  pressure  at  the  end 
of  the  procedure  was  125/80. 

The  patient’s  postoperative  course  was  uneventful.  She 
was  placed  on  Pen-Strep  for  three  days.  Hematocrit  on  the 
first  postoperative  day  was  31.  Skin  clips  were  removed  on 
the  fifth  postoperative  day.  The  patient  was  seen  one  month 
after  discharge  and  was  well. 

MACROSCOPIC  EXAMINATION 

The  specimen  consists  of  two  Fallopian  tubes.  The  right 
tube  (Figure  1)  is  enlarged  and  has  an  elliptical  form  with 
bluish  tinged  serosa.  It  is  distended  and  firm,  measuring 
3 by  8 cm.  The  fimbriated  end  appears  to  be  stenosed.  On 
cut  section  the  lumen  contains  clotted  blood  and  tissue 
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Figure  i 

Enlarged,  dilated  right  Fallopian  tube  with  closed 
fimbriated  end.  The  lumen  contains  clotted  blood 
and  tissue. 


Figure  2 

Left  Fallopian  tube  showing  rupture  in  the  mid- 
isthmal  portion 


Figure  3 

Photomicrograph  of  right  tube  illustrating  the  thin 
wall  with  chorionic  villi  in  the  lumen.  Syncytial 
knots  can  be  identified. 


Figure  4 

Photomicrograph  of  the  left  tube  showing  the 
thickened  wall.  The  lumen  contains  chorionic  villi 
and  hemorrhage. 
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that  resembles  villi.  The  lining  is  thickened  and  hemorrhagic. 
The  left  tube  (Figure  2)  measures  3 by  5 cm.  It  has  a rup- 
ture in  the  midisthmian  portion.  On  cut  section  this  tube 
contains  clotted  blood  and  irregular  fragments  of  tissue. 

1 he  fimbriated  end  of  the  tube  is  widely  patent;  there  is  a 
blood  clot  extruding  from  the  opening. 

MICROSCOPIC  EXAMINATION 

Microscopic  examination  of  the  right  tube  (Figure  3) 
shows  a distended  lumen.  I he  wall  is  thinned  out.  There 
is  a pronounced  decidual  reaction  on  the  serosal  surface. 
The  normal  mucosa  is  interrupted  by  a mass  of  decidua  and 
villi.  There  are  numerous  chorionic  villi  in  the  lumen.  Some 
are  attached  to  the  wall  of  the  tube.  There  is  a cystic  struc- 
ture in  the  lumen  suggesting  an  amniotic  cavity  though  no 
fetus  was  found.  Syncytial  knots  are  also  identified. 

Examination  of  the  left  tube  (Figure  4)  shows  a thickened 
wall  that  has  been  interrupted.  At  one  portion  there  arc 
numerous  chorionic  villi  in  the  lumen  with  considerable 
hemorrhage.  Syncytial  knots  are  identified  along  with 
definite  decidual  reaction. 

Diagnosis:  Bilateral  tubal  pregnancies. 

At  the  Hartford  Hospital  from  1923  to  1954  there 
have  been  102,005  births  and  620  ectopic  pregnan- 
cies. 1 his  is  the  first  case  to  be  diagnosed  at  this 


hospital.  It  was  not  suspected  preoperatively  and  w as 
found  only  on  examination  at  the  time  of  operation. 

Microscopic  examination  of  the  tissue  meets  the 
criteria  proposed  by  Fishback.-  Chorionic  villi  were 
found  in  the  lumen  of  both  tubes. 
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CONTROLLING  THE  LABELING  OF  COMMON  HAZARDOUS  SUBSTANCES 

F.  Leslie  Hart,  Boston , Massachusetts 


America  is  a country  of  trade  marks  and  trade 
^ names.  Household  chemicals— cleaning  liquids, 
spot  removers,  bleaches,  disinfectants,  hair  lotions, 
silver  polishes— these,  and  many  more,  are  sold  under 
some  fanciful  name  usually  having  no  relationship 
w ith  the  composition  of  the  product.  Many  of  these 
household  products  contain  hazardous  chemicals; 
often  there  is  no  indication  on  the  package  of  the 
presence  of  these  chemicals,  nor  any  warning  that 
the  item  may  be  toxic.  Their  increasing  number  and 
lack  of  informative  labeling  makes  it  difficult  for 
the  attending  physician  to  pinpoint  the  toxic  sub- 
stances, or  to  recognize  them  bv  their  trade  names. 

Let  me  start  by  relating  to  you  a consumer  com- 
plaint telephoned  to  my  Boston  office  last  January. 
A housewife  complained  of  the  danger  inherent  in 
the  use  of  an  oven  cleaner  labeled  Safe-T-Sprav, 
made  in  Connecticut.  The  label  directed  that  the 
product  he  sprayed  into  a cold  oven,  “never  w arm 


1 he  Author.  Chief,  Boston  District  Food  and  Drug 
Administration 


SUMMARY 

There  are  many  household  preparations,  containing 
toxic  ingredients,  whose  labels  bear  no  warning  of 
danger.  Many  cases  of  accidental  poisoning — particu- 
larly to  children — have  been  traced  to  the  misuse  of 
these  preparations,  many  of  which  bear  no  informative 
or  cautionary  label.  Present  Federal  and  State  laws  do 
not  afford  sufficient  protection  from  this  public  health 
hazard.  The  author  describes  certain  educational  and 
legislative  steps  that  have  been  taken  to  lessen  this 
danger.  Dependence  on  present  applicable  Federal 
law:  viz.,  Food,  Drug,  and  Cosmetic  Law,  and  Caustic 
Poison  Act,  will  not  suffice.  He  advocates  a threefold 
approach:  education,  research,  and  legislative. 


Yresented  at  the  Annual  Meeting  of  Connecticut  State  Medical  Society , April  25,  1956,  at  Hamden,  Connecticut 
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or  hot.”  It  cautioned  the  operator  to  “avoid  inhaling 
vapors;”  also  “keep  out  of  the  reach  of  children.” 
The  housewife  said  that,  although  she  followed 
directions  closely,  she  w as  almost  asphyxiated.  She 
further  said  the  spray  had  a pronounced  ether  odor. 

Since  the  product  did  not  come  under  any  law 
administered  by  the  Food  and  Drug  Administration 
we  referred  the  substance  of  the  complaint  to  the 
Connecticut  Food  and  Drug  Commission.  Their 
laboratory  reported  that  the  solvent  was  methylene 
chloride,  a liquid  boiling  at  41  C.  While  there  is 
little  or  no  fire  hazard  in  the  use  of  this  product, 
the  State  laboratory  concluded  that  the  spray  was 
too  toxic  for  promiscuous  use,  despite  the  warning 
statements  on  its  label.  Here  again  there  is  no  State 
law  they  could  apply  to  this  product  to  remove  it 
from  the  market.  Toxicologists  report  that  a methy- 
lene chloride  concentration  as  low  as  865  parts  per 
million  in  the  air  induces  dizziness  after  20  minutes, 
and  2300  ppm  causes  nausea  after  30  minutes.  They 
also  report  this  volatile  liquid  is  very  dangerous  to 
the  eyes. 

Death  by  accidental  poisoning  occurs  principally 
to  children.  Katherine  Bain,  m.d.  of  the  Children’s 
Bureau,  U.  S.  Department  of  Health.  Education,  and 
Welfare,  in  a paper  in  Journal  of  Pediatrics,  June, 
1954,1  studied  the  statistical  reports  on  these  deaths, 
in  the  United  States  and  England  (and  Wales),  for 
the  decade  1940-1950.  The  British  rate  was  0.87  per 
100,000  population.  The  United  States  rate  was  3.6, 
four  times  as  high,  for  children  between  one  and  five 
years  of  age.  This  author  assigns  easy  access  to 
poisonous  substances  as  probably  the  basic  reason 
behind  the  high  United  States  death  rate.  In  a more 
detailed  study  of  the  1949-1950  United  States  reports 
of  accidental  death  through  poisons  occurring  to 
small  children  she  ascribes  about  one  third  of  the 
deaths  to  accidental  ingestion  of  drugs,  including 
those  obtained  on  prescription.  Such  deaths  are  not 
the  subject  of  this  paper.  One  fourth  of  the  deaths 
are  ascribable  to  petroleum  products,  chiefly  kero- 
sene, and  another  one  third  occurred  from  the  in- 
gestion of  materials  intended  for  external  use  (caus- 
tic alkalis  and  acids,  solvents  and  dry  cleaners,  anti- 
freeze, furniture  polish,  insecticides  and  the  like). 

Recently  Irvin  Kerlan,  m.d.  of  the  Food  and  Drug- 
Administration  delivered  a paper  on  Health  Prob- 
lems of  Household  Chemicals  at  a Symposium  on 
Hazardous  Household  Chemicals  and  Agricultural 
Poisons,  during  the  annual  meeting  of  the  American 
Association  for  the  Advancement  of  Science  held  in 
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Atlanta  on  December  29,  1955.  In  this  paper  Dr. 
Kerlan  quoted  from  Vital  Statistics  of  the  United 
States,  1953,  in  ascribing  1,391  accidental  deaths  to 
solid  and  liquid  substances,  and  1,223  to  g'ases  and 
vapors.  Of  the  1,391  accidental  deaths  from  solid 
and  liquid  substances,  445  were  of  children  under 
five  years  of  age.  It  must  be  remembered  that  this 
is  not  a complete  picture;  nonfatal  accidents  are  not 
required  to  be  reported  in  most  States.  Dr.  Kerlan 
estimates  these  to  be  100  to  150  times  the  number 
of  fatalities.  In  addition,  suicides  and  self-inflicted 
poisonings  from  solid  and  liquid  substances  and  gases 
accounted  for  3,269  additional  deaths.  All  of  these 
revolve  about  the  home  environment. 

Dr.  Kerlan  attributes  this  high  number  of  house- 
hold accidental  poisonings  to  the  unawareness  of 
many  individuals  that  many  liquids  or  solid  prepara- 
tions known  to  be  inedible  are  in  fact  toxic.  This 
he  ascribes  to  the  lack  of  informative  and  precau- 
tionary labeling  on  many  household  items  available 
in  every  pantry,  basement,  medicine  cabinet,  garage 
or  elsewhere  in  the  home.  I his  is  an  important  gap 
in  consumer  protection. 

In  another  article  prepared  for  a Conference  on 
Home  Accident  Prevention  held  at  the  School  of 
Public  Health,  U niversity  of  Michigan  on  January 
20-22,  1953,  Dr.  Kerlan,  along  with  Elizabeth  C. 
Kelly  of  the  hood  and  Drug  Administration,3  stresses 
the  need  for  forthright  measures  to  lower  the  death 
rate,  now  numbering  about  1,250  per  year,  from 
accidental  poisonings  in  the  home.  In  addition  these 
authors  quote  the  National  Safety  Council  as  author- 
ity for  their  estimate  of  187,500  nonfatal  poisonings 
due  to  environmental  factors  in  the  home. 

Kerlan  and  Kelly  conclude  that  more  informative 
labeling  is  necessary  but  that  alone  is  not  the  total 
answer.  One  precaution  is  that  of  distinctive  con- 
tainers or  distinctive  coloring  for  certain  poisons; 
another  is  a requirement  of  certain  protective  de- 
vices, such  as  constricted  bottle  necks  in  the  case  of 
poisonous  liquids  which  might  intrigue  children. 
Certain  household  poisons  whose  potential  for  harm 
outweighs  their  usefulness  should  be  eliminated  from 
trade.  (Cyanide  silver  polishes  or  yellow  phosphorus 
rat  and  roach  poisons  come  to  mind  here.) 

The  Federal  Food,  Drug,  and  Cosmetic  Act,  and 
most  of  the  State  laws  require  that  active  ingredi- 
ents of  household  drugs  be  declared  on  the  label  by 
their  common  name,  together  with  directions  for 
use,  and  warnings  against  injury  under  specified 
conditions  of  use;  the  Federal  Insecticide,  Fungicide 
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HAZARDOUS  SUBSTANCES  LABELING 


and  Rodenticide  Act  requires  a listing  of  active  in- 
gredients on  the  label  of  all  pesticides,  fungicides, 
and  herbicides  entering  interstate  commerce.  It 
further  requires  a skull-and-crossbones  design  and 
the  word  “Poison”  prominently  in  red,  on  the  label 
of  any  of  these  products  which  contain  “substances 
in  quantities  highly  toxic  to  man.”  This  Act  also 
requires  that  certain  listed  poisons,  such  as  arsenicals, 
fluorides,  and  fluorosilicates  should  be  distinctly 
colored.  All  of  these  laws  of  course  require  that  the 
label  bear  the  name  and  address  of  the  maker, 
packer,  or  distributor,  [here  is  one  Fedral  law 
that  requires  a warning  statement,  Poison,  and  an 
antidote  statement  on  certain  named  poisons,  1 2 in 
all,  packed  in  containers  suitable  for  household  use. 
This  is  the  Caustic  Poison  Act. 

Dr.  Chevalier  Jackson  encountered  in  his  practice 
many  instances  of  children  receiving  severe  internal 
burns  through  innocently  consuming  lye,  ammonia, 
or  other  caustic  substances.  He  interested  the  AM  A 
in  sponsoring  remedial  legislation.  A committee, 
consisting  of  a representative  from  each  State 
Society,  campaigned  for  State  and  Federal  laws. 
About  half  of  the  States  did  pass  laws  requiring 
informative  labeling,  but  these  were  far  from  uni- 
form and  it  was  obvious  a Federal  law  was  needed. 
Dr.  Jackson,  in  behalf  of  the  committee,  presented 
to  the  legislators  hundreds  of  photographs  of  chil- 
dren injured  by  swallowing  packaged  household  lye, 
and  other  caustic  substances  common  in  homes. 
Along  with  each  photograph  he  displayed  a label 
of  the  poisonous  substance;  these  labels  bore  no 
Poison  legend,  or  other  warning.  Some,  in  fact,  bore 
such  statements  as,  “will  not  injure  the  hands,”  “will 
not  harm  the  most  delicate  fabric.”  This  resulted  in 
the  passage  of  the  Caustic  Poison  Act  in  1927. 

The  House  Committee  Report  on  this  bill  (HR 
8305,  69th  Congress)  said  that,  while  “the  particular 
danger  originally  sought  to  he  obviated  by  this 
measure  was  that  resulting  from  the  household  use 
of  sodium  hydroxide,  or  concentrated  lye— it  seemed 
wise,  however,  to  make  the  measure  comprehensive 
in  scope  and  to  include  within  its  provisions  such 
other  substances  as  are  in  common  household  use,  or 
such  as  might  reasonably  be  expected  to  constitute 
a source  of  danger  as  the  result  of  use  in  the  house- 
hold.” 

In  recommending  that  the  hill  be  enacted  into 
law  the  House  Committee  said  that  as  early  as  1884 
the  American  Medical  Association  began  a vigorous 
campaign  against  this  “real  danger  to  child  life.” 


Attempts  to  remedy  the  situation  without  legisla- 
tion were  futile;  a manufacturer  humane  enough  to 
brand  their  products  as  Poison  lost  trade  to  his 
competitors  whose  products,  though  equally  danger- 
ous, bore  no  stigma  of  poison  on  their  labels. 

There  was  very  little  debate  on  either  floor  of 
Congress  and  the  bill  passed  without  opposition. 
When  the  matter  came  up  for  public  hearings  on 
proposed  rules  and  regulations  for  enforcement  of 
the  Act  the  manufacturers  of  wet  storage  batteries 
became  alarmed  that  the  proposed  regulations  would 
require  a Poison  label,  not  only  on  storage  batteries, 
but  also  in  instruments  or  machinery  in  which  a 
wet  storage  battery  was  a part.  They  submitted  a 
brief  arguing  that  the  proposed  definitions  for  “con- 
tainer suitable  for  household  use”  could  include  these 
batteries.  I his  brief  argued  rather  fancifully  that  a 
literal-minded  administrator  could  rule  that  radio 
sets,  automobiles,  many  telephone  boxes,  even  tele- 
phone switchboards,  were  containers,  and  hence 
would  have  to  carry  a “Poison”  legend. 

This  law  applies  only  to  the  following  poisons: 
hydrochloric,  sulfuric,  and  nitric  acid,  acetic  acid, 
carbolic  acid,  oxalic  acid,  and  its  salts,  hypochlorous 
acid  and  its  salts  (except  chlorinated  lime),  caustic 
soda,  caustic  potash,  silver  nitrate  and  ammonia,  and 
then  only  if  the  concentration  equals  or  exceeds 
percentages  named  in  the  Act,  and  if  the  product  is 
in  packages  suitable  for  household  use. 

This  law  was  quite  successful,  as  far  as  the  named 
poisons  are  concerned.  It  is  very  rare  that  the  Food 
and  Drug  Administration  inspectors  encounter  an 
improperly  labeled  package.  In  fact,  the  packers 
began  to  change  their  labels  as  soon  as  they  knew 
the  provisions  of  the  law.  This  is  one  case  in  which 
government  used  and  educational  campaign  to  ensure 
compliance;  that  this  is  justified  is  shown  by  the 
fact  that  only  136  Notices  of  Judgment— these  are 
listings  of  legal  action  taken— have  been  issued  since 
the  passage  of  the  law  in  1927. 

We  must  remember  that  this  law  applies  only  to 
the  1 2 listed  poisons,  and  not  to  other  household 
preparations  that  are  equally  dangerous.  Rodman2 
recognized  this  lack  of  legal  protection,  and  made  a 
survey  in  metropolitan  Newark,  New  Jersey,  of 
those  harmful  household  products  not  required  by 
federal  law  to  list  their  ingredients  on  the  label.  He 
then  endeavored  to  learn  the  names  of  the  chemicals 
contained  in  these  preparations.  The  survey  uncov- 
ered nearly  800  trade  names.  Letters  were  sent  to 
the  makers  of  these  products  asking  for  the  chemical 
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constituents  of  these  products.  Only  about  35  per 
cent  responded.  A follow-up  letter  brought  an  addi- 
tional 15  per  cent. 

Of  the  800  brands  uncovered,  150  were  potentially 
toxic.  In  polishes  and  waxes  for  furniture  and  floors 
were  such  poisons  as  turpentine,  nitrobenzene,  oxalic 
acid,  antimony  chloride  and  isopropyl  alcohol, 
usually  in  a kerosene  or  other  petroleum  distillate 
base.  Paint  solvents  and  paint  and  varnish  removers 
contained  acetone,  xylol,  turpentine,  naphthalene, 
amyl  alcohol,  wood  alcohol  and  the  like.  Dry 
cleaners  contained  amylacetate,  carbon  tetrachloride, 
xylol,  and  wood  alcohol  and  detergents  contained 
cautic  alkalis,  borax,  trisodium  phosphate  and 
sodium  silicate.  Metal  polishes  contained  a formid- 
able list  of  lethal  substances:  potassium  cyanide, 
oxalic  acid,  thiourea,  to  name  a few.  Time  will  not 
permit  further  listing.  Rodman’s  article  should  be 
read  in  its  entirety  to  ascertain  the  names  of  in- 
gredients that  are  poisonous  when  ingested  that 
may  be  present  in  cosmetics,  hair  dyes  and  lotions, 
sun  tan  liquids,  rust  preventatives,  inks,  paints, 
leather  polishes,  kitchen  detergents,  and  other  house- 
hold preparations. 

Many  people  and  organizations  are  becoming 
concerned  over  the  public  health  hazard  presented 
bv  the  ready  availability  of  poisonous  compounds 
in  our  homes,  without  any  label  indication  of  their 
toxic  properties.  Health  departments,  medical 
societies,  insurance  companies,  the  American  Red 
I Cross,  the  National  Safety  Council,  and  others  have 
; undertaken  protective  measures.  Industry,  too,  rec- 
ognizes these  dangers.  Many  industry  associations 
have  set  up  committees  to  devise  adequate  informa- 
tive labeling  and  packaging.  The  Chemical  Special- 
ties Manufacturers  Association  and  the  Manufac- 
turing Chemists’  Association  are  but  two  of  several 
trade  groups  to  take  this  forward  step. 

The  American  Medical  Association,  through  its 
) Committee  on  Toxicology,  has  undertaken  a pro- 
gram to  encourage  informative  labeling.  It  is  spon- 
soring a sustained  educational  program.  The  Food 
and  Drug  Administration  has  recently  issued  a leaf- 
let, “Protect  Your  Family  Against  Poisoning,”  as  a 
guide  to  parents,  physicians  and  hospitals.  Since 
finances  will  not  permit  the  Administration  to  print 
the  millions  of  copies  necesary,  they  are  permitting 
interested  organizations  to  reprint  the  leaflet  for 
further  distribution.  The  Connecticut  State  Food 
and  Drug  Commission  has  availed  itself  of  this  op- 
portunity and  mailed  these  reprints  throughout  the 
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State.  Some  State  medical  societies,  and  pharmacists’ 
associations  have  done  likewise. 

One  of  the  most  important  steps  taken  is  the 
establishment  of  Poison  Centers  in  major  cities  of 
the  country.  I lie  American  Academy  of  Pediatrics 
has  taken  a great  interest  in  this  project.  Working 
in  conjunction  with  local  health  departments,  hos- 
pitals and  medical  groups,  Poison  Centers  have  been 
set  up,  and  are  operating  in  Boston,  Chicago,  New 
York,  Cincinnati,  Dallas,  Washington,  and  other 
cities.  The  Boston  Poison  Center,  the  only  one  thus 
far  in  New'  England,  is  at  the  Children’s  Hospital, 
300  Longwood  Avenue. 

The  objective  of  these  Poison  Centers  is,  quoting 
from  an  information  sheet  distributed  by  the  Newr 
York  City  Department  of  Health,  “to  establish  a 
central  source  of  reliable  information  and  services 
w hich  will  be  made  available  to  practicing  physi- 
cians and  hospitals  who  may  be  called  on  to  treat 
cases  of  poisonings  due  to  chemicals  and  other  in- 
jurious agents.” 

Centers  in  New  York  and  Chicago  were  set  up  as 
units  of  the  city  Department  of  Health;  in  other 
cities  they  are  with  hospitals,  particularly  with 
children’s  hospitals,  since  pediatricians  are  more 
frequently  faced  w ith  the  problem  of  treatment  of 
accidental  poisoning  than  are  other  physicians. 

Regulations  in  New  York  City  require  everv 
hospital,  institution,  dispensary,  or  physician  to  re- 
port in  writing  to  the  Department  all  cases  encoun- 
tered of  poisoning  by  toxic  chemical  or  drug  agents. 
A sample  blank  may  be  obtained  from  the  New 
York  City  Health  Department.  This  blank  calls  for 
the  trade  name,  the  constituent  poison,  name  and 
address  of  the  manufacturer,  and  appropriate  clini- 
cal data. 

New  York,  in  an  amendment  to  the  city’s  samtarv 
code  promulgated  March  8,  1954,  took  a long  step 
forward  in  requiring  informative  labeling  on  hazard- 
ous household  products  sold  in  that  city.  This  re- 
quires label  announcement  of:  name  and  address  of 
manufacturer,  chemical,  or  common  name  of  haz- 
ardous component,  a signal  word  ( Danger,  Warn- 
ing, etc.),  a statement  of  the  principal  hazard 
(flammable,  vapor  harmful,  causes  burns,  etc.),  pre- 
cautionary measures  and  first  aid  treatment,  and,  for 
certain  products.  Poison,  in  conspicuous  tvpe.  A 
copy  of  the  New  York  City  ordinance  may  also  be 
obtained  from  the  New  York  Citv  Health  Depart- 
ment. 
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A word  should  he  said  about  household  drugs.  In 
1951  the  American  public  spent  $135  million  for 
aspirin  and  related  analgesics.  If  Washington,  1).  C., 
local  statistics  may  be  indicative  of  a broader  trend, 
aspirin  appears  to  be  the  drug  most  frequently 
misused  by  children.  An  appreciable  number  of 
deaths  from  aspirin  have  been  reported.  This  may  be 
due  to  its  almost  universal  use  in  American  homes. 
Recently  “baby-size,”  “candy-type,”  or  “chewing- 
gum”  aspirins  have  appeared  in  the  market.  The 
Food  and  Drug  Administration  issued  a policy  state- 
ment on  salicylate  drugs  for  internal  use  in  the 
Federal  Register  of  October  15,  1955.  This  stated 
that  salicylate  drugs  have  caused  a number  of  deaths 
through  accidental  misuse  bv  both  adults  and  chil- 
dren, which  might  have  been  avoided  had  users 
been  aware  of  their  potential  hazards.  It  therefore 
recommended  that,  in  order  to  meet  the  Food,  Drug 
and  Cosmetic  Act  requirements  for  adequate  direc- 
tions for  use  and  adequate  warnings,  the  labels  of 
all  salicylate  preparations  should  bear  bold-faced 
statements:  “Warning— Keep  out  of  the  reach  of 
children”  or  “Warning— Keep  this  and  all  medica- 
tions out  of  the  reach  of  children.” 

It  also  recommended  that,  in  lieu  of  specific  dosage 
recommendations  for  children  under  three  years  of 
aye,  the  label  state  “for  children  under  three  years 
of  age  consult  your  physician.” 

Iron  sulfate  has  generally  been  regarded  as  a 
“safe”  drug,  yet,  because  of  its  ready  availability, 
serious  poisonings  and  deaths  have  been  reported 


within  recent  years  with  a frequency  that  causes  ^ 

some  concern.  I lie  antihistamine  drugs  of  recent  , 

^ 1 to 

introduction  have  also  been  misused  by  children. 

I11  fact,  it  is  more  and  more  apparent  that  all  drugs  .j 
should  be  used  carefully,  and  kept  out  of  the  reach 
of  children. 

ho 

We  can  conclude  that  it  is  clearly  necessary  that 

the  protection  afforded  by  the  Federal  Caustic 
£ j is 

Poison  Act,  applying  at  present  to  only  12  poisons, 

be  extended  to  cover  the  other  hazardous  chemicals  ^ 

present  in  articles  of  common  use  in  the  home. 

Whether  this  should  be  through  Federal  or  State! 

legislation  is  a matter  of  detail  not  to  be  considered 

here.  Along  with  this,  an  extended  educational  pro-  r 

gram  is  necessary.  This  should  be  prompt  and  con-1 

tinuous.  It  should  be  aimed  at  the  manufacturer,  the!  j. 

medical  profession,  and  the  pharmacies,  as  well  as 

the  public.  Scientific  and  medical  study  is  needed  to  | j 

extend  our  knowledge  of  diagnosis  and  treatment.  ' 

All  this  and  more  is  needed  to  reduce  poisoning 

risks  in  the  American  home. 

1 
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THE  MENTAL  HOSPITALIZATION  OE  THE  AGED 

Is  It  Being  Overdone? 

Lawrence  Kolb,  m.d.,  Washington,  D.  C. 


SUMMARY 

The  number  and  percentage  of  aged  persons  in  the 
population  is  increasing  and  will  continue  to  increase 
for  many  years.  The  percentage  of  such  persons  ad- 
mitted to  public  mental  hospitals  is  increasing  much 
more  rapidly  than  their  percentage  in  the  population; 
and  their  admission  rate  to  mental  hospitals  is  increas- 
ing much  more  rapidly  than  that  of  younger  persons. 


Although  the  incidence  of  mental  disease  increases 
with  age,  there  is  no  evidence  that  a unilateral  increase 
of  mental  disease  among  the  aged  in  recent  years  has 
anything  to  do  with  these  differential  increases. 
Sociologic  factors  are  mainly  responsible. 

In  order  of  increasing  numerical  importance,  deliri- 
ous and  other  dying  persons,  nonpsychotic  feeble  per- 
sons, nonpsychotic  old  persons  with  chronic  illness, 
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and  tractable  old  persons  who  technically  may  be 
called  psychotic  are  being  sent  to  our  mental  hospitals 
because  there  is  no  other  place  for  them  to  go.  No 
question  about  their  mental  condition  would  be  raised 
if  there  were  other  facilities. 

The  increase  of  admissions  of  the  aged  to  mental 
hospitals  has  been  greater  in  the  United  States  than  in 
certain  European  countries  with  similar  cultures.  This 
is  due  to  a relatively  greater  development  abroad  of 
other  outlets  for  the  infirm  aged,  and  to  drifting  in 
this  country  toward  the  area  of  least  resistance  which 
is  the  State  hospital. 


'T'he  increase  of  the  aged  in  the  population  has 
posed  problems  in  various  sociologic  fields. 
Psychiatrists  and  mental  hospital  authorities  are  re- 
sponsible for  the  need  for  additional  mental  hospital 
beds.  The  increased  use  of  mental  hospitals  bv  the 
aged  is  not  altogether  due  to  the  higher  incidence 
of  mental  disease  among  them  nor  to  their  growing 
numbers  in  the  population.  1 he  number  admitted 
to  mental  hospitals  is  increasing  much  more  rapidly 
than  their  number  in  the  general  population,  and  it 
is  widely  felt  and  feared  that  many  feeble  old  people 
are  being  sent  to  mental  hospitals  for  sociologic 
rather  than  for  mental  health  reasons. 

QUESTIONNAIRE 

A questionnaire  sent  to  Ho  authorities  in  the  men- 
tal hospital  field  was  answered  by  54.  Two  of  the 
10  questions  dealt  with  admissions. 

Question  1.  “What  percentage  of  patients  admit- 
ted presumably  with  senile  psychosis  or  psychosis 
with  cerebral  arteriosclerosis  is  not  psychotic?” 

Fifty  respondents  answered  as  follows: 

None  7 

Few  or  rare 10 

Don’t  know  7 

0.5  per  cent  to  10  per  cent 1 1 

10  per  cent  to  50  per  cent  (includes  one  who 

said  a good  many) 14 

Above  50  per  cent 2 

Question  2.  “What  percentage  of  patients  admit- 
ted with  the  above  diagnoses  have  such  mild  symp- 
toms (forgetfulness,  restlessness,  mild  irritability, 
etc.)  that  they  might  be  considered  borderline  rather 
than  real  psychotic  problems  and  could  easily  be 
taken  care  of  at  home,  assuming  a home  is  available, 
or  in  the  infirm  wards  of  a general  hospital?” 


Forty-eight  respondents  answered  as  follow  s: 


None  2 

Few  or  moderate 4 

Don’t  know  10 

3 per  cent  to  10  per  cent 8 

10  per  cent  to  50  per  cent 18 

Above  50  per  cent 6 


From  the  answers  to  the  two  questions  it  is  ob- 
vious that  there  is  a preponderance  of  authoritative 
opinion  that  public  mental  hospitals  are  being  bur- 
dened by  an  increasing  number  of  old  people  who 
should  be  cared  for  elsewhere.  The  diagnosis  of 
psychosis  in  these  cases  may  be  technically  correct 
but  it  is  ethically  wrong. 

THE  OLD  AGE  FACTOR 

1 lie  old  age  factor  is  of  major  importance,  but 
the  higher  incidence  of  mental  disease  in  the  aged  is 
not  solely  responsible  for  their  increased  use  of 
mental  hospitals. 

Old  age  is  closely  related  to  other  factors  that 
influence  mental  hospital  admission  rates.  Increased 
urbanization,  smaller  homes,  smaller  families,  more 
members  of  the  family  working  away  from  home, 
and  greater  public  confidence  in  mental  hospitals 
apparently  have  had  much  more  effect  on  the  admis- 
sion of  the  aged  than  on  the  admission  of  the  young. 
I he  feeble  aged  in  our  complex  environment  are 
more  difficult  to  manage  than  they  used  to  be,  and 
the  general  attitude  toward  them  has  changed,  so 
that  people  easily  convince  themselves  that  institu- 
tional life  is  the  proper  thing  for  their  feeble,  old 
relatives.  As  mental  hospitals  offer  less  resistance 
than  other  outlets,  they  drift  there  in  increasing 
numbers. 

Front  1936  to  1951  the  number  of  persons  65  and 
over  in  the  population  of  the  United  States  in- 
creased 57.5  per  cent.  During  this  same  period  the 
number  of  first  admissions  of  persons  65  and  over 
to  state  mental  hospitals  increased  95.3  per  cent. 

DISEASES  OF  THE  SENIUM 

Table  I shows  that  about  80  per  cent  of  patients 
65  years  of  age  and  over  admitted  to  State  mental 
hospitals  are  diagnosed  as  having  mental  diseases  of 
the  senium.  However,  the  proportion  of  resident 
patients  of  the  same  age,  diagnosed  as  having  these 
diseases,  may  be  as  low  or  lower  than  one  third  of 
the  total  number  in  this  age  group.  The  proportion 
varies  with  the  States:  for  example,  the  percentage 
in  the  Illinois  (1953)  and  Pennsylvania  (1952)  State 
hospitals  was  43  and  33.8,  respectively. 
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Table  I 

Number  of  First  Admissions  to  State  Mental  Hospitals 
per  100,000  Civilian  Population  for  All  Diagnoses  and 


Diseases 

OF  THE 

Senium:  U. 

S.,  1936  AND 

1951* * 

YEAR 
AND  ITEM 

ALL 

AGES 

UNDER 

15 

i5-24 

25-34 

35-44 

45-54 

55-64 

65  AND 
OVER 

1951  total 

67.9 

2*5 

54-3 

76.1 

85.6 

83.8 

90.0 

214.5 

Senium 

18.6 

0.0 

0.0 

0.0 

0.3 

3.6 

28.3 

186.2 

1936  total 

59-6 

'•7 

39.6 

71.9 

84.8 

88.9 

95-5 

166.6 

Senium 

I 2.6 

0.0 

0.0 

0.1 

0-7 

7.0 

35-4 

141-3 

‘Source:  Patients  in  mental  institutions  1936;  1950;  and 
1951.  U.  S.  Government  Printing  Office,  Washington  25, 
D.  C.  Based  on  data  from  hospitals  reporting  first  admissions 
by  age  and  diagnosis  only. 

From  1936  to  1951  rhe  admissions  to  State  mental 
hospitals  of  persons  65  years  and  over  with  diseases 
of  the  senium  increased  99.9  per  cent.  It  is  probable 
that  only  a small  proportion  of  this  increase  was 
due  to  admission  of  dying  patients,  but  the  striking 
and  differential  increase  of  such  admissions  supports 
the  view  that  there  is  an  unhealthy  drift  to  mental 
hospitals  of  old  people  who  are  not  suffering  with 
anything  except  feebleness  and  poverty. 

According  to  the  1950  U.  S.  Census  3.1  per  cent 
of  the  population  65  and  over  were  in  institutions, 
including  mental  hospitals,  but  not  general  hospitals. 
The  percentage  in  the  various  States  varied  from 
1 .0  per  cent  in  Alabama  to  4.9  per  cent  in  New 
Hampshire. 

Unfortunately,  for  the  purpose  of  the  present 
comparative  State  study,  the  census  data  for  federal 
homes  in  which  patients  cross  State  lines  are  lumped 
with  State  homes.  The  data  for  county  and  city 
homes  are  more  validly  comparable  to  State  hos- 
pital data  in  that  they  concern  people  who  get  into 
publicly  supported  institutions  in  their  State  of 
residence. 

The  age  specific  admission  rate  of  persons  65  and 
over  to  public  mental  hospitals  in  the  States  varies 
from  67.0  per  100,000  to  419.0  per  100,000.  Their 
residence  rate  in  these  hospitals  varies  from  466.7 
per  100,000  to  1 793.8  per  100,000.  The  resident  rate 
of  the  65-and-over  group  in  county  and  city  homes 
varies  from  42.4  to  965.3  (1950). 

Comparing  the  admission  and  residence  rates  of 
mental  hospitals  with  the  residence  rates  of  county 
and  city  homes  gives  striking  evidence  that  whether 
or  not  feeble  persons  needing  public  atention  get 
into  a mental  hospital  or  home  depends  in  many 
cases  on  what  is  available  rather  than  on  what  is 
best  for  them.  Judged  within  the  framework  of 


what  is  done  in  each  State,  it  can  be  seen  that,  with 
few  exceptions,  if  the  county  and  city  home  rate  is 
high  rhe  mental  hospital  rates  arc  low,  and  visa  versa. 

THE  AGED  IN  SOME  EUROPEAN  COUNTRIES 

1 he  handling  of  the  aged  in  England  and  some 
other  European  countries  has  been  done  with  less 
misuse  of  mental  hospitals  and  more  satisfaction  to 
the  patients  concerned  than  in  the  United  States. 
1 he  development  of  social  measures  designed  to  keep 
old  people  happy  and  contented  have  more  nearly 
kept  pace  with  their  increasing  number  in  the 
population.  There  is  a strong  feeling  abroad  against 
disposing  of  them  by  the  mental  hospital  device 
Hie  results  are  partially  reflected  in  comparative 
hospital  statistics. 

Table  II 

Age  Specific  First  Admission  Rates  per  100,000  Civilian 
Population  for  Norway,  the  United  States,  and  Two 
States  With  Populations  Reasonably  Close  to  the 
Population  of  Norway 


Norway  1952  42.5  63.0  52.3  44.7 

United  States  1951  50.8  109.5  276.3  66. 5 

Georgia  1951  46.8  123.8  270.8  59.8 

Washington  1951  42.5  109.3  408.5  79.1 


The  age  admission  curve  in  F.ngland  and  Wales  also 
tended  to  level  off  or  decrease  in  the  older  age  groups,  but 
by  1948  tends  to  lose  its  downward  trend  with  advancing 
vears  and  to  approach  the  United  States  pattern.  In  1952  the 
first  admission  rate  of  persons  65  years  of  age  and  over  to 
public  mental  hospitals  of  England  and  Wales  was  188  per 
100,000.  The  first  admission  rate  of  the  65-and-over  age 
group  to  state  and  county  mental  hospitals  in  the  United 
States  (1950)  was  225.8  per  100,000.* 

*If  all  public  mental  hospitals  in  the  United  States  were 
included,  the  gap  between  the  United  States  and  English  rates 
would  be  wider. 

In  1951  in  England  and  Wales  13.1  per  cent  of 
first  admissions  were  diagnosed  as  having  senile 
psychosis  or  psychosis  with  cerebral  arteriosclerosis. 
In  1950  in  the  United  States  26.6  per  cent  of  first 
admissions  to  State  and  county  hospitals  were  diag- 
nosed as  suffering  with  these  two  diseases  and  in  10 
of  the  States  the  percentage  was  30  or  more. 

More  adequate  provision  of  other  outlets,  such  as 
special  housing  projects,  more  hospital  beds  for  the 
chronically  ill,  and  more  beds  in  publicly  assisted 
homes,  accounts  for  the  smaller  percentage  of  rhe 
feeble  aged  in  mental  hospitals  in  Europe. 

PUBLIC  HOMES  VERSUS  MENTAL  HOSPITALS 

With  the  increasing  number  of  aged  in  the  popu- 
lation and  the  growing  tendency  to  dispose  of  those 
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who  become  helpless  by  the  mental  hospital  device, 
the  outlook  for  the  feeble  aged  as  well  as  for  mental 
hospitals  is  grave.  Fortunately  14  States  now  have 
official  commissions  or  committees  on  aging,  some 
of  which  are  paying  attention  to  the  mental  hos- 
pitalization of  the  aged,  and  the  mental  hospital 
authorities  in  a few  States  are  devising  or  seriously 
considering  programs  that  will  improve  the  lot  of 
the  aged  w hile  freeing  the  mental  hospitals  from  a 
burden  that  hampers  their  development  as  hospitals. 

Whether  or  not  some  of  the  quite  obviously 
psychotic  and  deteriorated  but  tractable  old  people 
should  be  cared  for  in  other  than  mental  hospitals, 

1 

as  is  done  to  a certain  extent  abroad,  is  a moot  ques- 
tion that  may  be  decided  either  way  depending  upon 
local  resources.  But  there  is  no  doubt  about  the 
physically  infirm,  the  delirious  dying,  the  nonpsv- 
chotic,  and  the  merely  technically  psychotic  feeble 
old  people.  Several  thousand  of  these  go  to  the  men- 
tal hospitals  each  year  because  there  is  no  other 
place  for  them.  They  would  be  better  off  in  institu- 
tions better  equipped  to  meet  their  physical  and 
emotional  needs  and,  without  them,  the  mental  hos- 
pitals could  do  their  own  specialized  work  more 
efficiently. 

This  is  not  merely  a problem  of  finding  the  proper 
shelter  for  those  aged  who  need  institutional  atten- 
tion. It  requires  a total  program  in  geriatrics  carried 
on  by  State  and  local  governments  and  community 
agencies  and  a broad  appreciation  that  the  aged  are 
happier  and  healthier  when  they  live  at  home. 
Assisted  housing  prospects  for  the  aged,  mental 
health  clinics,  home  treatment  plans,  golden  age 
clubs,  day  centers,  pensions,  discriminating  employ- 
ment practices,  and  fixed  age  versus  flexible  retire- 
ment policies  need  attention  and  study  so  that 
agencies,  services  and  practices  may  develop  along 
lines  designed  to  give  maximum  efficiency  in  pre- 
venting premature  mental  decay. 

CONCLUSIONS 

Existing  abuses  at  the  institutional  level  should  be 
corrected  by: 

1.  Increased  subsidies  by  the  States  and  local  gov- 
ernment agencies  to  private  general  hospitals  for  the 
care  of  chronically  ill,  medically  indigent  aged  per- 
sons. 

2.  Building  by  the  States  and  local  government 
agencies  of  hospitals  for  chronically  ill,  medically 
indigent  persons. 

3.  Building  by  the  States  and  local  government 


agencies  of  homes  for  the  aged  designed  for  com- 
fort rather  than  for  mass  herding  and  operated  with 
rehabilitation  programs.  They  should  have  adequate 
medical  services. 

4.  There  should  be  liaison  between  mental  hos- 
pitals and  public  homes  for  the  aged  so  that  the  aged 
who  become  troublesomely  psychotic  at  the  homes 
could  be  quickly  transferred  to  a hospital  and  tract- 
able old  patients  at  the  hospitals  could,  on  request, 
be  transferred  to  homes. 

Intensified  social  programs  and  aid  to  the  aged  at 
the  preinstitutional  level  tend  to  prevent  or  retard 
mental  and  physical  deterioration  and  make  institu- 
tionalization unnecessary  in  many  cases. 

DISCUSSION 

John  J.  Blasko,  m.d.  (Hartford,  Connecticut)  — 
Dr.  Kolb  states  that  the  number  of  aged  persons 
admitted  to  mental  hospitals  is  increasing  much 
more  rapidly  than  the  number  in  the  general  popula- 
tion. T his  is  tme  in  Connecticut  despite  the  5,300 
beds  in  voluntary  chronic  and  convalescent  hospi- 
tals, 600  beds  under  the  jurisdiction  of  the  Commis- 
sion on  the  Care  and  Treatment  of  the  Chronically 
III,  Aged  and  Infirm,  and  the  4,900  beds  in  boarding 
homes  and  homes  for  the  aged. 

In  Connecticut  the  population  increased  by  9.6 
per  cent  between  1950  and  1954;  the  number  of 
people  60  years  and  over  increased  by  14  per  cent 
and  yet  the  number  of  admissions  of  the  60  years 
and  over  to  our  State  mental  hospitals  increased  by 
39  per  cent  during  this  same  period. 

In  the  recent  survey  of  Connecticut’s  State  men- 
tal hospitals  made  by  the  Commission  on  the  Care 
and  Treatment  of  the  Chronically  111,  Aged  and  In- 
firm (to  be  published  shortly),  they  concluded  that 
the  evidence  indicates,  at  least  in  Connecticut,  the 
“seniles”  who  can  be  cared  for  outside  have  not 
contributed  to  a substantial  degree  to  crowding  in 
mental  hospitals,  and  that  efforts  undertaken  by 
both  the  Department  of  Mental  Health  in  its  board- 
ing-out  program  and  the  CIAI  have  now  removed 
the  substantial  majority  of  such  cases  from  the 
mental  hospitals. 

A sumary  of  this  survey  follows: 

1.  A 10  per  cent  random  sample  of  the  patients 
60  veal’s  of  age  and  older  in  Connecticut’s  three 
State  mental  hospitals  was  studied  in  detail. 

2.  A set  of  criteria  reflecting  dangerous  or  anti- 
social behavior  was  used  to  determine  the  feasibility 
of  transferring  such  patients  to  chronic  facilities, 
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3.  The  results  of  the  survey  indicate:  (a)  1 he 
number  of  aged  in  mental  hospitals  who  can  he 
cared  for  elsewhere  is  an  extremely  small  percentage 
of  the  total  mental  hospital  population  (6.5  per  cent) 
of  which  over  half  (3.5  per  cent  of  total)  have  al- 
readv  been  removed,  although  carried  on  the  mental 
hospital  census,  (b)  The  number  of  aged  loosely 
termed  “senilcs”  who  may  be  cared  for  elsewhere 
is  only  1.5  per  cent  of  the  total  mental  hospital 
population. 

4.  The  data  would  appear  to  indicate  that  the  use 
of  chronic  facilities  to  care  for  aged  persons  who 
have  been  admitted  to  mental  hospitals  represents 
simply  one  method  of  providing  appropriate  care 
to  persons  who  arc  in  the  normal  discharge  channels 
of  the  mental  hospital  system. 

Another  study  was  done  by  the  same  Commission 
on  new  admissions  for  the  last  three  months  of  1954. 
A total  of  834  patients  were  admitted  to  Connecti- 
cut’s three  mental  hospitals  and,  of  these,  287,  or 
34.4  per  cent,  were  60  years  of  age  and  over. 

A study  of  these  287  patients,  by  the  CIAI,  indi- 
cates that  in  Connecticut  only  38  people  60  years 
and  over  admitted  to  Connecticut’s  State  mental 
hospitals  each  year  would  be  appropriate  candidates 
for  facilities  outside  a mental  hospital.  This  repre- 
sents 1. 1 per  cent  of  all  admissions  to  the  mental 
hospitals. 

Depite  these  surveys  all  the  psychiatrists  in  the 
Department  of  Mental  Health  in  the  State  of  Con- 
necticut, and  that  includes  our  hospital  staffs,  feel 
that  the  success  we  have  had  in  placing  patients  in 
chronic  and  convalescent  hospitals,  boarding  homes, 
and  other  facilities  (400)  indicates  that  further 
efforts  are  justified  in  order  to  determine  if  psy- 
chiatry or  some  other  medical  specialty  is  better 
equipped  to  solve  the  problems  of  confusion,  irri- 
tability, enfeeblement,  childishness,  etc.,  found  in 
the  aged.  The  mental  hospitals  have  lists  of  approxi- 
mately 600  patients  or  seven  per  cent  of  the  total 
population  that  we  feel  could  properly  be  treated 
and  supervised  in  chronic  and  convalescent  hospitals. 
We  have  already  placed  seven  per  cent. 

I feel  somewhat  pessimistic  because  psychiatry 
has  always  been  the  dumping  ground  of  medicine  in 


general.  In  Connecticut  we  have  set  up  a program 
to  educate  psychiatrists  and  other  physicians  in  the 
necessary  procedures.  We  are  taking  calculated 
clinical  risks  and  arc  vulnerable  to  criticism  because 
of  these  efforts,  but  again  we  feel  it  is  good  medical 
practice  and  that  we  are  interpreting  the  public’s 
wishes  to  keep  abreast  of  current  sociomedical  trends 
in  this  field.  It  takes  a very  courageous  psychiatrist 
to  withstand  some  of  the  pressures  that  have  devel- 
oped because  of  this  program. 

Our  mechanics  make  it  easy  to  transfer  patients 
back  and  forth  in  order  to  avoid  the  hardships  of 
recommitment,  and  to  permit  the  staffs  of  the  mental 
hospitals  "o  learn  the  types  of  patients  that  w ill  not 
be  returned  to  them  and  at  the  same  time  will  permit 
the  staffs  of  other  facilities  to  get  acquainted  with 
the  problem  and  perhaps  develop  research  and  treat- 
ment programs  for  these  aged,  sick  people.  We  hope 
in  the  next  two  years  to  come  up  w ith  some  definite 
findings  that  psychiatrists  and  nonpsychiatrists  can 
agree  upon. 

PERTINENT  STATISTICS  FOR  CONNECTICUT 

1.  Approximately  6 per  cent  of  the  60  years  and 
over  population  are  in  institutions. 

2.  Slightly  less  than  2 per  cent  of  this  group  are  in 
the  State’s  mental  hospitals. 

3.  There  are  2,000  beds  in  homes  for  the  aged. 

4.  There  are  1,300  beds  in  town  homes. 

3.  There  are  slightly  over  5,300  beds  in  chronic 
and  convalescent  hospitals  (2,500  of  these  are  wel- 
fare cases). 

6.  There  are  1,600  beds  in  boarding  homes. 

7.  There  are  approximately  4,200  patients  60  years 
and  over  in  the  mental  hospitals. 

8.  There  are  293,600  people  60  years  and  over  in 
Connecticut’s  population  of  approximately  2,150,- 
000. 

9.  There  arc  43  nonprofit  hospitals  with  8,317 
beds. 

10.  There  arc  12  private  mental  hospitals  with 
approximately  4,000  beds. 

11.  There  are  three  city  hospitals  with  495  beds 
and  14  State  operated  hospitals  with  14,290  beds. 
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EDITORIALS 


Food  For  the  Heart? 

There  are  few  medical  questions  that  have  aroused 
as  much  interest  among  both  doctors  and  the  non 
medical  public  as  those  relating  to  the  cause,  pre- 
vention, and  treatment  of  coronary  artery  disease. 
This  is  not  surprising  inasmuch  as  this  condition  and 
hypertension  are  the  leading  causes  of  death  in  the 
United  States  today,  taking  a tragic  toll  of  those 
who  are  still  in  the  most  productive  periods  of  their 
lives.  In  recent  years  much  new  medical  knowledge 
has  been  communicated  to  the  public  almost  as  soon 
as  to  the  medical  profession,  and  in  many  instances 
with  such  impressive  clarity  that  the  patient  may 
know  as  much  about  certain  aspects  of  his  disease  as 
does  the  doctor  whom  he  consults.  As  a result  of 
this  intense  interest  of  the  public  in  medical  matters 
it  is  now  rare  indeed  that  a diagnosis  of  coronary 
artery  disease,  angina  pectoris,  or  myocardial  infarc- 
tion is  made  without  having  the  patient  or  his  wife 
inquire  at  once:  “Is  it  necessary  to  use  a low-chol- 
esterol or  low-fat  diet?  Is  it  true  that  vegetable  fats 
are  harmless  and  animal  fats  are  dangerous?  What  is 
the  present  belief  about  saturated  and  unsaturated 
fats?  Are  eggs  absolutely  forbidden?” 

These  reasonable  questions  have  proved  embar- 
rassing to  many  honest  physicians  who  have  tried 
earnestly  but  unsuccessfully  to  learn  the  answers  for 
their  own  satisfaction.  Unfortunately,  up  to  the 
present  time  there  has  been  wide  divergence  of 
opinion  among  those  who  are  theoretically  best 
qualified  to  speak.  Some  eminent  “authorities”  have 
spoken  forcefully  of  the  probable  advantages  of 


diets  low  in  cholesterol,  while  others  equally  authori- 
tative have  stated  that  such  diets  are  unproven  or 
valueless.  Even  the  apparently  simple  question  as 
to  the  influence  of  a low -cholesterol  diet  upon  the 
level  of  cholesterol  in  the  blood  has  brought  varying 
and  contradictory  replies.  I he  belief  that  reduction 
of  cholesterol  and  fat  in  the  diet  results  in  a sharp 
reduction  of  coronary  artery  disease  rests  upon  evi- 
dence that  many  regard  as  inconclusive.  When  such 
wide  disagreement  exists  among  intelligent,  honest 
observers,  it  seems  reasonable  to  conclude  that  the 
available  evidence  is  still  incomplete,  and  that  fur- 
ther know  ledge  w ill  bring  general  agreement  among 
earnest  students  of  the  subject. 

All  w ho  are  interested  in  this  vital  topic  are  in- 
vited to  read  carefully  the  thoughtful,  lucid,  poten- 
tially hopeful  article  in  this  issue  of  the  Journal. 
The  authors  have  labored  long  and  fruitfully  in  this 
field;  their  familiarity  with  it  is  revealed  clearly  in 
this  critical  and  eloquent  survey  of  the  possible  role 
of  diet  in  the  etiology  of  atherosclerosis.  The  editors 
of  the  Journal,  conscious  of  the  possible  dangers  of 
fat  and  cholesterol,  might  have  hesitated  to  invite 
its  readers  to  a traditional  banquet.  They  have  no 
hesitation— indeed,  they  have  great  pride— in  inviting 
them  to  this  intellectual  feast. 

An  Old  Message  for  New'  Members 

Dr.  James  Potter,  one  of  the  foremost  early 
physicians  in  Connecticut,  and  third  president  of 
the  State  Medical  Society  (1801-1803)  gave  this 
advice  to  a young  physician  when  he  became  a 
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member  of  the  Litchfield  County  Medical  Society 
in  Sharon,  February  28,  1780. 

‘‘Think  not  that  you  are  now  entering  into  a state 

J O 

of  ease  and  world  of  tranquility,  where  you  may 
indulge  yourself  in  indolence  and  sensuality;  but, 
on  the  contrary,  look  upon  yourself  as  just  encoun- 
tering- the  inclemencies,  consequent  on  the  laborious, 
the  arduous  business  of  physic:  Esteem  yourself  as 
the  guardian  of  life  and  health:  Be  ever  free  to 
advise  with  your  superiors:  Let  no  life  be  lost 
through  your  ignorance  and  obstinacy:  Enter  the 
chambers  of  the  sick  with  diffidence  and  modesty; 
prescribe  with  circumspection  and  caution,  . . . 

Here  let  me  refer  you  to  the  advice  of  an  old  phil- 
osopher, ‘Eat  and  drink  that  you  may  live,  and  not 
live  that  you  may  eat  and  drink.’  Do  not  suppose 
that  you  may  now  put  an  end  to  your  studies,  as 
having  arrived  to  the  utmost  limits  of  physical 
knowledge;  you  have  only  laid  a foundation,  on 
which  to  build  must  be  the  business  of  your  future 
life,  if  you  neglect  this,  the  foundation,  however 
skillfully  laid,  will  gradually  moulder  away,  you 
will  live  your  life  backward,  and  be  less  wise  at 
sixty  than  at  twenty,  therefore,  as  you  can  redeem 
leisure,  from  the  business  of  your  station,  diligently 
prosecute  your  studies,  especially  in  those  branches 
which  are  most  practical,  and  most  subservient  to 
your  profession,  and  the  good  of  mankind.” 

The  Joint  Commission  on  Accreditation  of 
Hospitals 

There  have  been  considerable  murmurings  among  the 
craft  and  some  dissatisfaction  expressed  recently  of  the 
operation  of  the  joint  Commission  on  Accreditation  of 
Hospitals.  Believing  that  our  readers  should  be  better  in- 
formed on  the  functions  and  accomplishments  of  this  cor- 
poration, we  shall  endeavor  in  a series  of  editorials  to  clear 
up  a few  of  the  misunderstandings.  ( Ed.) 

V.  THE  IMPACT  OF  THE  JOINT  COMMISSION  ON 
TOMORROW 

Since  the  establishment  of  a Minimum  Standard 
for  Hospitals  in  1917  by  the  American  College  of 
Surgeons  much  has  been  accomplished.  Those  who 
find  fault  with  the  present  operation  of  the  Joint 
Commission  which  developed  from  those  early 
beginnings  almost  40  years  ago  would  do  well  to 
look  at  the  score.  Physical  plants  have  been  im- 
proved and  are  continuing  to  experience  improve- 
ment aided  in  no  small  manner  by  the  Hill-Burton 


Act.  Hospitals  are  now  surveyed  and  graded  accord-  ffl 
ing  to  their  freedom  from  hazards  and  their  equip-  pf 
menr  adequate  for  the  comfort  and  scientific  care  J 
of  the  patient.  Increasing  numbers  of  hospital  admin-  k 
istrators  are  receiving  special  training  in  their  field,  1 
including  periods  of  internship  similar  to  those  of  ! 
the  physician.  Hospital  medical  staffs  are  being  re-  le 
stricted  to  physicians  and  surgeons  who  are  gradu-  3 
ates  of  approved  or  recognized  medical  schools,  f 
legally  licensed,  competent  in  their  fields  and  ethical 
in  conduct.  t 

Complete  medical  records  on  each  patient  are 
being  insisted  on,  providing  a knowledge  readily , t 
accessible  of  findings  and  procedures.  Staffs  are; 
better  organized  with  written  rules  and  regulations 
subject  to  the  ultimate  authority  of  the  hospital  j 1 
governing  board.  Medical  supervision  of  the  staff 
is  now  a prerequisite  for  approval,  thus  assuring  that 
each  member  is  restricted  to  what  he  is  competent 
to  do,  and  enabling  each  member  individually  and 
collectively  to  increase  diagnostic  accuracy  and 
good  results  of  treatment. 

Essential  services  including  a dietary  department,  j 
a medical  records  department,  a pharmacy,  clinical 
and  pathological  laboratories  and  a blood  bank, 
radiological  services  commensurate  with  the  needs  1 
of  the  hospital,  a medical  library— all  these  must  be 
maintained.  In  addition  there  may  be  a medical 
social  department  and  an  emergency  service. 

Problems  have  arisen  as  they  are  bound  to  in 
any  progressive  program  such  as  accreditation.  It 
has  been  difficult  in  many  hospitals  to  organize  a j 
medical  staff  on  a basis  that  would  give  adequate 
control  and  supervision  of  clinical  work.  The  con-  ! 
trol  of  surgery  has  presented  a real  difficulty  but  in 
recent  years  the  introduction  of  the  medical  audit 
and  the  tissue  committeee  has  been  valuable  in  im-  , 
proving  the  quality  of  surgery  and  preventing  un-  ; 
necessary  and  incompetent  surgery.  Fee  splitting  | 
continues  to  rear  its  ugly  head  in  many  localities  but 
through  the  efforts  of  the  American  College  of  Sur- 
geons this  unethical  practice  appears  to  be  diminish- 
ing. At  least  the  public  is  aware  of  it  as  never 
before.  The  problem  of  keeping  medical  records  is  j 
still  evident  in  some  hospitals.  The  trained  medical  I 
record  librarian,  the  medical  records  committee  and  1 
the  medical  audit  have  all  been  useful  in  producing  I 
good  medical  records. 

While  there  are  many  other  areas  to  be  consid-JI 
ered,  the  problems  relative  thereto  are  not  too  I 
difficult.  There  is  shortage  of  nurses  in  many  com-  I 


Connecticut  State  Medical  Journal 


EDITORIALS 


973 


munities  and  some  difficulties  in  maintaining  the 
personnel  required,  but  nurses  aides  and  voluntary 
groups  have  relieved  this  situation  somewhat.  Better 
administrator-physician  relations  are  being  devel- 
oped and  maintained. 

Accreditation  of  hospitals  is  here  to  stay  and,  at 
least  for  the  present,  the  Joint  Commission  has  the 
approval  of  organized  medicine.  This  fact  was 
emphasized  at  the  last  meeting  of  the  AMA  House 
of  Delegates  in  Chicago  when  it  voted  approval  of 
the  continuation  of  accreditation.  The  present  repre- 
sentation on  the  Joint  Commission  of  three  from 
the  American  College  of  Physicians,  three  from  the 
American  College  of  Surgeons,  seven  from  the 
American  Hospital  Association,  six  from  the  Ameri- 
can Medical  Association,  and  one  from  the  Canadian 
Aledical  Association  is  deemed  adequate. 

The  place  of  the  general  practitioner  on  the  hos- 
pital staff  is  a matter  of  immediate  concern.  The 
House  of  Delegates  has  given  its  members  on  the 
Joint  Commission  a definite  directive  to  see  that 
the  privileges  of  each  member  of  the  medical  staff 
shall  be  determined  on  the  basis  of  professional 
qualifications  and  demonstrated  ability  and  not  on 
Board  certification  alone. 

Closer  contact  of  the  Commission  surveyor  with 
the  medical  staff  is  desirable  and  to  be  expected  in 
the  future  so  that  the  staff  may  be  fully  informed 
of  its  shortcomings  at  the  time  of  the  survey  and 
not  second  hand  through  the  administration  weeks 
and  months  afterward.  The  profession  has  been 
critical  of  the  lack  of  training  for  the  job  evidenced 
by  some  of  the  surveyors.  The  AMA  House  of 
Delegates  is  urging  better  indoctrination  of  those 
selected  for  this  duty. 

Compulsory  attendance  at  staff  meetings  has  been 
a sore  point  with  the  medical  profession.  Likewise 
has  been  the  ruling  seeking  to  limit  a physician’s 
hospital  staff  connections.  Organized  medicine  is 
requesting  the  abolition  of  compulsory  attendance 
at  staff  meetings.  It  has  also  gone  on  record  to  the 
effect  that  the  Joint  Commission  should  not  concern 
itself  with  the  number  of  hospital  staffs  to  which  a 
physician  belongs. 

To  better  inform  the  physicians  of  the  functions 
and  operations  of  the  Joint  Commission  the  Ameri- 
can Aledical  Association  has  been  asked  to  conduct 
an  educational  campaign.  Likewise  the  American 
Medical  Association  and  the  American  Hospital 
Association  have  been  informed  by  organized  medi- 


cine that  the  time  has  come  to  acquaint  hospital 
boards  of  trustees  and  administrators,  either  on  State 
or  national  levels,  of  the  value  and  accomplishments 
of  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. 

1 he  hospital  is  the  workshop  of  the  physician. 
1 he  care  of  the  patient  is  the  first  consideration. 
I he  functioning  of  a hospital,  including  its  admin- 
instration,  medical  organization,  and  ancillary  serv- 
ices should  be  fulfilled  with  this  one  purpose  in 
mind.  I he  Joint  Commission  is  a vital  factor  in 
helping  to  accomplish  this  end. 

Radiology:  Diagnostic  and  Therapeutic 

I he  Journal  is  pleased  to  present  elsewhere  in 
this  issue  a discussion  of  the  radiotherapy  facilities 
in  Great  Britain  today  under  a centralization  pro- 
gram. In  Great  Britain  and  on  the  continent  of 
Europe  radiology  for  the  most  part  has  long  been 
divided,  in  both  teaching  and  practice,  into  two 
parts,  diagnosis  and  therapy.  There  it  has  been  a 
natural  consequence  because  of  the  relatively  short 
distances  covered  in  traveling  to  the  larger  medical 
centers. 

Diagnostic  radiology  requires  relatively  less  ex- 
pensive equipment  than  therapy,  as  the  latter  in- 
cludes radium  and  more  lately  the  radioactive  iso- 
topes in  order  to  carry  out  a fully  balanced  thera- 
peutic program. 

In  America,  where  distances  between  medical 
centers  are  relatively  greater,  the  combination  of  the 
two  branches  of  medicine  has  developed  into  an 
all-embracing  specialty,  but  actually  there  is  little  to 
tie  the  two  departments  together  other  than  a funda- 
mental knowledge  of  the  physical  properties  of 
irradiation.  In  many  of  our  teaching  centers  the  two 
branches  are  autonomous  although  they  still  may 
remain  under  one  administrative  head. 

The  Specialty  Examining  Board  of  Radiology  has 
completely  separated  the  two  branches,  giving  cer- 
tification in  Diagnostic  Radiology  and  in  Thera- 
peutic Radiology.  For  the  most  part  the  examiners 
on  the  Therapeutic  Board  are  individuals  confining 
their  practice  to  that  branch  of  radiology. 

Progress  in  the  future  development  of  therapeutic- 
radiology  undoubtedly  would  be  stimulated  by  its 
separation  into  a separate  specialty,  as  this  would 
tend  to  stimulate  more  active  participation  on  the 
part  of  young  physicians  seeking  a specialty  field. 
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DIET  AND  ATHEROSCLEROSIS 


PROGRESS  IN  CLINICAL  MEDICINE 


THE  RELATION  OF  DIET  TO  ATHEROSCLEROSIS 


Margaret  J.  Albrink, 

atheromatous  deposits  of  lipid-rich  material, 

*■  ^ chiefly  cholesterol,  in  the  subintimal  regions  of 
blood  vessels  have  long  been  recognized  as  one  of 
the  pathologic  changes  of  arteriosclerotic  lesions  in 
man.  The  influence  of  diet  on  such  lipid  deposition 
is  a major  problem  at  this  time  since  atherosclerosis 
is  listed  as  the  chief  cause  of  death  in  many  parts  of 
the  world.  Although  data  can  be  cited  to  support 
or  disprove  almost  any  claims  of  dietary  influence 
on  coronary  artery  disease,  the  possibility  emerges 
that  the  quantity  and  quality  of  dietary  fat  may  be 
one  of  the  many  factors  of  importance  in  the  patho- 
genesis of  atherosclerosis  and  more  particularly  of 
coronary  thrombosis.  Limitation  of  the  present 
discussion  to  dietary  factors  is  not  intended  to 
minimize  the  importance  of  a multitude  of  other 
variables  such  as  heredity,  sex,  age,  race,  species, 
hormones,  tobacco  habits,  hypertension  and  the 
significant  relationship  of  arterial  damage  from  other 
causes.  W aters  has  recently  presented  an  excellent 
account  of  the  influence  of  local  injury  on  lipid 
deposits  in  vessel  walls.64 

The  evidence  in  favor  of  dietary  prophylaxis  and 
treatment  of  atherosclerosis  is  based  on  the  presence 
of  abnormal  serum  lipids  in  a certain  proportion  of 
atherosclerotic  individuals,  and  the  amenability  of 
such  lipids  to  dietary  change. 

Serum  Lipids  in  Coronary  Artery  Disease 
(a)  increased  concentration  of  serum 

CHOLESTEROL 

The  association  between  elevations  of  serum 
cholesterol  and  atherosclerotic  lesions  in  herbivorous 
rabbits  fed  cholesterol  and  in  human  patients  with 
certain  selected  diseases  aroused  interest  in  the  pos- 
sible importance  of  hypercholesterolemia  in  athero- 
genesis.  However,  this  association  does  not  appear 
to  pertain  to  the  general  population.  Since  choles- 
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SUMMARY 

Of  the  many  causal  factors  in  the  pathogenesis  of 
atherosclerosis  and  coronary  artery  disease  an  abnormal 
serum  lipid  complex  reducible  by  dietary  means  has 
recently  been  implicated.  Since  this  abnormal  complex 
is  significantly  increased  in  only  certain  individuals, 
dietary  regulation  of  ingested  fat  may  be  beneficial 
only  in  those  certain  individuals.  The  abnormal  serum 
lipid  complex  has  been  assumed  to  involve  triglyceride- 
rich  beta-lipoproteins  of  low  density.  However,  the 
extent  of  their  presence  in  postabsorptive  sera  is  inter- 
related with  the  amount  of  triglycerides,  elevations  of 
cholesterol  or  of  the  cholesterol-phospholipid  ratio. 
An  increased  alimentary  lipemia  may  be  another 
manifestation  of  this  abnormality,  and  possibly, 
through  its  influence  on  the  clotting  mechanism  or  on 
cholesterol  deposition,  may  be  the  factor  immediately 
responsible  for  some  cases  of  coronary  thrombosis. 
Restriction  of  dietary  fat,  substitution  of  unsaturated 
vegetable  and  fish  oils  for  saturated  dairy  and  animal 
fats,  and  stimulation  of  carbohydrate  metabolism  are 
discussed  as  factors  which  may  improve  the  serum 
abnormalities. 

Since  much  remains  to  be  learned,  the  pursuit  of 
any  dietary  regimen  should  be  moderate,  protein 
deficiency  should  be  avoided,  and  the  role  of  many 
factors  other  than  dietary  lipids  correlated  with  vas- 
cular damage. 
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terol  can  be  synthesized  by  man  and  need  not  be 
supplied  exogenously,  since  it  is  synthesized  from 
acetate  and  other  products  which  are  continuous 
derivatives  from  combustion  of  carbohydrate,  it  is 
difficult  to  interpret  the  results  of  varying  the 
cholesterol  or  fat  content  of  the  diet.  Failure  to 
evaluate  differences  in  lipid  metabolism  of  different 
species  has  produced  conflicting  results.  The  rat  and 
dog,  for  example,  do  not  form  atheromas  readily 
regardless  of  diet.  The  herbivorous  rabbit  is  ex- 
tremely susceptible.  Between  such  species  is  the 
intermediate  susceptibility  of  man.  Among  the  most 
flagrant  comparisons  without  just  evaluation  of 
species  variations  are  some  attempts  to  compare 
atherosclerotic  lipid  deposition  in  man  with  the 
hypercholesterolemia  and  vascular  deposits  induced 
in  rabbits  by  feeding  cholesterol.  Within  a single 
species,  man,  statistical  compilations  of  large  groups 
of  persons  can  be  grossly  distorted  if  a few  subjects 
with  metabolic  disorders  such  as  hypothyroidism 
or  nephrosis  or  individuals  with  familial  hyperlip- 
emia or  hypercholesterolemia  are  included.  With  the 
exception  of  these  specific  diseases,  serum  cholesterol 
is  poorly  correlated,  if  at  all,  w ith  coronary  artery 
disease.  Serum  lipids  and  especially  cholesterol  did 
not  increase  consistently  with  age  in  the  small  groups 
of  human  subjects  studied  by  Sperry  and  Webb,62 
and  Man  and  Peters.41  An  interim  report  of  a long- 
term study  of  the  correlation  between  cholesterol 
determined  during  life  and  the  degree  of  athero- 
sclerosis at  death  revealed  no  relationship.49  Fried- 
man, Rosenman  and  Byers,  in  a comprehensive  re- 
view,14 stress  that  in  the  presence  of  hypercholes- 
terolemia atherosclerosis  is  found  but  that  the  con- 
verse relationship  of  hypercholesterolemia  and 
abnormal  deposition  of  cholesterol  in  blood  vessels 
is  frequently  not  demonstrated  in  fatal  atherosclero- 
sis. Diseased  coronary  arteries  may  not  exhibit 
visible  cholesterol  deposition  or  infiltration,  but 
fibroblastic  proliferation  of  the  intima  is  evident. 

(is)  interrelations  of  serum  lipids 
Abnormal  interrelations  of  serum  lipids  may  be 
more  closely  associated  with  atherosclerosis  than 
an  increase  only  in  cholesterol.  The  important 
lipids  present  in  serum  are  free  and  esterified 
cholesterol,  phospholipids  and  triglycerides  (neutral 
fat).*  In  an  individual  the  triglyceride  fraction 
shows  the  greatest  variation  during  the  day  and  from 
day  to  day.  The  constancy  of  the  relationship  be- 
tween free  and  esterified  cholesterol  and  lipid 
phosphorus  was  well  documented4’50  before  the  role 


of  phospholipids  and  cholesterol  in  the  character- 
istic composition  of  the  lipoproteins  became  a popu- 
lar concept.  Elevation  of  the  ratio  of  cholesterol  to 
phospholipid  has  been  found  in  sera  of  patients  with 
coronary  artery  disease  with  more  frequency  than 
elevation  of  cholesterol  alone.16’46’49 

(c)  LIPOPROTEINS 

Lipids,  which  in  their  native  state  are  insoluble 
in  water,  are  transported  in  soluble  form  in  plasma 
by  virtue  of  their  combination  with  proteins  to 
form  lipoproteins.  Although  the  protein  constitutes 
as  little  as  25  per  cent  of  the  weight  of  the  molecule, 
the  remainder  being  lipid,  the  protein  confers  solu- 
bility on  the  entire  molecule.47 

Serum  lipoproteins  have  been  analyzed  chemically, 
electrophoretically,  and  ultracentrifugally,  and  fall 
into  two  main  groups,  the  alpha  and  beta  lipopro- 
teins. While  the  true  identity  of  the  individual  lipo- 
proteins studied  by  various  methods  has  not  been 
entirely  elucidated,  certain  generalizations  are  pos- 
sible. The  alpha-lipoproteins  consist  of  about  60  per 
cent  protein,  have  a cholesterol/phospholipid  (c/p) 
ratio  of  about  0.6, t while  the  beta-lipoproteins  con- 
sist of  25  per  cent  protein  and  have  a cholesterol/ 
phospholipid  ratio  greater  than  i.o.33,45-47’°7  H ill vard. 
Entenman,  and  Chnikoff23  compare  in  tabular  form 
the  characteristics  of  lipoproteins  determined  by 
different  techniques  in  animal  species  and  in  man. 
In  the  electrophoretic  field  the  alpha  and  beta  lipo- 
proteins travel  with  the  alpha  and  beta  globulins, 
respectively.7-45  The  beta-lipoproteins  are  less  dense 
and  rise  in  an  ultracentrifugal  field  when  the  density 
of  serum  is  artificially  increased. t17>35  The  variable 


*The  mean,  maximum  and  minimum  concentrations  of 
these  substances  in  serum  as  measured  at  this  laboratory50 
are  as  follows:  total  cholesterol  194  mg.  per  cent  (123-265), 
phospholipid  expressed  as  lipid  phosphorus  9.2  mg.  per  cent 
(6.4-12.0)  triglyceride  (neutral  fat)  3.1  mEq./L  (0-6.1). 
Total  fatty  acids  titrated  after  hydrolysis  of  the  lipids  aver- 
age 12.3  mEq./L.  Small  concentrations  of  fatty  acids  may 
exist  in  the  nonesterified  state.  The  free  cholesterol  is  from 
24  to  32  per  cent  of  the  total  cholesterol.  The  maximum 
and  minimum  values  for  the  various  lipids  were  calculated 
as  twice  the  standard  deviation  above  and  below  the  mean. 

cholesterol  in  mg.  per  cent 

tC/P  ratio  = _ 8 F 

phospholipid  in  mg.  per  cent 

Phospholipid  in  mg.  per  cent  = lipid  phosphorus  in  mg. 
per  cent  X 25. 

JRate  of  sedimentation  in  an  ultracentrifugal  field  is  ex- 
pressed as  S (Svedberg)  units  in  which  S = 1013  cm./sec./ 
dyne/g.  Rate  of  flotation  is  similarly  expressed,  but  acquires 
a negative  value  indicated  as  Sf  or  -S  units.11 
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density  of  the  beta-lipoproteins  is  probably  caused 
by  the  differences  in  the  high  concentrations  of 
triglyceride  found  under  changing  physiological 
states.12  Elevations  of  serum  lipids  are  in  most  in- 
stances caused  by  an  increment  of  the  beta  fraction, 
which  is  often  associated  with  a reduction  of  the 
alpha  group.7’57  W hen  serum  lipids  are  low,  alpha- 
lipoproteins  predominate.  As  the  proportion  of  beta- 
lipoproteins  increases,  the  characteristic  cholesterol- 
phospholipid  ratio  of  the  beta-lipoproteins  might 
produce  even  for  whole  serum  a rise  in  the 
cholesterol-phospholipid  ratio  although  considerable 
variability  is  to  be  expected  because  of  the  incon- 
stancy of  the  ratio  within  the  groups  of  lipopro- 
teins.57 Jeneks25  reviewed  the  studies  of  several 
workers  and  added  evidence  of  his  own  to  indicate 
that  patients  with  coronary  artery  disease  exhibit 
low  density  beta-lipoproteins  and  a fall  in  the 
alpha-lipoproteins,  resulting  in  an  increased  ratio  of 
beta-  to  alpha-lipoprotein.  The  increased  ratio  of 
cholesterol  to  phospholipid  reported  in  patients  with 
coronary  artery  disease  is  indicative  of  a preponder- 
ance of  beta-lipoprotein. 

(d)  triglyceride  (neutral  fat) 

Triglycerides,  in  addition  to  their  presence  in 

serum  as  insoluble  chylomicra  after  a fat  meal,  are 
also  present  in  limpid  postabsorptive  sera  as  part  of 
the  beta-lipoprotein  molecule.7’12  W hile  the  fatty 
acid  esters  of  cholesterol  and  phospholipid  have  a 
relatively  slow  turnover  not  unlike  that  of  protein, 
the  triglyceride  fatty  acids  turn  over  at  an  extreme- 
ly rapid  rate,  suggesting  that  this  is  the  form  in 
which  fatty  acids  are  available  for  fuel,8’21*36  and 
that  the  other  components  in  some  way  implement 
the  utilization  of  triglycerides.  Observations  from 
this  laboratory  have  revealed  elevated  concentrations 
of  triglycerides  in  sera  of  patients  with  recent  myo- 
cardial infarctions,  despite  the  frequent  occurrence 
of  normal  cholesterol.39  This  focuses  attention  on 
the  metabolism  of  triglyceride  itself  in  the  patho- 
genesis of  this  disease. 

(e)  alimentary  lipemia 

The  serum  lipid  changes  thus  far  discussed  pertain 
only  to  lipids  present  in  postabsorptive  sera.  Several 
investigators  have  related  the  changes  occurring 
after  the  ingestion  of  a fat  meal  to  the  pathogenesis 
of  atherosclerosis.  Ingested  triglycerides  (neutral 
fat),  the  chief  form  in  which  dietary7  fat  exists,  are 
hydrolyzed  to  a variable  extent  in  the  gastrointestinal 
tract,  and  reconstituted  into  particles  of  insoluble 


virtually  protein-free  triglyceride.2’8  These  particles 
or  chylomicra  which  contain  about  five  per  cent  of 
cholesterol  and  phospholipid,  are  delivered  to  the 
systemic  circulation  entirely  by  way  of  the  thoracic 
duct  chyle.8’31  Their  presence  in  sera  after  a fat  meal 
causes  a rise  in  triglycerides  and  an  associated  tran- 
sient lactescence  (milky  appearance)  which  reaches 
a peak  at  about  three  hours  after  the  meal,  the 
phenomenon  commonly  referred  to  as  alimentary 
lipemia.  In  certain  diseases  such  as  essential  hyper- 
lipemia, the  accumulation  of  such  particulate  tri- 
glycerides causes  the  lactescent  appearance  of  sera 
even  in  the  fasting  state.5  In  the  rat  Bergstrom  and 
Borgstrom8  found  little  mixing  of  ingested  trigly- 
ceride with  the  lipoprotein-bound,  soluble  trigly- 
ceride already  present  in  serum  indicating  the  rapid 
and  direct  removal  of  the  triglyceride  particles  from 
the  blood  stream  without  involvement  of  the 
soluble  triglycerides.  Havel  and  Frederickson22 
described  similar  rapid  removal  of  chylomicra  by  a 
lipolytic  system  in  dogs.  There  is  evidence  from 
other  studies  that  in  rabbit51  and  man20  an  alterna- 
tive route  involves  the  stepwise  incorporation  of 
such  chylomicra  into  beta-lipoproteins  of  gradually 
increasing  density.  In  abnormal  states  the  removal 
of  triglycerides  may  be  impaired  with  the  result 
that  triglyceride-laden  lipoproteins  accumulate  in 
plasma  and  persist  into  the  fasting  state.  Reports  of 
elevated  low  density  liproproteins  Sf  12  and  greater 
found  in  sera  of  fasting  patients  w ith  atherosclero- 
sis17 may  thus  indicate  an  abnormal  disposal  of 
dietary  fat.  Since  some  electrophoretic  and  ultra- 
centrifugal methods  do  not  distinguish  between 
insoluble  triglycerides  (chylomicra)  and  the  beta- 
lipoproteins,23’25  the  increased  concentration  of  beta- 
lipoproteins  reported  by  such  methods  might  repre- 
sent in  part  abnormal  concentrations  of  insoluble 
triglycerides. 

Evidence  from  several  sources,  summarized  by 
Rawls,53  suggests  that  patients  with  atherosclerosis 
exhibit  prolonged  and  intensified  rises  in  chylo- 
micra after  a fat  meal.  The  ease  with  which  the 
serum  cholesterol  of  rabbits  can  be  raised  by  feeding- 
cholesterol  has  been  attributed  to  impaired  ability  of 
this  species  to  remove  from  the  circulation  chylo- 
micra in  which  cholesterol  is  trapped.14  Release  of 
the  cholesterol,  which  is  included  in  small  amounts 
in  chylomicra  during  normal  alimentary  lipemia  in 
man,  might  depend  on  the  dissolution  of  the  tri- 
glycerides.  Moreton43  postulated  that  the  cholesterol 
of  atheromatous  lesions  gained  entry  to  the  vessel 
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wall  as  part  of  a triglyceride  particle,  following 
which  the  easily  metabolized  triglyceride  was 
oxidized,  leaving  the  slowly  metabolized  cholesterol 
behind  as  an  atheromatous  deposit.  Irregular  meals 
or  sporadic  intake  of  abnormal  loads  of  fat  which 
would  produce  increased  alimentary  lipemia  might 
thus  predispose  to  atheroma  formation. 

The  potentiation  of  the  blood  clotting  mechanism 
by  chylomicra15’56’61  offers  a mechanism  in  addition 
to  artheroma  formation  whereby  alimentary  lipemia 
might  cause  vascular  damage  and  precipitate  coro- 
nary thrombosis.  This  influence  of  chylomicra  is  of 
particular  interest  in  view  of  the  reported  favorable 
effect  on  mortality  from  coronary  artery  disease  of 
heparin  in  doses  too  small  to  produce  more  than  a 
transient  effect  on  the  blood  clotting  mechanism.13 
The  “clearing”  of  alimentary  lipemia  following 
heparin  injection  is  mediated  through  the  hydrolysis 
of  triglycerides  with  simultaneous  liberation  of  non- 
esterified  fatty  acids  which  are  quickly  bound  by 
albumin.19’55  The  “clearing”  mechanism  is  activated 
by  much  smaller  doses  of  heparin  than  are  required 
to  delay  blood  clotting.  The  presence  in  the  heart 
of  a lipoprotein  lipase  similar  to  the  heparin-induced 
clearing  factor  is  consistent  with  growing  awareness 
that  triglycerides  are  an  important  source  of  fuel 
for  heart  muscle.32 

Relation  of  Diet  to  Coronary  Artery  Disease 

(a)  dietary  cholesterol 

Many  efforts  have  been  made  to  relate  the  abnor- 
mal lipids  of  atherosclerosis  to  peculiarities  of  the 
diet,  and  to  restore  the  lipid  pattern  to  normal  by 
dietary  manipulation.  Some  investigators  attribute 
prime  importance  to  dietary  cholesterol  and  factors 
influencing  its  absorption  as  determinants  of  the 
level  of  serum  cholesterol  and  beta-lipoproteins.27 
The  feeding  of  vegetable  sterols  (sitosterols)  has 
been  recommended  as  a means  of  reducing  serum 
cholesterol  on  the  assumption  that  in  the  intestinal 
lumen  the  poorly  absorbed  vegetable  sterols  reduce 
or  prevent  absorption  of  cholesterol.  Despite  initial 
enthusiasm  this  treatment  has  been  ineffective  in 
many  instances.18 

(b)  dietary  fat 

Other  workers  do  not  believe  that  dietary 
cholesterol  per  se  is  a significant  factor  in  determin- 
ing serum  cholesterol  in  man.14  The  serum  choles- 
terol concentration  is  under  delicate  endogenous 
control.  The  feeding  of  cholesterol  causes  cessation 
of  endogenous  synthesis  and  increased  conversion  of 


cholesterol  to  bile  salts  for  excretion  in  the  bile,  with 
the  result  that  serum  cholesterol  is  unaltered  despite 
the  presence  of  considerable  quantities  of  cholesterol 
in  the  diet.18 

A large  body  of  epidemiological  evidence  has  been 
offered  to  support  the  contention  that  dietary  fat  is 
the  critical  factor  determining  serum  cholesterol.28’29 
In  some  European  countries  during  the  war  years 
the  fall  in  death  rate  from  coronary  artery  disease 
antedated  restriction  of  fat  in  semistarvation  diets. 
Nevertheless,  this  reduction  in  death  rate  has  been 
emphasized  in  relation  to  dietary  restrictions  with- 
out presentation  of  the  many  other  factors  during 
the  war  years  which  influenced  statistics  on  mortal- 
ity. Friedman,  Rosen  man,  and  Byers14  discussed 
critically  the  many  factors  other  than  diet  which 
distinguished  the  different  national  and  economic 
groups  in  which  Keys  studied  arterial  disease.  True 
enough  in  groups  of  similar  economic  status  the 
concentration  of  serum  cholesterol  in  prosperous 
professional  men,  whose  diets  contained  40  per  cent 
or  more  of  fat,  was  25  to  ^o  per  cent  greater  than 
in  men  of  poorer  economic  status  whose  diets  were 
composed  of  20  per  cent  or  less  of  fat.29  That 
hereditary  and  temperamental  differences  affect 
cholesterol  regulation  has  been  emphasized  by  Page 
and  co-workers48  who  found  low  concentrations  of 
cholesterol  in  the  sera  of  the  calm  Navahoe  Indians 
despite  the  similarity  of  their  diets  to  the  customary 
American  diet. 

Total  caloric  balance  should  not  be  neglected  in 
any  comparison  of  serum  lipids  of  professional, 
sedentary  men  and  of  muscularly  active  manual 
laborers.  Walker  et  a/'13  measured  the  serum  choles- 
terols  of  students  subjected  to  1000  calorie  low  fat 
diets.  Body  weights  decreased;  serum  cholesterol 
decreased  initially  and  most  noticeably  in  those 
subjects  whose  cholesterols  were  originally  high. 
On  calorically  excessive  diets,  even  though  the  diets 
were  composed  largely  of  carbohydrate,  cholesterol 
increased  not  progressively  but  to  a new  plateau 
level.  Lack  of  recognition  of  specific  metabolic  dis- 
orders, which  make  the  concentrations  of  plasma 
lipids  susceptible  to  changes  in  diet,  may  account 
for  contradictory  results.  For  example,  plasma  lipids 
of  the  hypothyroid  individual  or  an  individual  with 
essential  hyperlipemia  fluctuate  more  than  those  of 
a euthyroid  person  when  fat  intake  varies. 

Few  long-term  clinical  studies  of  the  effect  of 
diet  on  atherosclerosis  have  been  reported.  Over  a 
ten  year  period  low  fat  diets  containing  25  to  50 
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Gm.  of  fat  daily  were  found  by  Morrison44  to  in- 
crease the  survival  of  patients  with  coronary  artery 
disease.  On  the  other  hand,  Mann  and  Stare42 
cautioned  against  such  radical  restriction  of  fat  on 
the  grounds  that  diets  containing  less  than  50  G111. 
of  fat  daily  are  both  impracticable  and  unpalatable. 
Inspection  of  food  charts  reveals  that  unless  the 
recommended  diet  permits  fat  in  amounts  equal  in 
weight  to  that  of  protein,  meat,  in  which  fat  can- 
not be  separated  from  the  muscle  fibers,  would  have 
to  be  banned  from  the  diet  and  the  accepted  protein 
requirement  of  1 gm./kg./day  met  from  vegetarian 
sources  or  foods  such  as  egg  white,  skimmed  milk, 
and  various  protein  powders.  On  such  a diet  the 
chances  of  obtaining  cooperation  from  the  patient 
are  meager,  and  the  dangers  of  producing  protein 
deficiency  and  malnutrition  are  great.  Mann  and 

• O 

Stare42  recommend  no  more  than  a moderate  re- 
striction of  dietary  fat  to  about  70  Gm.  a day 
coupled  with  a reducing  regimen  when  indicated. 
The  extreme  reduction  of  dietary  fat  had  best  be 
reserved  for  investigative  purposes  until  more  evi- 
dence of  the  beneficial  effects  of  such  a diet  is  avail- 
able. 

(c)  UNSATURATED  FATTY  ACIDS 
A major  development  w hich  may  be  highly  sig- 
nificant in  the  dietary  treatment  of  atherosclerosis 
was  the  demonstration  that  the  substitution  of 
vegetable  for  animal  fat  in  the  diet  resulted  in  a 
lowering  of  the  serum  cholesterol. 1,30>S8  This  effect 
appears  to  be  due  to  the  high  concentration  of  un- 
saturated, essential  fatty  acids,  particularly  linoleic, 
in  vegetable  oils  such  as  corn  oil  (an  exception  is 
coconut  oil  which  contains  largely  saturated  fatty 
acids)  in  contrast  to  the  more  saturated  fatty  acids 
in  animal  and  dairy  fats.  An  epidemiological  study 
of  different  racial  and  economic  groups  in  the  Cape 
Peninsula  in  South  Africa  revealed  a relationship 
between  the  concentration  of  cholesterol  and  beta- 
lipoprotein  and  the  intake  of  animal  fat,  but  not  of 
vegetable  fat.10  In  a short-term  study  on  human 
volunteers  Bronte-Stewart9  demonstrated  a rise  in 
serum  cholesterol  and  beta-lipoproteins  when  satu- 
rated animal  and  butter  fats  were  added  to  a basal 
diet.  Unsaturated  fats  in  similar  amounts  not  only 
failed  to  raise  the  cholesterol,  but  actually  lowered 
it.  Furthermore,  the  elevation  of  serum  cholesterol 
caused  by  feeding  ten  boiled  eggs  daily  could  be 
counteracted  by  frying  or  scrambling  the  eggs  in  100 
Gm.  of  sunflower-seed  oil,  and  highly  unsaturated 
fish  oils  "were  even  more  effective.  The  notable  lack 


of  atherosclerosis  in  the  fat-eating  eskimo  has  been 
attributed  to  the  high  degree  of  unsaturation  in  the 
oils  of  fish  and  marine  animals  consumed  by  these 
people.00  1 he  widespread  hydrogenation  of  vege- 
table oils,  while  it  has  created  attractive,  easily 
handled  products,  has  reduced  the  concentration 
of  essential  fatty  acids  with  the  result  that  the  con- 
sumption of  saturated  fatty  acids  is  increasing  at  the 
expense  of  the  unsaturated  components.15 

1 he  suggestive  relationship  between  atherosclero- 
sis and  unsaturated  fatty  acid  deficiency  is  further 
borne  out  by  the  lower  concentrations  of  the  un- 
saturated di-  and  tetraenoic  fatty  acids,  though  not 
of  trienoic,  in  the  plasma  lipids  of  patients  with 
arteriosclerosis  than  in  blood  bank  plasma.20 

The  production  of  arteriosclerotic  lesions  in 
monkeys54  by  vitamin  Bc  deficiency  has  prompted 
the  suggestion59  that  a relative  borderline  pyridoxine 
deficiency  in  American  diets  may  contribute  to  the 
development  of  arteriosclerosis.  Because  of  the  im- 
portance of  pyridoxine  in  the  metabolism  of  un- 
saturated fatty  acids,00  this  study  lends  further  sup- 
port to  the  possibility  that  essential  fatty  acids  play 
a role  in  preventing  coronary  artery  disease. 

The  manner  in  w hich  the  essential  fatty  acids  alter 
the  serum  cholesterol  is  completely  unknow  n.  The 
function  of  cholesterol  in  fat  metabolism,  at  present 
not  understood,  must  be  intimately  connected  with 
the  metabolism  of  the  essential  fatty  acids  and  with 
phospholipid  metabolism,  since  cholesterol  esters, 
together  with  phospholipids,  are  the  chief  vehicles 
for  the  transport  of  essential  fatty  acids  in  serum.6,37 
The  accumulation  of  cholesterol  esters  in  the  livers 
of  rats  deficient  in  essential  fatty  acids  is  indicative 
of  the  unavailability  for  metabolic  purposes  of 
cholesterol  esters  of  saturated  fatty  acids.0  The 
interaction  of  cholesterol  and  phospholipid  metabo- 
lism is  demonstrated  by  the  increased  formation  of 
phosphatidyl  choline  following  cholesterol  injec- 
tion.52 

The  enthusiasm  with  which  this  new  develop- 
ment in  the  field  of  atherosclerosis  has  been  received 
must  be  countered  by  a cautionary  warning  that  the 
role  of  unsaturated  fatty  acids  in  the  treatment  of 
atherosclerosis  has  not  been  defined,  and  not  all 
workers  in  the  field  agree  concerning  the  potential 
fruitfulness  of  this  line  of  research.  A diet  in  which 
all  the  fat  is  derived  from  corn  oil  and  fish  perhaps 
leaves  even  more  to  be  desired  in  the  way  of  pay- 
ability than  a fat-free  diet.  Such  drastic  measures 
might  not  be  necessary  should  the  moderate  sub- 
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stitution  of  unaltered  vegetable  fats  in  place  of 
hydrogenated  and  animal  fats  in  cooking  be  shown 
to  be  an  effective  therapeutic  regimen.  Thus  far  the 
arguments  for  the  importance  of  vegetable  oils  rests 
chiefly  on  the  contended  relationship  between  serum 
colesterol  and  beta-lipoproteins  and  coronary  artery 
disease. 

(d)  reduction  of  alimentary  lipemia 

One  aim  of  dietary  treatment  of  atherosclerosis 
may  properly  be  the  reduction  of  alimentary  lipemia. 
The  most  obvious  way  to  eliminate  alimentary 
lipemia  is  to  reduce  the  fat  in  the  diet.  Here  again, 
the  type  of  fat  is  of  fundamental  importance.  Less 
alimentary  lipemia  following  ingestion  of  fat  high  in 
unsaturated  fatty  acids  than  after  fat  high  in  satu- 
rated fatty  acids,  indicates  prolonged  retention  of 
the  latter  in  the  plasma.58  The  lipotropic  substances, 
choline,  methionine,  and  inositol,  are  said  to  reduce 
chylomicronemia34’53  although  the  efficacy  of 
these  substances  in  otherwise  altering  serum  lipids 
or  the  symptoms  of  coronary  artery  disease  is 
doubted.24’42 

That  dietary  factors  other  than  the  quantity  and 
quality  of  fat  in  the  diet  may  influence  alimentary 
lipemia  is  not  generally  appreciated.  Fat  tolerance 
tests  are  as  a rule  performed  using  high  fat,  low 
carbohydrate  meals  administered  to  fasting  indi- 
viduals. Such  individuals  are  in  a state  of  relative 
carbohydrate  deficiency.  When  this  state  is  remedied 
by  the  prior  administration  of  generous  quantities 
of  glucose,  the  degree  of  alimentary  lipemia  is  dim- 
inished even  though  the  meal  contains  the  same 
amount  of  fat.3 

The  effects  of  carbohydrate  on  lipid  metabolism 
have  been  reviewed  in  detail.40  This  interrelation- 
ship has  received  little  attention  in  discussions  com- 
paring the  effects  of  high  or  low  fat  diets,  and  it 
may  be  of  great  importance  in  the  dietary  regulation 
of  serum  lipids.  In  the  light  of  this  relationship  fac- 
tors regulating  carbohydrate  metabolism  are  brought 
into  the  sphere  of  lipid  metabolism,  and  the  time 
relationship  between  the  ingestion  of  fat  and  diurnal 
fluctuations  of  carbohydrate  tolerance  assumes  im- 
portance. The  adaptive  response  to  long-term  diets 
high  or  low  in  carbohydrate  or  fat  may  influence 
serum  lipids  and  alimentary  lipemia  in  ways  that 
remain  to  be  determined. 
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The  Handicapped  Worker  in  Connnecticut 

“Hiring  Handicapped  Gains  In  Connecticut  In- 
dustry” by  Flanders  (Conn.  Labor  Dept.  Monthly 
Bulletin,  XXI:  6,  June,  1956)  gives  an  encouraging 
picture  of  the  handicapped  worker’s  increasing  op- 
portunity to  find  gainful  employment.  The  number 
of  handicapped  placements  made  by  the  Connecticut 


State  Employment  Service  reached  6,532  in  1955. 
This  represented  a percentage  of  all  placements  of 
6.8  against  4.9  for  1954. 

As  a result  of  the  work  of  the  Governor’s  Com- 
mittee on  Employment  of  Physically  Handicapped 
“more  and  more  employers  are  becoming  convinced 
that  they  can  safely  hire  handicapped  workers. 
I hey  have  discovered  from  their  own  experience 
that  the  record  of  so-called  handicapped  workers  is 
not  significantly  different  from  that  of  nonhandi- 
capped workers  in  such  items  as  absenteeism,  non- 
disabling injuries  on  the  job,  disabling  injuries,  rela- 
tive output,  and  quit  rate.” 

The  most  difficult  to  place  are  the  totally  blind, 
the  epileptic,  the  postpsychotic,  the  severe  cardiac, 
the  cerebral  palsied  and  mentally  retarded,  and  the 
tuberculous.  “Employers  who  have  hired  handi- 
capped workers  have  found  out  from  their  own 
experience  that  there  is  no  need  to  be  afraid  to  hire 
handicapped  workers.  If  they  are  placed  where  their 
remaining  abilities  are  equal  to  the  demands  of  the 
jobs  they  are  as  good  producers  as  any  one  else. 
Employers  with  all  kinds  of  plants  and  with  every 
kind  of  union  agreement  have  hired  handicapped 
workers  and  are  glad  they  did.” 

We  Are  Appreciated 

For  those  disturbed  by  the  reports  of  medical 
abuses  of  the  YA’s  fee-service  medical  care  plan  (cf. 
FMS  Newsletter,  No.  5,  May  1956),  the  following 
letter,  sent  this  April  to  the  Connecticut  State 
Medical  Society  by  Mr.  Harry  T.  Wood,  manager 
of  the  VA  Regional  Office  in  Hartford,  Connecti- 
cut, is  welcome: 

“I  was  particularly  gratified  that  we  did  not  have 
a single  reportable  case  involving  Connecticut  doc- 
tors participating  in  the  ‘Home  Town  Care’  pro- 
gram during  the  period  covered  by  the  study.  In 
the  early  years  of  the  program,  we  found  it  neces- 
sary to  investigate  several  apparent  irregularities 
which  turned  out  to  be  due  to  lack  of  knowledge  on 

O 

the  physicians’  part,  rather  than  to  any  wilful 
abuse  of  the  program.  In  recent  years  our  task  has 
been  made  much  easier  due  to  the  wide  dissemina- 
tion of  information  through  the  Committee  on 
Medical  Care  of  Veterans  of  the  Connecticut  State 
Medical  Society,  and  the  timely  publication  of  any 
changes  in  the  Connecticut  State  Medical  Jour- 
nal.” 
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T he  public  demand  for  hospitalization  has  been  so  great  in  the  past  few  years 
that  there  is  an  acute  shortage  of  hospital  beds  which  in  turn  has  been  responsible 
for  waiting  periods  of  several  weeks  before  patients  can  be  admitted  for  elective 
procedures.  I here  are  many  factors  responsible  for  this,  but  the  voluntary  health 
insurance  plans,  which  provide  for  benefits  only  when  they  are  received  in  a 
hospital,  are  probably  the  most  important.  Consequently,  there  are  many  people 
who  are  hospitalized  today  for  diagnostic  and  therapeutic  purposes  only  because 
they  possess  prepaid  health  insurance  which  will  pay  for  benefits  under  no  other 
circumstances.  These  ambulatory  people  who  are  occupying  beds  that  should  be 
available  only  for  the  sick  are  not  so  much  to  blame  as  others  because  they  have 
paid  a premium  for  medical  services  which  they  cannot  get  in  any  other  way. 

I he  answer  to  the  public  pressure  for  more  hospital  beds  is  not  necessarily 
more  hospitals  or  expansion  of  present  hospital  facilities,  particularly  since  there 
are  many  hospital  beds  throughout  the  country  that  are  not  now  being  fully 
occupied  because  the  necessary  professional  and  lay  personnel  are  not  available 
to  service  them.  A more  effective  answer  would  be  a change  in  policy  of  the 
voluntary  health  insurance  plans  which  would  provide  payments  for  medical 
services  regardless  where  carried  out,  providing  that  safeguards  against  abuse  and 
exploitation  could  be  assured. 

Such  a change  in  policy  of  the  health  insurance  plans  would  be  a simple, 
practical  and  inexpensive  solution  to  the  hospital  bed  shortage.  The  medical 
profession,  the  Hospital  Association,  Blue  Cross,  Blue  Shield,  and  all  other  health 
insurance  agencies  should  get  together  and  develop  a program  that  would  pay 
for  medical  services  when  rendered  in  private  offices  or  as  patients  of  private 
physicians  in  the  outpatient  departments  of  hospitals.  This  could  be  done  easily. 
It  would  free  hundreds  of  hospital  beds  immediately  for  those  who  need  them 
and  at  no  increased  cost  to  anyone. 

Voluntary  health  insurance  plans  are  a powerful  bulwark  against  socialized 
medicine  and  the  medical  profession  must  cooperate  in  every  way  possible  con- 
sistent with  freedom  of  action  to  make  them  successful.  The  medical  profession 
must  recognize  the  importance  of  keeping  hospital  beds  for  those  who  need  them 
by  supporting  and  recommending  ways  and  means  whereby  the  comparatively 
well  patient  may  get  the  diagnostic  and  therapeutic  benefits  of  his  health  plan 
without  occupying  a bed  in  the  hospital. 

Every  effort  should  be  made  by  all  concerned  to  eliminate  the  hospital  waiting 
list  as  quickly  as  possible.  There  are  many  who  agree  that  ambulatory  patients 
should  not  be  hospitalized  for  diagnostic  and  therapeutic  procedures  that  can  be 
obtained  outside  the  hospital  as  long  as  there  are  patients  on  a waiting  list  who 
are  in  need  of  definitive  hospital  care. 

Ralph  T.  Ogden,  m.d. 
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THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  M.D. 

James  G.  Burch  Josephine  P.  Lindquist 

Director  of  Public  Relations  Administrative  Assistant 

160  St.  Ronan  Street,  New  Haven 
Telephones:  UN  5-0587,  LO  2-0836 

COUNCIL  MEETING 

The  first  meeting  of  the  Council  to  be  held  in  the  new  Barker-Weld  Room  was  called  to 
order  by  the  chairman  at  4:00  p.  M.  on  Wednesday,  October  17,  1956.  There  were  present  in 
addition  to  the  chairman,  Dr.  Fincke,  Drs.  Ogden,  Walker,  Couch,  Barker,  Weld,  Danaher, 
Murdock,  Gibson,  Feeney,  Stringfield,  Gallivan,  Ursone,  Tracy,  Otis,  Archambault,  Gens, 
Clarke,  Meyers,  Buckley,  Starr,  Gilman.  Absent:  Drs.  Metcalf,  Ottenheimer  and  Dwyer. 


The  following  resolution  front  the  Hartford 
County  Medical  Association  relating  to  a state  wide 
referendum  on  the  subject  of  social  security  cover- 
age for  phvsicians  was  discussed  at  length  and  not 
approved. 

“That  the  Councilors  of  Hartford  County  attending  the 
State  Council  meeting  on  October  17  be  instructed  to  move 
that  a statewide  referendum,  not  later  than  November  1, 
identical  with  Hartford  County — with  the  same  enclosures, 
but  with  a stamped  reply  card — be  sent  to  every  member  of 
the  Connecticut  State  Medical  Society  and  that  the  results 
be  presented  at  the  American  Medical  Association  House  of 
Delegates  meeting  in  Seattle,  Washington,  November  27th 
to  the  }oth.” 

Dr.  Gibson  reported  that  the  subcommitttee  to 
review  the  activities  and  operations  of  standing  and 
special  committees  of  the  Society  had  no  report  to 
make  because  the  committee  had  not  met.  The  first 
meeting  of  the  committee  will  be  held  on  October 
24. 

A progress  report  of  the  Building  Fund  was  dis- 
tributed and  no  action  taken. 

Dr.  Ogden  gave  a progress  report  of  the  Sub- 
committee to  Study  the  Report  of  the  Committee 
on  Hospitals.  This  report  contained  certain  recom- 
mendations. It  was  discussed  by  many  and  in  the 
course  of  the  discussion,  Dr.  Danaher  proposed 
that  the  Society  adopt  a credo  on  the  practice  of 
medicine.  The  discussion  finally  consolidated  with 
these  actions:  (a)  that  the  present  subcommittee  be 
augmented  and  that  the  chairman  of  the  Council 
be  empowered  to  appoint  new  members  of  the  com- 
mittee from  the  Council  or  other  members  of  the 
Society,  (b)  That  each  member  of  the  Council  be 
asked  to  set  down  his  thoughts  in  regard  to  a credo 
on  the  practice  of  medicine  for  discussion  at  the 
next  meeting  of  the  Council. 


A proposed  draft  of  a bill  to  regulate  the  labeling 
of  hazardous  substances  had  been  distributed  to 
members  of  the  Council  with  the  Agenda  sometime 
before  this  meeting.  1 he  subject  was  explained  by 
the  executive  secretary  and  considered  briefly  and 
it  was  agreed  that  the  Council  place  itself  on  record 
as  being  in  favor  of  the  principle  embodied  in  the 
proposed  legislation. 

The  executive  secretary  reported  on  the  progress 
of  developments  in  the  Medicare  Program  with 
particular  reference  to:  (1)  that  a representative  of 
the  General  Accounting  Office  was  spending  three 
days  at  the  office  of  Connecticut  Medical  Service 
investigating  its  financial  stability,  segregating  oper- 
ating expenses  and  general  accounting  procedures, 
(2)  that  representatives  of  the  Society  had  been 
requested  to  attend  a conference  in  the  office  of 
the  Surgeon  General,  Washington,  D.  C.,  com- 
mencing at  8:30  Monday,  October  29,  and  also 
representatives  of  CMS.  These  representatives  to 
be  authorized  by  the  Society  and  Connecticut 
Medical  Service  to  negotiate  fiscal  contracts  with 
the  Department  of  Defense  for  the  implementation 
of  MEDICARE  in  Connecticut  and  authorized  to 
sign  such  contracts  on  behalf  of  the  Society  and 
CMS. 

It  was  voted  that  the  President  of  the  Society,  the 
executive  secretary  and  Dr.  Danaher,  chairman  of 
the  State  Medicare  Committee,  be  named  the  repre- 
sentatives of  the  Society  to  the  conference  with 
the  Department  of  Defense  on  October  29  and  that 
the  president  or  either  one  of  the  other  two  repre- 
sentatives designated  by  him,  be  authorized  to  sign 
contracts  on  behalf  of  the  Society. 
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I he  proposal  that  the  State  Department  of  Health 
seek  additional  funds  for  the  cancer  control  program 
from  the  1957  General  Assembly  was  discussed  and 
certain  data  received  from  Matthew  Griswold  of 
the  State  Department  of  Health  were  presented. 
It  was  voted  that  the  Council  was  in  sympathy  with 
the  project  but  wished  more  information  concern- 
ing details  of  the  necessity  for  additional  funds. 

A report  of  a meeting  of  the  Committee  on  Emer- 
gency Medical  Services  held  on  September  27,  19^6 
had  been  distributed  to  the  members  of  the  Council 
some  days  before  the  meeting.  This  report  contained 
a number  of  recommendations  for  Council  con- 
sideration and  the  following  actions  were  taken: 

1.  It  is  recommended  to  the  Council  of  the  State  Medical 
Society  that  a board  of  physicians  be  appointed  to  be  avail- 
able to  the  State  Office  of  Civil  Defense  to  advise  in  planning 
in  the  field  of  civil  defense  in  medical  and  health  services. 
It  was  voted  that  the  present  Committee  on  Emergency 
Medical  Services  be  available  to  the  State  Office  of  Civil 
Defense  to  advise  in  planning  in  the  field  of  civil  defense  in 
medical  and  health  services. 

2.  It  is  recommended  to  the  Council  that  it  select  members 
of  the  Society  to  take  the  five-day  army  course  in  mass 
casualty  care  to  be  given  at  Walter  Reed  Army  Medical 
Center;  that  these  men  on  their  return  do  further  teaching 
throughout  the  hospitals  of  the  State;  and  that  the  Council 
consider  making  an  initial  appointment  from  Yale  Medical 
School.  (The  course  is  five  days’  duration  and  probably  the 
State  Office  of  Civil  Defense  will  furnish  matching  funds  to 
defray  expenses.)  It  was  voted  that  the  Committee  on  Emer- 
gency Medical  Services  report  to  the  Council  at  its  next 
meeting  on  November  14,  the  names  of  three  members  of 
the  Society  willing  to  take  the  five-day  Army  courst  in  mass 
casualty  care  to  be  given  at  Walter  Reed  Army  Medical 
Center  and  that  the  Committee  on  Emergency  Medical 
Services  clarify  the  statement  contained  in  the  minutes  of 
the  meeting  on  September  27  that  “probably  the  State  Office 
of  Civil  Defense  will  furnish  matching  funds  to  defray' 
expenses”  and  that  the  committee  provide  the  Council  with 
an  estimate  of  the  expense  to  the  Society  for  attendance 
upon  these  courses  of  instructions. 

3.  It  is  recommended  that  the  Council  review  the  mem- 
bership of  the  Casualty'  Planning  Committee  and  request 
them  to  review  their  previous  recommendations  in  the  light 
of  progress  in  thermonuclear  warfare.  The  Council  re- 
quested that  the  Committee  on  Emergency  Medical  Services 
make  recommendations  to  the  Council  relative  to  member- 
ship of  the  Casualty'  Planning  Committee  and  its  recom- 
mendations particularly  as  they  relate  to  thermonuclear 
warfare. 

4.  It  is  recommended  that  the  Council  direct  a com- 
munique to  the  county  societies  to  reappoint  county  com- 
mittees on  disaster  and  that  these  committees  notify'  the 
Committee  on  Emergency  Medical  Services  of  the  names 
of  their  chairmen;  and  further  that  these  committees  co- 
operate and  participate  in  exercises  associated  with  the 
emergency  hospital  units.  The  Council  approves  this  recom- 
mendation and  steps  will  be  taken  by  the  Societyr‘s  office  to 
bring  this  matter  to  the  attention  of  the  county  medical 
associations. 

5.  It  is  recommended  that  the  Council  be  requested  to 
aid  the  director  of  the  State  Office  of  Civil  Defense  in  the 
recruitment  of  area  medical  coordinators  . The  Council  asks 
the  Committte  on  Emergency'  Medical  Services  to  indicate 
to  the  Council  how  it  can  aid  the  director  of  the  State 
Office  of  Civil  Defense  in  the  recruitment  of  area  medical 
coordinators. 

Malcolm  M.  Ellison,  New  London,  was  appoint- 
ed to  be  a member  of  the  Cancer  Coordinating 
Committee  in  place  of  Benjamin  Reiter.  Bridgeport, 
w ho  has  removed  to  Minneapolis.  Dr.  Ellison’s  ap- 


pointment was  made  at  the  suggestion  of  Allan 
Ryan,  chai  rman  of  the  committee. 

1 he  resignation  of  Arthur  Ebbert,  New  1 laven, 
as  a representative  of  the  State  Medical  Society  to 
the  New  England  Postgraduate  Assembly  was 
accepted. 

1 hirty-tw  o student  members  were  elected. 


MEETINGS  HELD  DURING  NOVEMBER 


November  8 — Committe  on  Public  Health 

Woman’s  Auxiliary,  New  Haven  County 
Medical  Advisory  Committee,  Connecticut 
Cancer  Society  Budget  Committee 
November  1 2 — Committee  on  Eyre  Care 
November  14 — Committee — Council  New  England  State 
Medical  Societies 

Committee  to  Study  Purposes  and  Objectives 
of  Standing  and  Special  Committees 
Committee  on  Maternal  Mortality'  and  Mor- 
bidity 
Council 


November  21 — Program  Committee — Annual  Meeting 
November  26 — Conference  Committee  with  the  Bar  Asso- 
ciation 


November  28 — Committee  on  Perinatal  Mortality  and  Mor- 
bidity' 

Committee  on  Toxemia 


November  29 — Committee  on  Third  Party  Payments 
Connecticut  Medical  Examining  Board 
Committee  on  School  Health 


SCHOOL  PHYSICIANS  IN  CONNECTICUT 
1956-1957 

List  Supplied  by  the  Connecticut  State  Department 
of  Education 

Andover;  W.  C.  Hainsworth,  m.d.,  670  Main  St.,  Willimantic 
Ansonia:  Anthony  Alu,  m.d.,  290  Main  St. 

Ashford:  Bruce  R.  Valentine,  m.d.,  Abington 
Avon:  William  Wiepert,  m.d.,  Avon 
Barkhamsted:  Heinz  W.  Markwald,  m.d..  New  Hartford 
Beacon  Falls:  Edwin  R.  Curran,  m.d.,  297  Church  St., 
Naugatuck 

Berlin:  L.  A.  Chotkowski,  m.d. 

Bethany: 

Bethel:  A.  J.  Trimpcrt,  m.d.,  153  Grenwood  Ave. 
Bethlehem: 

Bloomfield:  Richard  Bagnall,  m.d.,  Bloomfield  Ave. 

Bolton: 

Bozrah: 

Branford:  Richard  Rosenthal,  m.d.,  87  Main  St. 

Bridgeport:  Employed  by  the  Department  of  Health 
Bridgewater: 

Bristol:  Raoul  Silliciano,  m.d.,  no  South  St. 

Brookfield: 

Brooklyn: 

Burlington: 

Canton:  Edward  N.  Ditcrs,  m.d.,  Collinsville;  Lawrence 
Carleton,  m.d.,  Collinsville 
Canaan:  Carl  Borneman,  m.d.,  Canaan 
Canterbury:  E.  Arthur  Barry,  Jr.,  m.d.,  Moosup 
Chaplin:  Bruce  R.  Valentine,  m.d.,  Abington 
Cheshire:  Wilbur  J.  Moore  and  Associates,  2 ;8  Maple  Ave.; 

Edward  E.  Oxnard,  m.d.,  Charles  Dayton,  m.d. 

Chester:  Eugene  L.  Callender,  m.d.;  D.  Leonard  Lieberman, 

M.D. 

Clinton:  Norman  P.  Rindge,  m.d.,  Clinton 

Colchester:  Irving  Friedman,  m.d.,  Colechester 

Colebrook:  Richard  I.  Barstow,  m.d.,  Norfolk 

Columbia:  W.  C.  Hainsworth,  m.d.,  670  Main  St.,  Willimantic 

Cornwall:  W.  Bradford  Walker,  m.d.,  Cornwall 

Cromwell:  Emily'  Pierson,  m.d.,  Cromwell 

Coventry': 

Danbury:  .Martin  Randolph,  m.d.,  70  Deer  Hill  Ave. 
Danielson: 
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Darien:  Edward  A.  Felder,  m.d.,  Darien 
Deep  River:  Russell  A.  Lobb,  m.d.,  Deep  River;  William  J. 
Tate,  m.d..  Deep  River 

Derby:  Paul  B.  Kennedy',  m.d.,  514  Elizabeth  St. 

Durham:  Henry  Sherwood,  m.d.,  Durham 
Eastford:  Bruce  R.  Valentine,  m.d.,  Abington 
East  Granby:  Owen  L.  Murphy,  m.d.,  Weatogue,  Simsbury 
I st  Haddam: 

East  Hampton: 

East  Hartford:  Raymond  T.  Houle,  m.d.,  t Central  Ave.; 
John  J.  Murphy,  m.d.,  27  Wells  Ave.;  Edward  H.  Truex, 
m.d.,  21  Arnold  Drive 

East  Haven:  Robert  M.  Taylor,  m.d.,  *78  Thompson  Ave. 
Easton: 

East  Lyme: 

East  Windsor: 

Ellington:  Seymour  I.  Kummer,  m.d.,  Rockville 
Enfield:  (Use  all  local  doctors  on  school  examinations) 
Essex:  W.  Raymond  James,  m.d.,  Essex 
Fairfield:  Norton  G.  Chaucer,  m.d.,  2660  North  St. 
Farmington:  Edward  P.  Dunne,  m.d..  Main  St.,  Unionville; 

James  S.  Marshall,  m.d.,  Farmington 
Franklin:  James  T.  Anderson,  m.d.,  920  Main  St.,  Willimantic 
Glastonbury:  Joseph  Raffa,  m.d.,  26^8  Main  St. 

Goshen: 

Granby:  Owen  L.  Murphy,  m.d.,  Simsbury 
Greenwich:  J.  Frederick  Close,  m.d.,  90  Dayton  Ave.; 
Stephen  L.  Derkach,  m.d.,  }6  Mason  St.;  James  V.  Hallor- 
an,  m.d.,  4^  Maple  Ave.;  George  W.  Hardr,  m.d.,  29^ 
Delavan  Ave.,  Byram;  Thomas  J.  O'Donnell,  m.d.,  224 
Milbank  Ave.;  Francis  A.  Read,  m.d.,  292  Sound  Beach 
Ave.,  Old  Greenwich;  Thomas  A.  Rourke,  m.d.,  161  Mason 
St. 

Griswold:  Frederick  C.  Barrett,  m.d.,  Jewett  City 
Groton:  E.  L.  Douglass,  m.d.,  168  Thames  St.;  Bradford  E. 
Crandall,  m.d.,  Mystic;  A.  Duncan  MacDougall,  m.d.,  174 
Bridge  St. 

Guilford:  Alan  C.  Mermann,  m.d..  Broad  St. 

Haddam:  Hazen  A.  Calhoun,  Jr.,  m.d..  Haddam 
Hamden:  Leonard  Parente,  m.d.,  i960  Whitney  Ave.; 

Josephine  M.  Fuhrmann,  m.d.,  i Armory  St.;  Francis  W. 
Westneat,  m.d.,  2^1  Whitney  Ave. 

Hampton:  Bruce  R.  Valentine,  m.d.,  Abington 
Hartford:  John  F.  Beakey,  m.d.,  78}  Asylum  Ave.;  Joseph 
J.  Bellizzi,  m.d.,  27?  Farmington  Ave.;  Silvestro  Cappiello, 
m.d.,  47  Vine  St.;  Francis  L.  DePasquale,  m.d.,  1990  Broad 
St.;  John  A.  DePasquale,  m.d.,  to  Farmington  Ave.;  K. 
Gregory  Elliot,  m.d.,  6}i  Park  St.;  Nicholas  A.  Giorgio, 
m.d.,  61  Edwards  St.;  Yale  Gordon,  m.d.,  9 Princeton  St., 
Elmwood;  Raymond  S.  Keefe,  m.d.,  272  Franklin  Ave.; 
Abraham  A.  Klein,  m.d.,  99  Pratt  St.;  Robert  D.  Murphy, 
m.d.,  71  Wells  Rd.,  Wethersfield;  William  J.  Stock,  m.d., 
566  Prospect  Ave.;  Howard  L.  Warring,  m.d.,  17^6  Main 
St. 

Hartland:  Herman  F'.delberg,  m.d.,  Granby 
Harwinton:  Maude  T.  Griswold,  m.d.,  Torrington,  RFD 
No.  2. 

Hebron:  Mervyn  H.  Little,  m.d.,  71 1 Main  St.,  Willimantic 
Kent:  George  F.  Greiner,  m.d.,  Kent 
Killingworth:  Norman  P.  Rindge,  m.d.,  Clinton 
Lebanon:  Imogene  H.  Manning,  m.d.,  Lebanon 
Ledyard:  William  M.  Edmonstone,  m.d..  Mystic 
Lisbon:  David  M.  Rousseau,  m.d.,  Norwich 
Litchfield:  C.  H.  Huvelle,  m.d.,  Litchfield 
Lyme:  Julian  G.  Ely,  m.d.,  Lyme 
Madison:  Ellsworth  Smith,  m.d.,  Madison 
Manchester:  Joseph  C.  Barry,  m.d.,  it6  Main  St. 

Mansfield:  W.  C.  Hainsworth,  m.d.,  Mansfield  Ave.,  Willi- 
mantic 

Marlborough:  Norman  H.  Gardner,  m.d..  East  Hampton 
Meriden:  William  E.  Hall,  m.d.,  146  AVest  Main  St.;  Jerome 
L’Heureux,  m.d.,  45$  Broad  St.;  Joseph  A.  Alekrut,  m.d., 
68  East  Main  St.;  Stanley  Boguniecki,  m.d.,  i r 4 East  Main 
St.;  S.  P.  DeRosa,  m.d.,  29  Cook  Ave.;  J.  Curtis  Giddings, 
m.d.,  219  West  Alain  St. 

Middlebury:  William  P.  Arnold,  m.d. 

Middlefield:  Lloyd  W.  Minor,  m.d.,  119  .Main  St.,  Aliddle- 
town 

Middletown  (City):  Benjamin  A.  Roccopriore,  m.d.,  144 
Washington  St. 

Middletown  (Town):  Benjamin  Al.  Shenker,  m.d.,  148  Broad 
Sr. 

Milford:  Leon  Spencer,  m.d.,  North  St. 


Monroe:  H.  Lyle  Stotts,  m.d.,  Monroe  School 
Montville:  John  D.  Donohue,  m.d.,  Uncasvilel 
Morris: 

Naugatuck:  Edwin  R.  Curran,  m.d.,  297  Church  St. 

New  Britain:  Jacob  Mellion,  m.d..  Walnut  Hill  School; 

(Airs.)  Corinne  V.  Newton,  m.d.,  Walnut  Hill  School 
New  Canaan:  George  G.  Ludlow,  m.d.,  Oenoke  Ridge; 
Harrison  S.  Coombs,  m.d.,  276  South  Ave.,  John  G. 
Frothingham,  m.d.,  Elm  St. 

New  Fairfield: 

New  Hartford:  Heinz  W.  Markwald,  m.d.,  New  Hartford 
Newington:  I.  H Friedberg,  m.d.,  1078  Alain  St. 

New  London:  Charles  E.  Dyer,  m.d.,  297  Alontauk  Ave. 
New  Alilford:  Howard  G.  Stevens,  m.d.,  50  Bridge  St. 

N ewtown: 

Norfolk:  Frank  D.  Ursone,  m.d.,  Greenswood  Rd. 

North  Branford: 

North  Canaan:  John  R.  Elliott,  m.d.,  Canaan 
North  Haven:  Louis  Parrella,  m.d.;  Justin  Cashman,  m.d. 
(Asst.) 

North  Stonington:  Bradford  B.  Crandall,  m.d.,  Mystic 
Norwich: 

Old  Lyme:  E.  E.  Devitt,  m.d..  Old  Lyme 

Old  Saybrook:  G.  Robert  Saunders,  m.d.,  Sheffield  St. 

Orange:  Alan  K.  Poole,  m.d.,  Old  Town  Rd. 

Oxford:  Oscar  Rogol,  m.d.,  to  Garden  St.,  Seymour 
Plainfield:  Angelo  Gulino,  m.d.,  Plainfield;  Arthur  Chase, 
m.d.,  Plainfield;  E.  Arthur  Barry,  m.d.,  Moosup;  Arthur 
Couture,  m.d.,  Moosup;  John  A.  Woodworth,  m.d., 
Aloosup 

Plainville:  George  Cook,  m.d.,  Farmington  Ave. 

Plymouth:  Dorothy  W.  Brockway,  m.d.,  Summer  St.,  Bristol 
Pomfret:  Bruce  R.  \ralentine,  m.d.,  Abington 
Portland:  Americo  Longo,  m.d.,  t44  Alain  St. 

Preston:  David  G.  Rousseau,  m.d.,  Taftville 
Prospect:  E.  Irene  Boardman,  m.d..  Prospect 
Putnam : 

Redding:  Kenneth  L.  Grevatt,  m.d..  Redding 
Ridgefield:  Francis  B.  Woodford,  m.d.,  62  Alain  St. 

Rocky  Hill:  David  Al.  Aloser,  m.d.,  t Elm  St. 

Roxbury: 

Salem:  Julian  G.  Ely,  m.d.,  Lyme 
Salisbury:  Alfred  E.  Brewer,  m.d.,  Lakeville 
Scotland:  James  T.  Anderson,  m.d.,  902  Alain  St.,  Williman- 
tic 

Seymour:  Edward  R.  Harvey,  Jr.,  m.d.,  Seymour 
Sharon:  G.  S.  Gudernatch,  m.d.,  Sharon 
Shelton:  Donald  A.  Davis,  m.d.,  38  Elizabeth  St.,  Derby 
Sherman: 

Simsbury:  O.  L.  Murphy,  m.d.,  Weatogue 
Somers:  |ohn  Hughes,  m.d.,  Somers 
Southbury:  A.  Ghiselin,  m.d.,  Southbury 
Southington:  George  Al.  Gura,  m.d.,  Southington 
South  Windsor: 

Sprague: 

Stafford:  Alfred  Schianetti,  m.d.,  Stafford  Springs 
Stamford:  Margaret  Al.  Armstrong,  m.d.,  218  Bedford  St.; 
David  P.  McGourty,  m.d.,  9t  Hope  St.;  Gertrude  Slater, 
m.d.,  167$  Bedford  St.;  AVilliam  D.  Troy,  m,.d.,  7^8 
Summer  St. 

Sterling:  E.  Arthur  Barry,  Jr.,  m.d.,  Aloosup 
Stonington:  S.  S.  Farago,  m.d.,  Pawcatuck;  W.  T.  Veal,  m.d., 
Stonington;  E.  Roland  Hill,  m.d.,  Alystic 
Stratford:  Chester  W.  Haberlin,  m.d,  2944  Main  St.;  T.  1. 
Impellitteri,  m.d.,  179,-  Main  St.;  William  R.  Alanistis,  m.d., 
881  Lafayette  St.;  G.  E.  Buda,  m.d.,  1831  Barnum  Ave.; 
Richard  Peterson,  m.d.,  ?t89  Main  St.;  Thomas  Winston, 
m.d.,  1026  Park  Ave.;  Frank  Riccio,  m.d.,  2064  Barnum 
Ave. 

Suffield:  William  H.  Upson,  m.d.,  Suffield:  S.  Paul  Coates, 
m.d.,  Suffield;  Donald  G.  Bard,  m.d.,  Suffield 
Fhomaston:  Clifford  Conklin,  m.d.,  Thomaston 
Thompson:  Sherman  L.  Waldron,  m.d..  North  Grosvenor- 
dale 

Tolland:  E.  H.  Metcalf,  m.d.,  to  Elm  St.,  Rockville 
Torrington:  John  I..  Buckley,  m.d.,  19  Alason  St.;  James 
F.  McKenna,  m.d.,  106  Litchfield  St.;  Pauline  Riendeau, 
m.d.,  to  Alason  St. 

Trumbull:  Edwin  F.  Trautman,  m.d.,  ^67  Main  St. 

Union:  W.  C.  Hainsworth,  m.d.,  670  Alain  St.,  Willimantic 
\7ernon: 

Voluntown:  Frederick  C.  Barrett,  m.d.,  Jewett  City 
(Continued  on  page  toot) 
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THE  HISTORIAN’S  NOTE  BOOK 

THE  DOCTOR  IN  COLONIAL  CONNECTICUT 


The  Author.  Emeritus  Professor  of  Obstetrics  and 
Gynecology , Yale  University  School  of  Medicine 


TJ'or  many  of  us  rhe  unfolding  of  medical  history 
in  Connecticut  seems  to  begin  about  the  time  of 
our  independence  as  a State.  The  fact  is  that  over  a 
century  before  that  time  medical  practice  was  firmly 
established  in  the  Connecticut  Colony.  We  are  apt 
to  overlook,  too,  the  truth  that  for  nearly  half  of 
our  entire  existence  we  were  a colony  of  the  British 
Crown.  At  the  start  we  were  in  reality  two  colonies, 
the  Connecticut  Colony  (Hartford  area),  and  the 
New  Haven  Colony,  joined  in  1664  in  the  Colony 
of  Connecticut.  Like  that  of  Massachusetts,  our 
colony  was  not  always  a willing  member  of  the 
colonial  system.  Our  independence  of  spirit  was  due 
in  good  measure  to  the  fact  that  we  were  able  to 
elect  our  own  governors  and  that  in  many  instances 
that  dignitary  served  for  years  on  end.  Then  too, 
throughout  all  of  our  colonial  years  and  long  after- 
wards we  were  a community  of  farmers.  The  pre- 
paring and  tilling  of  Connecticut  soil  was  an  en- 
deavor so  arduous  that  those  who  succeeded  could 
well  have  said  to  themselves,  This  Land  is  Ours. 

Until  many  years  after  the  revolution  Connecticut 
was  still  a community  of  small  towns.  In  1810  the 
largest  of  the  two  capitals  was  New  Haven  with 
5,772  inhabitants  and  ten  practicing  doctors.  Until 
well  into  the  19th  century  each  town  lived  largely 
unto  itself,  looking  to  its  own  concerns  and  govern- 
ing itself  in  great  measure  by  the  town-meeting 
system  still  in  healthy  operation  in  most  Connecti- 
cut towns. 

From  the  earliest  times  the  doctors  of  the  colony 
exhibited  independence  of  thinking  and  self  reliance. 
They  were  held  in  high  esteem  and  had  consider- 
able to  say  in  civic  affairs.  Not  infrequently  they 
were  representatives  in  the  general  assembly. 

Front  the  Department  of  History  of  Medicine,  Yale  University 


Herbert  Thoms,  m.d.,  New  Haven 

I he  beginnings  of  medical  practice  in  Connecti- 
cut naturally  reflected  that  of  rhe  mother  country. 
A number  of  early  settlements,  however,  managed 
to  exist  for  some  years  without  any  professional 
medical  attention  at  all,  the  midwife  and  minister 
giving  whatever  assistance  and  advice  they  could. 
1 lie  midwife  was  probably  the  more  skilled  and  in 
earliest  times  she  usually  had  been  trained  abroad, 
having  had  considerable  experience  before  coming  to 
this  country.  She  also  was  held  in  high  regard.  Thus, 
the  Widow  Bradley  in  New  Haven  was  given  a 
house  and  lot  rent  free  by  order  of  the  Court.  In  1651 
the  New  Haven  Court  ordered  that  Dr.  Chayes  (or 
Chais)  was  to  be  furnished  with  a house  and  house- 
hold stuff  to  be  paid  out  of  the  town  treasury,  and 
also  provisions  for  food  and  clothing.  However, 
arrangements  such  as  this  were  made  largely  on  the 
doctor’s  own  terms.  It  was  not  socialized  medicine. 
The  Connecticut  Colony  (Hartford)  went  further 
and  established  a schedule  of  fees  for  Thomas  Lord, 
plus  a yearly  stipend  of  fifteen  pounds,  twelve  pence 
a house  visit  in  Hartford,  five  shillings  in  Windsor, 
three  shillings  in  Wethersfield,  Farmington  six  shill- 
ings, Mattabeseck  eight  shillings. 

Of  the  early  practitioners  of  medicine  the  minis- 
ter-physician was  probably  the  most  skilled.  Some 
like  John  Winthrop  Jr.  had  received  formal  medical 
training.  All  were  well-educated.  Outstanding  among 
this  group  were  Gershom  Bulkeley  of  Wethersfield, 
Isaac  Collins  of  Litchfield,  and  Joseph  Eliot  of  Guil- 
ford, the  father  of  Jared  Eliot. 

The  remedial  measures  accorded  the  sick  by  our 
early  doctors  deserve  but  little  comment  for  they 
are  valueless  today.  Medicines  were  difficult  to 
secure,  being  imported  or  made  from  wild  herbs. 
Some  of  the  mixtures  contained  as  many  as  75  sub- 
stances, the  giant  ancestor  of  what  was  later  called 
the  “shot-gun  prescription.”  From  account  books  of 
our  early  doctors  it  does  not  appear  that  bleeding 
was  very  much  in  favor  in  the  17th  century.  It  was 
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in  the  next  century  that  patients  were  bled  almost 
with  the  frequency  of  taking  the  pulse. 

Some  of  the  more  severe  conditions  with  which 
our  colonial  doctors  had  to  deal  were  smallpox, 
measles,  diphtheria,  yellow  fever,  influenza,  any  of 
which  could  be  catastrophic  in  manifestation.  Cotton 
Mather  says  about  smallpox,  “1  he  Indians  in  these 
parts  had  newly,  even  about  a year  or  two  before, 
been  visited  with  such  a prodigious  Pestilence;  as 
carried  away  not  a Tenth,  but  Nine  parts  of  1 en, 
(yea,  ’tis  said  Nineteen  of  Twenty)  among  them: 
so  that  the  Woods  were  almost  cleared  of  those 
pernicious  creatures  to  make  room  for  a better 
growth.”1  Wide  epidemics  of  this  disease  swept  over 
New  England  during  the  17th  century.  Measles  in 
some  towns  was  unusually  fatal.  Diphtheria  ravaged 
Connecticut  in  1659  to  such  an  extent  that  at  the 
cessation  of  the  epidemic  the  legislature  ordered  a 
Day  of  Thanksgiving. 

Winthrop  refers  to  the  epidemic  of  influenza  of 
1647  and  says,  “It  took  them  like  a cold  and  slight 
fever  with  it.  Such  as  were  bled  or  used  cooling 
drinks  died;  those  who  took  comfortable  things,  for 
the  most  part  recovered  and  that  in  a few  days 
. . . such  was  the  mercy  of  God  to  his  people, 

,as  few  died,  not  above  40  or  50  in  the  Massachusetts, 
and  near  as  many  at  Connecticut.”2  Both  of  these 
'statements  reflect  the  thinking  of  that  day  which 
Isaw  the  influence  of  the  supernatural  in  everything, 
beliefs  no  doubt  fostered  bv  the  clergy.  It  was  a 
clergyman-doctor,  Michael  Wigglesworth,  who 
wrote  a poem  called  God's  Controversy  with  New 
England , which  begins, 

“Our  healthful  days  are  at  an  end, 

And  sicknesses  come  on 
From  yeer,  to  yeer,  becaus  our  hearts 
Awav  from  God  are  gone  — 

New  England,  where  for  many  veers 
You  scarcely  heard  a cough, 

And  where  Physicians  had  no  work, 

N ow  finds  them  work  enough.”3 

Living  conditions  at  the  time  of  our  earliest 
settlements  were  primitive  and  crude,  the  doctor 
making  his  rounds  to  the  log  built  houses  on  horse- 
back with  saddlebags  filled  with  medicines  and  in- 
struments. Streams  were  usually  forded  or  crossed 
on  bridges  of  hewn  logs.  After  sundown,  darkness 
reigned  supreme  and  it  was  not  unusual  for  the  way- 
farer to  become  lost.  Roads  were  usually  slightly 
widened  Indian  trails  through  dense  woods.  Travel 
between  settlements  was  often  made  by  water.  Such 
a journey  could  occupy  a number  of  days  owing  to 


the  contrariness  of  wind  and  tide.  In  the  17th  cen- 
tury, of  38  settlements,  18  were  on  navigable  waters. 

Every  householder  raised  his  own  grain  which 
had  to  be  ground  before  it  became  edible.  Wool  and 
flax  were  produced  locally.  Raising  sheep  became  a 
matter  of  course.  I he  spinster  implied  a trade  and 
not  an  unmarried  woman.  Most  of  them  were 
widows.  Later  in  the  colonial  period  the  doctor 
made  his  rounds  in  a two-wheeled  gig  with  a leather 
protection  from  the  weather.  The  wheels  were  often 
seven  feet  tall  and  it  drew  easily  over  muddy  roads. 
A good  specimen  of  such  a conveyance  is  to  be  seen 
at  the  Old  Morris  House  Museum  in  New  Haven. 
Doctors  like  other  gentlemen  of  the  period  wore 
the  cocked  hat,  leather  breeches,  long-skirted  coat, 
a doublet  with  large  metal  buttons,  shoes  with 
massive  buckles.  On  Sundays  at  least  the  hair  was 
crimped  and  powdered.  A scarlet  coat  was  not  in- 
frequently worn. 

During  the  colonial  period  many  Connecticut 
doctors  served  as  surgeons  in  the  wars  with  the 
Indians,  especially  the  wars  with  the  Narragansetts. 
A number  went  as  surgeons  in  the  expeditions  to 
Cape  Breton,  to  Crown  Point  and  the  Invasion  of 
Canada. 

As  the  years  progressed  into  the  middle  of  the 
18th  century  Connecticut,  like  most  of  the  other 
colonies,  gained  in  material  wealth  and  grew  in 
spiritual  strength.  Slowly  but  inevitably  a nation 
was  being  formed.  The  doctors  of  this  later  colonial 
period  shared  the  unfolding  spirit  of  the  times. 
Through  them  our  first  medical  societies  were 
formed,  our  first  hospitals  and  medical  schools 
founded  and  the  beginnings  of  scientific  medicine 
made  manifest.  They  were  also  considering  medical 
problems  in  concert  and  in  Connecticut  they  were 
gathering  clinical  data  which  would  eventuate  in 
the  first  medical  transactions  to  be  published  in  the 
N ew  W orld.  Cases  and  Observations  by  the  Medical 
Society  of  New  Haven  County. 

Like  so  many  of  their  fellow  citizens,  the  doctors 
of  this  time  were  men  of  ideas  and  inventiveness,  not 
only  increasing  the  knowledge  of  medicine  but 
making  significant  contributions  to  the  general  cul- 
ture. A list  of  Connecticut  doctors  in  this  latter 
category  would  certainly  contain  the  names  of  such 
men  as  Jared  Eliot  who  experimented  with  silk 
culture  at  Mulberry  Point  in  Guilford,  wrote  the 
first  practical  agricultural  treatise  in  this  country, 
and  smelted  iron  from  sea  sand  and  bog  ore,  Elisha 
North  of  Goshen  and  New  London  who  w rote  the 
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first  treatise  on  cerebrospinal  meningitis  and  later 
established  the  first  eye  infirmary  in  the  United 
States,  Hezekiah  Beardsley  of  New  Haven,  first  to 
describe  congenital  hypertrophic  stenosis  of  the 
pylorus,  Benjamin  Gale  of  Clinton,  an  early  writer 
on  inoculation  for  smallpox  and  the  inventor  of  an 
improved  drill  plow,  Lemuel  1 lopkins  of  Hartford 
noted  for  his  skill  in  treating  tuberculosis  and  for 
his  writing  on  that  subject,  also  a man  of  letters  and 
a member  of  that  celebrated  literary  group  known 
as  The  Hartford  Wits.  Others  were  Eneas  Munson 
of  New  Haven,  renowned  for  his  knowledge  of  the 
natural  sciences  as  well  as  of  medicine  and  later  an 
organizer  of  the  Connecticut  Medical  Society; 
Joshua  Porter  of  Salisbury,  physician,  legislator  and 
manager  of  an  important  iron  industry;  Daniel 
Lathrop  of  Norwich,  highly  successful  in  the  drug- 
business  and  a philanthropist;  Simeon  Smith  of 
Sharon,  another  doctor-druggist  whose  efforts  to 
establish  a State  medical  school  now  seem  to  be 
more  than  visionary;  Jonathan  Carver  of  Canter- 
bury whose  “Travels  through  the  Interior  Parts  of 
North  America”  went  through  endless  editions  and 
was  translated  into  every  modern  language. 

Important  as  these  are,  the  greatest  contribution 
of  our  earlier  physicians  was  the  making  of  doctors, 
the  handing  down  to  successive  generations  their 
store  of  knowledge,  their  concepts  of  the  art  of 
medicine  and  their  ideals  of  public  service.  '1  his  was 
accomplished  through  a fine  apprentice  system  of 
medical  teaching,  a system  to  which  medical  educa- 
tors today  are  giving  considerable  attention  and 
which  in  some  medical  schools  is  being  adapted  to 
modern  needs.  Many  of  our  early  Connecticut  doc- 
tors had  renown  as  teachers  which  extended  beyond 
our  borders.  Some  of  those  mentioned  above  were  of 
this  notable  group.  Most  of  the  outstanding  medical 
teachers  possessed  high  erudition.  Such  a one  was 
James  Hurlburt  of  Berlin  who  was  an  accomplished 
Latin,  Greek,  and  Hebrew  scholar,  and  called  by 
Woodward  the  greatest  genius  in  the  ranks  of  the 
medical  profession  in  the  last  century.  Another  was 
Seth  Bird  of  Bethlehem,  the  teacher  of  Lemuel 
Hopkins  who  testified  that  his  preceptor  was  the 
greatest  physician  with  whom  he  was  ever  acquaint- 
ed and  likened  him  to  Boerhaave.  Jared  Potter  of 
Wallingford,  Daniel  Sheldon  of  Litchfield,  Elisha 
Tracy  of  Norwich,  Alexander  Wolcott  of  Windsor, 
John  Osborn  of  Middletown  were  some  of  the  men 
whose  pupils  later  added  fame  to  the  story  of  Con- 
necticut medicine. 

Many  of  our  medical  ancestors  were  highly  skilled 


in  the  surgery  of  the  period  doing  operative  proce- 
dures which  are  considered  of  magnitude  today. 
Such  was  Philip  Turner  of  Norwich  of  whom 
Will  iam  Shippen  said  that  neither  in  Europe  or  in 
America  had  he  ever  seen  an  operator  who  excelled 
him.  Another  was  Joseph  Perkins  of  Norwich, 
known  as  a daring  surgeon,  and  who  had  numerous 
progeny  who  graced  the  profession  and  a son  of  less 
adornment  who  invented  the  “metallic  tractors.” 
Something  of  the  heroic  nature  of  surgery  in  those 
preanesthesia  days  is  seen  from  an  account  book  of 
Albigence  Waldo  who  practiced  in  Pomfret,  before 
and  after  the  Revolution.  Items  which  appear  not 
infrequently  rank  with  such  as  trepanning,  operation 
for  imperforate  anus,  operation  for  “large  Hairlip,” 
“Operation  for  hydrocele  for  Radical  Cure,”  “Re- 
moving large  triangular  piece  of  Os  Fronds,  the 
Whole  Fractur’d  in  a Terrible  Manner”  (this  patient 
recovered),  “Byington— Amputating  his  hand  maid- 
en’s thigh  (age  16).” 

When  we  think  of  the  men  who  became  the  in- 
corporators of  the  Connecticut  Medical  Society', 
who  founded  our  important  medical  institutions  and 
are  notable  as  pioneers  of  scientific  medicine  we  must 
give  greatest  credit  for  their  attainments  to  the  ex- 
cellent preparation  which  they  received  under  the 
apprentice  system.  Many  things  about  these  medical 
ancestors  of  ours  become  impressive  as  we  get  to 
know  them  better.  High  in  the  scale  is  their  devo- 
tion to  their  calling  and  their  high  ideals  of  ethical 
conduct.  As  doctors,  very  like  the  ministers,  they 
were  men  set  apart.  The  code  which  they  adopted 
for  themselves  was  a rigid  one  and  we  have  but  to 
survey  the  early  transactions  of  the  Connecticut 
Medical  Society  to  learn  how  well  it  was  lived  up 
to.  They  were  not  only  good  doctors  but  they  were 
good  citizens  and  the  number  who  held  elective 
office  in  the  colonial  assemblies  and  later  in  the 
national  and  State  legislatures  is  surprisingly  large. 
One  had  the  distinction  of  being  Governor  of  Con- 
necticut and  President  of  the  Connecticut  Medical 
Society  at  the  same  period.  Another  was  Lieutenant- 
Governor  and  simultaneously  president  of  a county 
medical  society. 

No  State  has  a finer  heritage  from  its  early  doc- 
tors than  our  own.  Let  ms  cherish  it. 


III 
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THE  CORPORATE  PRACTICE  OF  MEDICINE 

An  Unusual  Opportunity  for  Connecticut  Physicians 

Sidney  Shindell,  m.d.,  ll.b.,  Rocky  Hill 


T)robably  no  single  decision  of  a U.  S.  Appeals 
; Court  has  caused  more  discussion  among  medical 
circles  than  the  one  issued  in  the  case  of  Kintner  v. 
U.  S.  by  the  Ninth  Circuit  Court  of  Appeals.1  In 
this  case  an  unincorporated  association  in  Montana 
was  upheld  in  its  attempt  to  get  substantial  retire- 
ment benefits  for  its  member  physicians.  Physicians 
elsewhere  in  the  country  looked  with  envy  at  this 
situation  but  with  much  trepidation  about  trying  it 
(themselves  since  to  insure  their  similar  rights  they 
might  also  have  to  resort  to  a suit  against  the  Gov- 
ernment. In  fact,  the  Internal  Revenue  Service  has 
instructed  its  agents  not  to  follow  this  decision  else- 
where.2 

The  most  fascinating  aspect  of  this  case  has  appar- 
ently been  overlooked  here  in  Connecticut.  Kintner 
won  his  case  because  his  association  was  corporation- 
like in  structure.  Here  in  Connecticut  such  legal 
gyrations  are  unnecesary,  since  physicians  may  in- 
corporate under  a 1953  State  statute.  In  other  words, 
Connecticut  physicians  should  be  able  to  receive  all 
the  benefits  of  corporate  existence,  not  simply  be- 
cause one  could  create  an  association  which  re- 
sembles a corporation,  but  because  medical  corpora- 
tions are  permitted  in  this  State. 

The  so-called  corporate  practice  rule  which  is 
present  universally  in  this  country  states  simply  that 
corporations  cannot  practice  medicine.  This  doc- 
trine has  been  in  our  law  for  many  centuries  and 
was  developed  as  a result  of  the  fact  that  a corpora- 
tion, being  a fictitious  entity,  may  not  itself  be 
I licensed  as  a practitioner.  It  was  therefore  assumed 
that  practitioners  of  medicine  could  not  incorpor- 
ate and  become  employees  of  a corporation  (as 
well  as  owners)  for  to  do  so  would  in  effect  mean 
1 that  the  corporation  is  practicing  medicine  through 
the  agency  of  its  employees. 

In  Connecticut,  however,  a specific  statute  states 
clearly  what  physicians  may  or  may  not  do  within  a 
corporate  structure.  A corporation  created  under 
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SUMMARY 

Incorporation  of  physicians  under  Connecticut  laws 
is  possible  and  in  the  opinion  of  the  author  would 
result  in  substantial  tax  advantages  to  physicians  em- 
ploying this  technique  in  the  conduct  of  their  prac- 
tices. 

An  example  of  the  savings  accruing  to  a hypothetical 
physician  is  presented  along  with  a survey  of  the  steps 
that  must  be  taken  to  take  advantage  of  the  Con- 
necticut law. 


§2  599d  of  the  1953  Supplement  to  the  General 
Statutes  may  still  not  itself  practice  medicine.  How  - 
ever, three  or  more  physicians  licensed  to  practice 
may  form  a corporation  “to  own,  operate,  and  main- 
tain a clinic  for  the  study,  diagnosis  and  treatment 
of  human  ailments  and  injuries  by  persons  duly 
licensed,  and  to  promote  medical,  surgical  and  scien- 
tific research  and  learning  . . .” 

The  effect  of  such  a statute  is  twofold.  It  permits 
all  capital  investment  in  equipment,  and  all  oper- 
ating expenses  incident  to  “the  study,  diagnosis  and 
treatment  of  human  ailments  and  injuries”  to  be  an 
expense  of  a corporation,  and  it  further  permits  the 
practitioners  wrho  actually  perform  the  services  to 
be  “employees”  of  the  corporation. 

Physicians  have  traditionally  practiced  as  indi- 
viduals, and  proposals  for  group  practice  have  not 
been  enthusiastically  received  because  of  the  possible 
interference  with  the  prerogatives  of  the  individual 
practitioner  or  the  changes  which  might  occur  in 
the  physician-patient  relationship.  It  is  the  purpose 
of  this  discussion  to  point  out  the  type  of  status  a 
member  physician  of  a Connecticut  medical  cor- 
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poration  might  have,  in  order  to  indicate  the  manner 
in  which  the  physician’s  freedom  could  be  preserved 
even  under  the  corporate  structure. 

It  must  he  understood  that  for  a physician  to 
receive  benefits  from  the  incorporation  he  must 
technically  qualify  as  an  “employee.”  The  question 
then  is  what  constitutes  the  employee  status.  We 
ordinarily  understand  an  employee  to  be  one  w ho 
works  under  the  control  and  supervision  of  another. 
However,  since  the  practice  of  medicine  requires 
the  exercise  of  almost  unlimited  discretion  with 
respect  to  the  precise  manner  of  performance,  em- 
ployee status  must  be  determined  by  the  degree  of 
control  the  employer  has  over  the  general  policies 
surrounding  the  details  of  the  services  performed. 
The  elements  which  would  indicate  whether  such 
control  is  present  would  be  (a)  the  degree  to  which 
an  individual  has  become  integrated  into  the  oper- 
ating organization,  (b)  the  substantial  nature,  regu- 
larity, and  continuity  of  his  work  for  the  employers, 
and  (c)  the  authority  vested  in  or  reserved  by  the 
employer  to  require  compliance  with  his  general 
policies.  Further,  Section  3121  (d)  of  the  Federal 
Insurance  Contributions  Act  provides,  among  other 
things,  that  the  term  “employee”  means  any  officer 
of  a corporation. 

To  reduce  the  above  to  a specific  situation,  let  11s 
assume  three  physicians  incorporate  under  Con- 
necticut law.  The  corporate  entity  becomes  the 
employer.  As  officers  of  the  corporation  the  physi- 
cians determine  their  overall  policy  such  as  the  place 
where  they  will  conduct  practice,  the  fees  they  will 
charge,  arrangements  for  covering  each  other, 
amount  of  compensation  each  is  to  receive,  and  the 
like.  They  then  hire  themselves  as  “employees”  to 
carry  out  the  policies  they  themselves  just  deter- 
mined. It  is  apparent  from  this  that  any  physicians 
in  Connecticut  now  having  either  an  informal  asso- 
ciation or  a partnership  could  incorporate  with 
little  if  any  effect  on  their  present  professional 
relationships. 

More  important  is  the  effect  that  incorporation 
might  have  on  their  personal  income.  Physicians 
have  looked  longingly  at  such  proposals  as  the  Reed- 
Keough,  or  more  recently  the  Keough-Jenkins-Ray 
bill  which  would  permit  tax  relief  up  to  a certain 
percentage  of  income  if  set  aside  as  annuities.  In 
spite  of  current  optimism  that  such  a provision  may 
be  passed,  we  have  in  the  Connecticut  statute  not 
only  the  “bird  in  the  hand”  but  also  a technique 
permitting  wider  latitude  of  benefits  than  the  per- 
sonal exemptions  proposed  in  this  legislation  might 


provide.  Under  a corporation-sponsored  pension 
plan,  the  provisions  can  be  designed  to  meet  the 
specific  needs  of  the  individual  members  of  the 
corporation. 

A corporation  may  provide  both  itself  and  its 
employees  w ith  certain  protections.  Key  man  life 
insurance  may  be  purchased  to  indemnify  against 
the  loss  of  its  important  officers.  Pay  continuation 
plans  can  be  offered  employees’  survivors  through 
this  technique.  Social  Security  benefits  would  be 
automatic.  Accident  and  health  benefits  as  well  as 
professional  liability  insurance  may  be  provided  for 
employees.  Hospitalization,  disability  income,  and 
catastrophic  medical  coverage  may  be  included  in 
such  benefits.  All  this  in  addition  to  any  retirement 
plan  which  need  not  be  limited  to  a statutory  per- 
centage of  income  as  would  be  the  case  under  the 
Keough-Jenkins-Ray  bill.  Significantly  most  of  these 
may  be  purchased  as  a tax-deductible  business  ex- 
pense to  the  corporation  and  hence  paid  for  by 
funds  before  taxes  are  paid  on  them.  Now,  if  a 
physician  wishes  these  benefits  he  must  purchase 
them  all  from  the  money  he  has  left  after  taxes  have 
been  paid. 

It  appears  to  be  practicable  to  arrange  the  prac- 
titioner’s financial  affairs  so  as  to  substantially 
increase  such  benefits  under  a corporation  and  leave 
him  with  at  least  the  same  money  in  his  pocket  as 
he  now  has  as  an  individual  without  these  benefits. 


IB 


| IS 

cr 

in 

i 


a> 


This  may  be  illustrated  as  follows: 


(a)  current  financial  status  OK  DR.  X WITHOUT 
INCORPORATION 


Assume:  Dr.  X to  be  married,  40  years  of  age,  two 
small  children. 

Assume:  Dr.  X’s  gross  income  to  be  $45,000  per 
year. 

Assume:  Overhead  of  only  $14,000  which  is  ab- 
normally low.  His  adjusted  gross  income  is  $31,000 
a year. 

Assume:  An  expected  personal  income  tax  deduc- 
tion for  charity,  interest  and  property  taxes  totalling 
$2,600  plus  for  personal  deductions. 

FI  is  federal  income  tax  is  approximately  $7,660 
per  year  and  his  net  income  after  taxes  is  $23,^40. 

H owever:  Of  this  amount  he  retains  for  his  own 
use  only  $20,840  since  $500  per  year  goes  toward 
accident,  health  and  hospitalization  insurance. 

$1,000  per  year  for  life  insurance. 

$1,000  for  church  and  charitable  contributions. 
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(b)  financial  status  with  incorporation 

Assume  same  earnings  of  $45,000. 

The  corporation  pays  Dr.  X a salary  of  $27,500  a 
year,  retaining  the  difference  of  $17,500.  This  now 
is  his  adjusted  gross  income,  as  well  as  his  total  gross. 

Assuming  similar  deductions  as  before,  the  Fed- 
|e ra  1 income  tax  is  $6,610,  and  his  net  spendable 
income  is  approximately  the  same— $20,890. 

(c)  WHAT  DOES  DR.  GET  AS  AN  INDIVIDUAL  IN  RETURN 
FOR  HIS  CONTRIBUTION  TO  THE  CORPORATION 

The  corporation  provides  Dr.  X with  prepaid 
accident,  health  and  hospitalization  insurance. 

The  corporation  pays  the  usual  charities  formerly 
paid  by  the  individual. 

Up  to  this  point,  aside  from  the  $1,000  annual  life 
insurance  premium  paid  by  Dr.  X,  he  is  in  the  same 
position  as  before.  These  are  the  additional  benefits 
Dr.  X will  receive: 

He  may  stop  paying  his  $1,000  per  year  on  insur- 
ance and  take  paid  up  values  for  his  policies. 

The  corporation  will  provide  a guarantee  of  two 
years’  pay  continuation  after  death  through  “Key 
Man”  life  insurance.  This  alone  is  approximately 
$15,000  more  life  insurance  than  he  formerly  owned, 
or  a total  of  $55,000  life  insurance  besides  the  paid 
up  value  of  his  present  policies. 

The  corporation  through  a pension  trust  would 
in  addition  guarantee  Dr.  X a retirement  income 
' of  $4,800  per  year  for  life  starting  at  age  65,  or  he 
may  take  this  as  a lump  sum.  In  this  manner  the  value 
of  his  years  of  practice  may  be  realized  in  a material 
way. 

In  addition.  Dr.  X would  be  covered  by  Social 
Security,  which  represents  additional  annuity  in- 
come during  retirement  or  additional  life  insurance 
w hile  children  are  under  18. 

(d)  w hai  does  the  corporation  receive  from  this 

ARRANGEMENT?  (DR.  X IS  PART  OWNER) 

There  should  be  a saving  of  business  overhead  by 
pooling  of  resources,  office  personnel  and  the  like, 
hence  w e will  calculate  the  cost  to  the  corporation 
of  Dr.  X's  employment,  to  be  paid  out  of  the  $17,500 


of  earnings  in  excess  of  salary: 

Overhead  $12,000 

Accident,  health  and  hospital  insurance 500 

Key  Man  life  insurance 1,411 

Pension  Trust  2,012 


Total  $15,923 

Balance  for  reserve  and  charity $ 1,575 


It  can  be  seen  from  the  above  hypothetical  case 


that  a doctor  can  by  incorporating  take  home  the 
same  spending  money,  but  because  the  corporation 
buys  benefits  before  taxes  are  paid  he  can  thereby 
get  more  benefits  than  he  could  purchase  after  taxes 
are  paid  without  losing  spending  money.  In  effect 
the  taxes  are  buying  the  benefits.  He  ends  up  with 
more  life  insurance  and  new  annuity  protection  bv 
buying  them  as  an  expense  to  the  corporation. 

It  is  evident  from  the  above  that  the  higher  the  tax 

O 

bracket  in  which  the  physician  finds  himself,  the 
more  savings  would  accrue,  or  in  other  words  the 
more  life  insurance  and  annuity  protection  could  be 
purchased  from  the  funds  w hich  ordinarily  are  paid 
in  taxes.  Also  the  greater  amount  a doctor  might 
now  be  paying  in  insurance  premiums,  the  greater 
his  saving.  Many  doctors  find  it  difficult  to  set  aside 
the  kind  of  insurance  estate  necessary  to  provide 
adequately  for  their  family  in  the  event  of  death. 
The  corporate  technique  permits  the  establishment 
of  such  an  estate  at  much  less  out-of-pocket  expense. 

In  addition  to  the  usual  advantages  of  corporate 
structure,  such  as  no  personal  liability  for  the  busi- 
ness debts,  etc.,  a medical  corporation  would  permit 
a group  of  physicians  to  more  easily  take  vacations, 
attend  medical  conventions  and  keep  more  regular 
hours.  The  fluidity  of  these  features  are  at  the  dis- 
cretion of  the  practitioners. 

I he  advantages  of  pooled  equipment,  office  space, 
telephone,  office  personnel,  record  keeping  and  other 
basic  expenses  should  also  result  in  financial  benefit 
to  the  members  of  the  corporation. 

It  must  be  recognized  that  the  above  outline  is 
based  on  a hypothetical  situation  as  indicated;  de- 
tailed analysis  of  the  actual  circumstances  of  specific 
physicians  may  yield  substantially  different  data. 

It  is  somewhat  surprising  that  the  medical  pro- 
fession of  Connecticut  has  not  taken  advantage  of 
the  provisions  of  our  most  unusual  statute.  It  can 
only  be  accounted  for  by  the  fact  that  doctors  as  a 
rule  pay  little  attention  to  financial  affairs.  It  is 
within  the  memory  of  most  practitioners  that 
accountants  have  become  necessary  in  preparing  the 
increasingly  difficult  tax  returns.  Only  recently  have 
ready  made  bookkeeping  systems  become  available 
to  physicians.  It  might  be  said  that  the  business 
aspects  of  medical  practice  have  probably  been  the 
most  neglected  for  two  reasons: 

( 1 ) The  doctor  is  primarily  concerned  with  caring 
for  people,  and 

(2)  He  is,  bv  virtue  of  his  long  training,  singularly 
unprepared  in  the  niceties  of  our  modern  day  busi- 
ness world. 
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Paradoxically,  the  more  conscientious  he  is  as  a 
physician,  attending  medical  meetings,  keeping  up 
w ith  literature,  meeting  the  demands  of  his  patients, 
he  has  all  he  can  do  to  discharge  his  social  obliga- 
tions, let  alone  being  able  to  find  time  to  give 
corporation  and  tax  law  the  study  it  deserves.  As  a 
solo  practitioner  it  is  difficult  for  him  to  “invest”  in 
the  type  of  financial  and  legal  advice  required  to 
develop  the  suitable  arrangement  for  optimum 
financial  return. 

Contrast  this  with  the  business  world  where  the 
sole  object  is  financial  growth  and  stability,  and 
where  every  effort  is  concentrated  on  arrangements 
resulting  in  tax  advantage. 

Because  of  this  contrast  the  tendency  of  physi- 
cians is  either  to  be  suspicious  of  any  financial  pro- 
posal, or  the  other  extreme,  to  leave  all  financial 
affairs  to  someone  else.  If  this  article  has  any  pur- 
pose, it  is  not  only  to  acquaint  the  physician  of  a 
possible  means  of  fiscal  arrangement  which  would 
be  in  his  interest  but  also  to  suggest  that  adequate 
professional  advice  should  be  sought  on  all  financial 
problems  in  order  to  derive  maximum  benefit  from 
the  fruits  of  his  labor. 

The  physician's  professional  life  is  short  compared 
to  other  groups,  and  it  seems  unreasonable  that  the 
physician  should  remain  at  a financial  disadvantage 
when  at  least  in  Connecticut  means  are  at  hand  to 
lessen  the  inequities  between  the  business  world  and 
the  profession. 

T he  steps  which  can  be  taken  are  fairly  simple 
to  outline,  even  though  many  are  complex  in  their 
execution.  They  may  be  summarized  as  follows  and 
are  presented  in  stages  for  clarity: 

(1)  Formation  of  a corporation. 

This  involves  a desire  to  incorporate  followed  by 
execution  of  specific  documents  necessary  to  accom- 
plish the  purpose  legally.  These  are: 

(a)  The  preparation  of  articles  of  incorporation. 

(b)  The  obtaining  of  a Certificate  of  Registration 
from  the  Connecticut  Medical  Examining  Board. 

(c)  The  filing  of  these  documents  with  the  Secre- 
tary of  State. 

(d)  The  development  of  by-laws  which  determine 
the  management  of  the  corporation. 

(e)  The  closing  out  of  present  accounts  and  be- 
ginning new  books  as  a corporation. 

(2)  Fixing  of  status  of  employees. 

(a)  The  development  and  execution  of  “employ- 
ment” contracts  which  fix  the  relationship  between 
each  member  physician  and  the  corporate  entity. 

(b)  The  obtaining  of  a formal  ruling  from  the 


Bureau  of  Internal  Revenue  as  to  the  status  as  em- 
ployees. 

(3)  Development  of  specific  pension  plan. 

(The  details  of  pension  plans  can  be  varied  from 
group  to  group  but  must  be  in  accordance  with  a 
uniformly  applied  formula  within  any  specific 
group.  Advance  rulings,  before  actual  investment  of 
funds  by  the  corporation,  can  be  obtained  to  insure 
the  legality  of  the  specific  formula  used  by  any 
specific  corporation.) 

(4)  Actual  investment  in  benefits. 

I his  is  usually  done  by  purchasing  coverage  from 
commercial  insurance  carriers  but  in  order  to  be  of 
greatest  benefit  to  the  member  physicians  it  should 
be  coupled  with  a complete  analysis  of  the  physi- 
cian’s personal  estate. 

In  addition  to  the  fact  that  our  statute  is  recent, 
probably  one  of  the  more  important  reasons  why  the 
theoretical  benefits  outlined  above  have  not  been 
pur  to  practical  use  is  because  of  the  diverse  skills 
required  to  work  out  the  details.  Merely  coordi- 
nating the  functions  of  the  accountant,  attorney  and 
the  estate  and  tax  consultants  requires  basic  know  l- 
edge of  their  fields  as  w ell  as  knowledge  of  adminis- 
trative aspects  of  medical  practice. 

It  has  been  the  experience  of  the  author  in  work- 
ing with  groups  interested  in  this  field  that  too  often 
the  accountant  alone  is  asked  to  render  an  opinion 
and  when  faced  with  the  legal  niceties  involved  in 
details  of  corporate  structure  or  pension  trust  agree- 
ments he  becomes  embroiled  in  an  area  beyond  the 
limits  of  his  usual  experience.  Also,  unless  an  attor- 
ney has  concentrated  specially  on  corporation  and 
tax  law,  he  is  somewhat  hesitant  to  embark  on  such 
a venture.  An  estate  and  tax  consultant  too  fre- 
quently is  neither  accountant  nor  lawyer  and  is  not 
in  position  to  effectuate  the  entire  plan.  To  expect 
the  average  physician  to  bring  these  disciplines  to- 
gether and  produce  the  entire  product  is  somewhat 
unreasonable. 

In  our  complex  society  medicine  has  lagged  in  its 
business  functions  through  no  fault  of  its  own.  It  is 
hoped,  how  ever,  that  the  physicians  of  Connecticut 
by  recognizing  the  potential  which  lies  within  our 
legal  structure  may  obtain  the  realization  of  the 
benefits  available  to  them. 
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Federal  Medical-Health  Spending  for  Fiscal 
Year  1957 

(July  1,  1956,  to  June  30,  1957) 

This  report  is  a factual,  objective  study  of  how 
much  the  U.  S.  Government  is  spending  this  fiscal 
year  in  all  health  and  medical  fields.  We  are  dealing 
with  money  that  has  been  appropriated  and  cur- 
rently is  available  to  be  spent.  When  talking  in 
billions  of  dollars,  it  is  often  difficult  to  make  the 
totals  meaningful.  However,  here  are  some  con- 
clusions: 

1.  What  the  U.  S.  is  spending  in  health  fields  alone 
represents  an  average  cost  of  $15.17  per  man.  woman 
and  child.*  Incidentally,  it  is  costing  each  of  them 
!|>i-78  more  this  year  than  last. 

2.  If  only  wage  earners  are  considered,*  they  will 
be  paying  on  the  average  $38.72  each  to  finance  the 
Federal  government’s  health-medical  operations. 
That  is  $4.40  more  than  they  paid  last  year. 

3.  The  average  family*  will  be  paying  $54.61  this 
year  for  the  U.  S.  government’s  health-medical 
activities. 

4.  Even  in  an  overall  Federal  budget  of  $61.2  bil- 
lion, the  total  health  cost  is  not  insignificant.  It  is  a 
billion  dollars  more  than  the  cost  of  running  the 
Commerce  Department,  half  a billion  more  than  all 
Agriculture  Department  expenses  and  six  times 
Interior  Department’s  budget. 

5.  Mostly  because  of  spectacular  increases  for  re- 
search, health  programs  of  the  Department  of 
Health,  Education,  and  Welfare  this  year  will  cost 
half  again  as  much  as  they  did  last  year. 

6.  For  the  first  time  since  World  War  II,  medical 
costs  of  Veterans  Administration  top  the  list,  passing 
the  Defense  Department.  A close  third  is  the  De- 
partment of  Health,  Education  and  Welfare. 

New  Era  for  Antibiotic  Therapy;  Other 
Drug  Developments 

Papers  presented  at  the  fourth  annual  antibiotics 
symposium  October  17-19  in  Washington  place 

’Population,  family-size  and  employment  figures  from 
Census  Bureau. 


emphasis  on  the  use  of  the  drugs  in  combination. 
I lie  director  of  Food  and  Drug  Administration’s 
division  of  antibiotics  summed  up:  “These  presenta- 
tions and  others  indicate  a distinct  trend  towards 
combined  therapy,  not  an  old  fashioned  shot-gun 
approach  but  a calculated  rational  method  of  attack- 
ing the  problem  of  resistant  organisms.”  Henry 
Welch,  ph. d„  who  also  served  as  symposium  chair- 
man, added: 

“It  is  quite  possible  that  we  are  now  in  a third 
era  of  antibiotic  therapy;  the  first  being  the  era  of 
the  narrow  spectrum  antibiotics,  penicillin  and 
streptomycin;  the  second,  the  era  of  the  broad 
spectrum  therapy;  and  the  third,  the  era  of  combined 
therapy  where  combinations  of  chemotherapeutic 
agents,  particularly  synergistic  ones,  will  be  cus- 
tomarily used.” 

1 he  symposium  is  sponsored  by  the  FDA  in 
collaboration  with  two  journals,  Antibiotics  and 
Chemotherapy,  and  Antibiotic  Medicine  and  Clini- 
cal Therapy.  A total  of  156  papers  were  presented, 
with  participants  from  1 1 foreign  countries.  FDA 
Commissioner  George  Earrick  expressed  the  view 
that  “the  frontier  of  antibiotic  research  will  be 
notably  advanced  by  the  contributions  from  so 
many  individuals  working  on  different  phases  of  the 
subject.” 

Other  developments  bearing  on  drugs: 

1.  In  a program  by  the  FDA,  in  cooperation  with 
the  American  Medical  Association,  American  Flos- 
pital  Association,  American  Society  of  Hospital 
Pharmacists  and  American  Association  of  Medical 
Record  Librarians,  eleven  large  public  and  private 
hospitals  are  making  prompt  reports  to  FDA  on 
unusual  or  adverse  reactions  to  drugs.  Objective  is 
to  obtain  specific  information  regarding  drugs’ 
effects  v hen  the  drugs  are  given  to  large  numbers 
of  patients. 

2.  LT.  S.  Public  Health  Service  is  setting  up  a new 
unit  to  assist  in  developing  scientifically"  sound  re- 
search programs  on  tranquilizing  and  other  drugs 
used  in  treating  mental  illnesses.  The  unit  has  been 
named  the  Psychopharmacology  Service  Center  and 
will  operate  under  the  National  Institute  of  Mental 
Health  in  Bethesda.  Its  director  is  Dr.  Jonathan  O. 
Cole. 


December,  / <? 


ACHROMYCIN 

Hydrochloride 
Tetracycline  HC1  Leilerle 


in  the  treatment  of 

genitourinary  infections 

Urologists  report  the  decided  advantages  of 
oral  efficacy,  minimal  side  effects,  and 
wide  range  antibacterial  activity  offered  by 
Achromycin  in  the  treatment  of  urinary  tract 
infections. 

Finland’s1  group  of  patients  with  acute  infec- 
tions of  the  urinary  tract  (principally  E.  coli) 
demonstrated  excellent  response,  both  clini- 
cal and  bacteriological,  following  administra- 
tion of  tetracycline. 

Prigot  and  Marmell2  reported  49  out  of  50 
patients  with  gonorrhea  showed  a negative 
smear  and  culture  on  the  first  post-treatment 
visit.  Purulent  discharge  disappeared  in  these 
patients  within  24  hours  after  a usual  1.5  Gm. 
dose  of  tetracycline. 

Trafton  and  Lind3  found  tetracycline 
(Achromycin)  an  effective  antibiotic  for 
treating  many  urinary  tract  infections  caused 
by  both  Gram-negative  and  Gram-positive 
organisms. 

English,  et  al .*  noted  that  a daily  dose  of  1 to 
1.5  Gm.  of  tetracycline  resulted  in  urinary 
levels  as  high  as  1 mg.  per  milliliter. 

To  suit  the  needs  of  your  practice  and  to  fur- 
ther the  patient’s  comfort  Achromycin  is 
offered  in  a complete  line  of  21  dosage  forms. 


« 

^jgg  fin* 


filled  sealed  capsules 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 
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NEWS  FROM  WASHINGTON 


Sharp  Contrast  Shown  in  Rural,  Urban 
Hospital  Facilities 

A recent  Public  Health  Survey  reveals  that  rural 
communities  proportionally  have  less  than  half  the 
number  of  hospital  beds  per  1,000  population  that 
urban  counties  have.  The  nationwide  report  on 
geographic  distribution  of  nursing  homes  and  gen- 
eral hospitals  providing  skilled  nursing  service  in- 
cludes 564,826  beds  in  5,200  general  hospitals  and 
171,106  beds  in  6,531  skilled  nursing  homes. 

The  ratios:  Approximately  4.1  general  hospital 
beds  and  1.3  skilled  nursing  home  beds  per  1,000 
population  in  metropolitan  counties,  contrasted  with 
1.8  hospital  beds  and  0.4  nursing  home  beds  per 
1,000  population  in  isolated  rural  counties. 

Patterns  of  the  study,  which  are  discussed  bv 
Jerry  Solon  and  Anna  Mae  Haney  in  the  October 
Public  Health  Reports,  show  that  as  the  per  capita 
income  and  the  number  of  doctors  and  nurses  in- 
crease, the  supply  of  beds  increases.  The  number  of 
people  65  or  older  influence  the  number  of  beds  in 
skilled  nursing  homes. 

Major  Shifts  Made  in  Public  Health 
Service  Posts 

In  the  first  major  reshuffling  of  personnel  since  he 
became  surgeon  general  of  the  Public  Health  Serv- 
ice last  August,  Dr.  Leroy  E.  Burney  has  reassigned 
four  top-rank  medical  officers,  effective  November 
1.  The  men  involved  and  their  assignments: 

Dr.  Jack  Masur,  for  five  years  chief  of  the  Bureau 
of  Medical  Services,  to  head  the  500  bed  Clinical 
Center  at  the  National  Institutes  of  Health,  Bethes- 
da,  Maryland.  Dr.  Masur  supervised  the  planning 
and  building  of  the  Center  from  1948  to  1951. 

Dr.  John  W.  Cronin,  director  since  1949  of  the 
Hill-Burton  hospital  construction  program,  to  head 
the  Bureau  of  Medical  Services,  which  administers 
PHS  hospitals,  Indian  Health,  foreign  quarantine, 
dental  and  nurse  resources,  and  Hill-Burton. 

Dr.  Vane  M.  Hoge,  who  is  associate  chief  of 
the  Bureau  of  Medical  Services,  to  the  directorship 
of  the  Hill-Burton  program,  while  at  the  same  time 
retaining  his  duties  in  the  bureau.  Dr.  Hoge  was  the 
first  director  of  the  Hill-Burton  program. 

Dr.  D.  W.  Patrick,  present  director  of  the  Clinical 


Center,  to  be  reassigned  in  the  near  future  to  a post 
not  yet  announced. 

Dr.  Burney  has  proposed  to  HEW  Secretary 
Folsom  raising  the  rank  of  the  director  of  the 
Clinical  Center  from  a colonel  to  a brigadier  gen- 
eral in  line  with  plans  for  expansion  of  the  center. 
The  anouneement  described  the  Center  as  the  largest 
facility  of  its  kind  in  the  world  for  research  in 
major  diseases.  “Present  facilities  are  about  to  be 
expanded  to  permit  even  greater  research  in  neuro- 
logical and  cardiac  surgery,”  PI  IS  said. 

Dr.  Cronin’s  new  assignment  will  call  for  his 
nomination  by  the  President  as  an  assistant  surgeon 
general  with  the  rank  of  major  general.  Dr.  Burney 
had  made  one  earlier  appointment  since  he  suc- 
ceeded Dr.  Leonard  Scheele  as  surgeon  general.  He 
named  Dr.  John  D.  Porterfield  as  his  assistant  to 
guide  development  of  new  programs. 

FDA  and  UMWA  Receive  Lasker  Medical 
Awards 

Food  and  Drug  Administration  and  the  medical 
program  of  United  Mine  Workers  of  America  were 
among  recipients  of  annual  Albert  Lasker  Award 
announced  recently  in  New  York.  FDA  was  hon- 
ored for  its  half  century  of  service  in  protecting 
public  from  misbranded  food  and  drug  products.  The 
UMWA  group  award  was  “for  brilliant  and  dedi- 
cated scientific  planning  which  has  created  a model 
program  of  health  services  for  a million  and  a half 
workers  and  their  families  in  mining  towns  from 
Alabama  to  Alaska,  including  construction  of  a net- 
work of  10  modern  hospitals.” 

Among  the  seven  individual  awards,  two  were  to 
members  of  ODM’s  Health  Resources  Advisory 
Committee:  Dr.  William  P.  Shepard,  pioneer  in 
public  health  practice  and  a vice  president  of  Metro- 
politan Life  Insurance  Co.,  and  Dr.  Alan  Gregg, 
retired  vice  president  of  Rockefeller  Foundation  and 
noted  leader  in  medical  education  and  research. 

Yale  in  Cerebral  Palsy  Research 

Yale  and  Brown  Universities  will  share  USPHS 
grants  totaling  more  than  $700,000,  over  a four  year 
period,  for  research  into  causes  of  cerebral  palsv 
and  mental  retardation. 
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Hospital  Accreditation 
in  Connecticut  .... 


bnnecticut’s  hospitals  can  provide  your  patients 
I the  best  care  because  of  high  standards  set  by 
iccreditation  program. 

lese  standards  are  established  by  the  American 
ical  Association,  the  American  College  of  Sur- 
is,  the  American  Hospital  Association,  the 
:rican  College  of  Physicians  and  the  Canadian 
ical  Association. 

heck  your  information  about  this  important 
;ram  by  reading  the  Connecticut  Hospital  Asso- 
on’s  new  booklet  shown  on  this  page. 

will  soon  be  distributed  to  hospital  personnel. 


Connecticut  State  Medical  Society 

160  St.  Ronan  Street 

New  Haven  11,  Connecticut 

Please  send  a copy  of  the  new  booklet  on  hospital 
accreditations. 


To  H.iin  \C  < lU  IMTATlON.  111.-  hospital  must 
i ome  reasonably  close  to  meeting  these  require- 
ments Its  aeliiex emeut  in  doing  so.  turns  it  the 
nglit  to  display  the  Certificate  of  ACC  RED  IT  A- 
TION 


just  left  it  is  behind  the  program  ? 

From  19JS  to  the  American  College  of 

Surgeons.  xxhich  is  tho  n.itionul  association  of 
surgeons.  earned  tin-  nsjumsihility  of  sj>on.soring 
\<  < HI  ! )N  ATION  on  its  own  Although  it 
sc  on  ’tl  an  outstanding  ret  ort!  in  pioneering  tho 
lib  . i ol  ACCREDITATION,  it  could  not  afford 
to  maintain  tin-  program,  nor  keep  up  with  its 
nett's. ii > administration,  as  hospitals  grow  in 
number  anti  importance. 


It  exists  these  associations  afxnit  half  a 
dollars  a sear  to  keep  the  program  of  ACC 
T ATION  going.  But  it’s  an  investment 
suler  vital  one  they  are  prone!  to  keep 
porting.  To  administer  the  project  tliey 
established  a non-profit  Unix.  kiumn  as  the 
Commission  on  Accreditation  of 
lias  representation  from  each  of  the 
soring  associations. 


ACCREDITATION 

the  guarantee 
against  hit  or  miss 
standards 


I Their  is  no  tilling  how  hospital  standards 
would  \ar\.  no  matter  how  sincere  the  efforts  — 
wen-  it  nut  for  the  rnedic.il  and  hospital  profes- 
sions uetixe  interest  m maintaining  an  official 
A<  ( HI 'DIT  V!  ION  program.  Simply  stated,  this 
!]  program  sets  up  carefully-designated  standards 
) that  consider  exerx  operation  of  the  average 
hospital 


In  1953.  the  need  for  ACCREDITATION 
became  unmistakably  clear  to  four  other  major 
national  associations  representing  physicians  and 
hospitals.  Now  the  program  has  the  official  spon- 
sorship of  the  following  organizations. 

The  American  College  of  Surgeons 
l he  American  College  of  Physicians 
The  American  Hospital  Association 
The  American  Medical  Association 
The  Canadian  Medical  Association 


Office  Address 


PUBLIC  RELATION’S 


998 

CA><><R  <<<-<  < -vN  <-Gt>0C*e’0C>0<>C><c>C>C>0<^>00<^<S^^ 


PUBLIC  RELATIONS 

COMMITTEE  ON  PUBLIC  RELATIONS 


William  G.  H.  Dobbs,  Torrington 
Chairman 

Harold  A.  Bergendahl,  Norwich 
James  C.  Canniff,  Torrington 


D.  Olan  Meeker,  Riverside 
Harry  C.  Knight,  Middletown 
Stewart  P.  Seigle,  Hartford 


James  F.  Jones,  Danielson 
James  H.  Root,  Jr.,  Waterbury 
William  A.  Richardson,  Noroton 
Associate  Member 


Connecticut  AMEF  Campaign  Passes  All 
Previous  Records 

The  19^6  Connecticut  Campaign  for  the  Ameri- 
can Medical  Education  Foundation  had  raised  more 
than  $16,000  as  of  November  1. 

This  amount,  which  represents  contributions 
raised  by  the  AMEF  committees  of  county  medical 
associations,  exceeds  that  of  any  previous  campaign 
for  a like  period.  Local  committees  are  now  plan- 
ning final  appeals  for  the  1956  campaign  and  it  is 
anticipated  that  the  months  of  November  and  De- 
cember will  appreciably  increase  the  total  of  AMEF 
contributions  from  Connecticut.  In  addition  to  the 
contributions  resulting  from  campaign  appeals,  an 
even  larger  amount  is  being  contributed  by  physi- 
cians to  the  alumni  funds  of  their  medical  schools. 
While  no  total  figure  will  be  available  concerning 
these  funds  until  the  close  of  the  year,  it  is  indicated 
that  they  should,  according  to  past  records,  increase 
the  total  AMEF  figure  more  than  three  times. 

Chairmen  of  the  county  AMEF  committees  are 
as  follows:  G.  Robert  Downie,  Winsted,  Litchfield 
County  Aledical  Association;  Paul  J.  Gerity,  New 
London,  New  London  County  Aledical  Association; 
Charles  F.  Jacobson,  Jr.,  Alanchester,  Hartford 
County  Medical  Association;  Orvan  W.  Hess,  New 
1 Iaven,  New  Haven  County  Aledical  Association; 
Milton  M.  Lieberthal,  Bridgeport,  Fairfield  County 
Aledical  Association;  Louis  O.  LaBella,  Middletown, 
Middlesex  County  Aledical  Association;  Alervyn  H. 
Little,  Willimantic,  Windham  County  Aledical 
Association  and  Marjorie  A.  Purnell,  Vernon,  Lol- 
land County  Aledical  Association. 

Medical  Assistants  Organize  New 
National  Association 

Doctor’s  office  aides  now  have  a new  national 
organization  of  their  own,  the  American  Association 
of  Medical  Assistants.  The  association  was  organ- 
ized officially  at  a meeting  in  Mihvaukee  late  in 


October  attended  by  250  medical  assistants  from 
sixteen  States.  Organization  of  the  association  fol- 
lowed a proposal  at  a meeting  of  the  Kansas  Medical 
Assistants  Society  last  year,  that  a committee  be 
appointed  to  study  such  a project. 

A number  of  physicians  attended  the  Aiilwaukec 
meeting  to  consult  on  problems  relating  to  con- 
stitution and  by-laws.  They  were  Drs.  D.  F.  Dor- 
chester, Sturgeon  Bay,  Wisconsin;  Joseph  Dcvitt, 
Milwaukee,  Wisconsin;  Wayne  Fencil,  Monroe, 
Wisconsin;  Alurray  C.  Eddy,  Hays,  Kansas;  R.  (). 
Hughes,  Ottumwa,  Iowa;  Clyde  Miller  and  Maurice 
Tinterow,  both  of  Wichita,  Kansas;  and  Ralph 
Shook,  Kalamazoo,  Michigan.  Jack  Burk  repre- 
sented the  Aledical  Society  of  Wisconsin  and  John 
Kadonsky  the  Medical  Society  of  Milwaukee 
County.  Leo  Brown,  AMA  public  relations  director, 
and  Airs.  Carol  Towner  of  the  public  relations 
department  attended  as  AAIA  observers. 

Alembership  in  the  new  association  is  open  to 
anyone  who  is  working  under  physician  supervision 
and  is  an  active  member  of  any  medical  assistants 
group.  The  organization  is  nonprofit  and  an  un- 
compromising statement  rules  out  any  unionization 
efforts  within  the  group;  “It  is  not  nor  shall  it  ever 
become  a trade  union  or  collective  bargaining 
agency.” 

The  objectives  of  the  organization  parallel  those 
of  the  medical  profession;  “To  inspire  members  to 
render  honest,  loyal  and  more  efficient  service  to 
the  profession  and  public;  to  strive  to  cooperate 
with  the  profession  in  improving  public  relations; 
to  render  educational  services  for  the  self  improve- 
ment of  members  and  to  stimulate  a feeling  of  fel- 
lowship and  cooperation;  and  to  encourage  and 
assist  all  unorganized  medical  assistants  in  forming 
local  and  state  societies.” 

A six  member  physicians  advisory  committee  to 
A.A.M.A.  is  to  be  selected  within  the  next  few 
months  by  the  executive  committee  of  the  associa- 
tion from  names  proposed  by  State  assistants  groups. 
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The  A.A.M.A.  wound  up  its  three  day  delibera- 
tions with  election  of  officers.  Maxine  W illiams, 
Kansas  Citv,  Kansas,  who  has  served  as  chairman 
of  the  organizational  committee  during  the  past 
year,  is  president,  and  Mrs.  Mary  Kinn  of  Santa 
Ana,  California,  president-elect.  Mrs.  Marian  Little, 
Cedar  Rapids,  Iowa,  was  named  vice  president; 
Alice  Budny,  Milwaukee,  recording  secretary,  and 
Mrs.  Carmen  Kline,  Kansas  Citv,  Kansas,  treasurer. 
Next  year’s  meeting  will  he  held  in  San  Francisco 
in  October,  and  Chicago  was  selected  as  site  of  the 
1958  meeting. 

Young  Scientists  to  be  Honored  by 
American  Medical  Association 

The  two  high  school  students  who  win  the  top 
awards  of  the  American  Medical  Association  at  the 
National  Science  Fair  next  spring,  will  be  invited 
to  be  guest  exhibitors  at  the  annual  AMA  meeting, 
June  3-7  in  New  York  City. 

The  recent  announcement  marked  another  phase 
of  the  national  program  being  advanced  by  medicine 
and  other  professional  groups  to  recognize  talent 
and  to  combat  the  decline  in  science  teaching  in  the 
nation’s  secondary  schools. 

Connecticut  is  participating  in  the  program 
through  a project  adopted  by  the  Public  Relations 
Committee  of  the  State  Medical  Society.  The 
project  was  inaugurated  last  year  when  the  Fairfield 
County  Medical  Association  approved  a proposal 
to  join  with  other  organizations  in  sponsoring  the 
Southern  Connecticut  Science  Fair  at  Bridgeport 
University.  The  association  plans  to  continue  the 
activity  and  a similar  project  is  being  considered  by 
the  Hartford  County  Medical  Association  in  con- 
nection with  the  Northern  Connecticut  Science 
Fair.  Students  who  win  top  awards  in  biological 
exhibits  in  the  two  State  fairs  will  be  eligible  for 
participation  in  the  1957  National  Science  Fair  to 
be  held  in  Los  Angeles,  May  9-11. 

Dr.  Alphonse  McMann,  chairman  of  the  Council 
on  Scientific  Assembly,  will  serve  as  chairman  of 
the  American  Medical  Association’s  judging  com- 
mittee at  the  fair.  The  AMA  awards,  two  for  first 
place  and  two  for  honorable  mention,  w ill  be  pre- 
sented for  the  best  exhibits  in  the  basic  medical 
sciences  as  an  encouragement  for  talented  students 
to  enter  the  study  of  medicine.  More  than  250,000 
high  school  students  now  are  building  exhibits  for 
the  1937  preliminary  State  science  fairs. 


A New  Health  Education  Book 

Publication  of  a book  which  physicians  may  find 
useful  for  patients  has  resulted  from  a health  edu- 
cation project  authorized  by  the  Board  of  Trustees 
of  the  American  Medical  Association  in  1954  and 
carried  out  by  the  AMA  Bureau  of  Health  Edu- 
cation. 

Entitled,  “How  to  Enjoy  Good  Health,”  the  book 
is  a compilation  of  67  articles  prepared  in  coopera- 
tion with  the  Bureau  of  Health  Education  and  This 
Week  Magazine.  It  deals  with  such  areas  of  health 
protection  as  nutrition,  emotions,  seasonal  health 
considerations,  sleep,  exercise,  figure  and  posture, 
teeth,  eyes  and  ears,  poisonings  and  quack  “cures.” 
It  deals  also  with  parent-child  relationships,  psychi- 
atry, allergies,  geriatrics,  alcoholism,  sterility, 
heredity,  patients  and  hospitals,  marriage  and 
maternity. 


California  Medical  Association  President 
Answers  Hawley  Blast 

Dr.  Donald  A.  Charnock,  California  Medical 
Association  president,  was  quick  to  reply  to  Dr. 
Paul  R.  Haw  ley,  director  of  the  American  College 
of  Surgeons,  w ho  used  the  ACS  annual  meeting  in 
San  Francisco  as  a springboard  for  his  oft-repeated 
attacks  on  fee  splitting,  ghost  surgery  and  other 
evils.  In  his  San  Francisco  statement.  Dr.  Hawley 
included  Blue  Shield  plans  among  his  targets,  with 
the  claim  that  they  pay  to  the  referring  physician 
anywhere  from  15  to  50  per  cent  of  the  surgeon’s 
fee,  which  he  claimed  to  be  fee  splitting. 

In  his  reply.  Dr.  Charnock  pointed  out  that  such 
practices  do  not  occur  in  California’s  Blue  Shield 
plan,  California  Physicians’  Service,  and  that  the 
“record  in  California  of  providing  the  highest  qual- 
ity of  medical  care  to  the  public  at  low  cost  speaks 
for  itself.” 

After  local  newspapers  had  headlined  Dr.  Haw- 
ley’s sensational  charges,  the  author  issued  a supple- 
mentary statement  clearing  CPS  of  the  evils  which 
he'  claimed  exist  in  other  Blue  Shield  programs. 

Dr.  Charnock  also  released  a copy  of  a telegram 
sent  to  the  president  of  the  ACS,  asking  that  the 
ACS  Board  of  Regents  “review  the  recent  published 
statements  of  Dr.  Hawley”  w hich  he  characterized 
as  “irresponsible.” 
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George  I.  Sneidman,  M.D. 
1900  - 1956 


Dr.  George  Irving  Sneidman  passed  away  on 
August  2 3 , 1956  following  a relatively  brief  illness. 
From  the  day  he  entered  into  private  practice  in 
Hartford  in  1937,  he  became  a friend  to  everyone 
who  knew  him,  both  patients  and  physicians.  Strong 
in  his  beliefs  concerning  the  practice  of  medicine, 
his  patients  always  came  first.  Flis  efforts  for  them 
were  constant  and  unfailing.  He  was  a champion 
among  general  practitioners  in  his  time.  He  was 
vitally  interested  in  the  younger  men,  and  gave 
generously  and  patiently  of  his  time  to  help  interns 
and  residents  at  his  first  love,  Mt.  Sinai  Hospital. 
Having  started  his  own  practice  at  an  age  somewhat 
older  than  usual,  he  rapidly  became  adviser  for 
many  of  his  younger  contemporaries,  as  well  as 
many  of  his  seniors.  As  devoted  as  he  was  to  his 
practice,  he  was  equally,  if  not  more,  devoted  to  his 
family— wife,  sisters,  and  his  late  mother.  He  was  a 
true  leader  of  men,  both  in  civilian  and  military  life. 

He  was  born  April  7,  1900  in  Harrisburg,  Penn- 
sylvania, the  son  of  the  late  Jacob  and  Sarah  Rasch- 
baum  Sneidman;  spent  his  youth  in  Richmond.  Vir- 
ginia, where  he  received  his  early  education.  He 


graduated  from  Connecticut  State  College  in  1923, 
after  distinguishing  himself  for  four  years  as  an 
honor  student  and  athlete.  It  was  here  that  he 
received  a commission  in  the  Medical  Reserve  Corps. 
After  a lapse  in  his  education,  he  received  his  m.i>. 
degree  from  the  Medical  College  of  Virginia  in 
1936.  He  interned  at  Mt.  Sinai  Hospital,  Hartford, 
and  began  his  medical  practice  in  Hartford  in  1937. 
His  stature  as  a good  practitioner  grew  rapidly 
through  his  own  efforts. 

When  war  became  imminent  he  was  one  of  the 
very  first  medical  men  to  volunteer  for  service  to 
his  country.  In  rapid  succession,  promotion  followed 
promotion.  At  Fort  Devens  he  was  commander  of 
a hospital  company  and  then  battalion  adjutant. 
When  the  77th  Division  was  organized,  he  was  one 
of  eight  officers  chosen  as  a nucleus  for  the  302nd 
Medical  Battalion,  the  organization  with  which  he 
served  overseas.  In  succession,  he  became  executive 
officer,  was  promoted  to  Major,  and  was  executive 
officer  of  the  North  Section  General  Hospital  in 
Hawaii.  As  commander  of  the  302nd  he  attained 
the  rank  of  Ft.  Colonel  in  1942,  and  later  became  a 
full  Colonel. 

While  overseas  he  commanded  the  165th  Station 
Hospital  at  Leyte  after  the  Invasion  of  this  island  in 
1943.  This  750  bed  hospital  literally  went  ashore 
under  fire  and  remained  there  for  months.  Yet, 
despite  the  pressure  under  which  this  hospital  staff 
worked,  it  won  the  Bronze  Arrowhead  Award  and 
a citation  from  General  Eichelberger. 

Dr.  Sneidman  was  a member  of  Temple  Beth 
Israel,  the  Hartford  County  Medical  Association, 
the  Hartford  Medical  Society,  the  Connecticut  State 
Medical  Society,  the  American  Academy  of  General 
Practitioners,  and  the  medical  staff  at  Mt.  Sinai 
Hospital. 

He  is  survived  by  his  wife,  Mrs.  Carol  Green 
Sneidman,  and  three  sisters.  Miss  Fay  Sneidman  of 
Hartford,  Mrs.  Robert  LaZarre  of  West  Hartford, 
and  Mrs.  Claire  Carlton  of  New  York  City. 

Friendly,  true,  sincere,  devoted,  cheerful,  and 
courageous,  always  a physician;  we  who  knew  him 
well  have  lost  a real  friend. 

David  Galinsky,  m.d. 
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I.  Sidney  Zaur,  M.D. 
1907  - 1956 


I.  Sidney  Zaur  died  prematurely  at  the  age  of 
forty  eight.  He  left  behind  him  memories  of  a gentle 
man  who  had  reached  the  forefront  of  his  profes- 
sion despite  his  own  desire  to  remain  in  the  back- 
ground. Yet  his  very  gentleness  only  served  to 
further  highlight  his  astute  medical  mind  and  to 
augment  his  effectiveness  as  a leader  among  his 
colleagues. 

Dr.  Zaur  was  born  in  Bridgeport  in  1907,  attended 
Bridgeport  schools  and  Yale  University  and  gradu- 
ated from  Yale  University  Medical  School  in  1932. 
He  interned  at  the  Bridgeport  Hospital,  served  a 
residency  at  Montefiore  Hospital  in  New  York,  and 
practiced  internal  medicine  and  cardiology.  He 
married  the  former  Henrietta  Kroll,  and  they  had 
two  children,  Susan  and  Allan.  Dr.  Zaur  was  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine, 
Chief  of  the  Medical  Service  at  the  Bridgeport 
Hospital  from  1949  to  1954,  and  president  of  the 
staff  in  1952-1953,  having  served  in  the  Army  Medi- 
cal corps  during  World  War  II  with  the  rank  of 
major.  It  was  while  he  was  stationed  in  the  South 
Pacific  theatre  that  he  first  developed  the  illness  from 
which  he  ultimately  died. 

Fie  was  a man  of  high  principles,  great  intelli- 
gence, and  true  purpose.  His  colleagues,  his  friends, 
and  his  patients  sorrow  deeply  at  his  passing. 

Milton  M.  Lieberthal,  m.d. 
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Wallingford:  Thomas  B.  Murphy,  m.d.,  324  No.  Elm  St. 
Warren: 

Washington: 

Waterbury:  Albert  T.  DiLorenzo,  m.d.,  272  E.  Main  St.; 
Michael  V.  Gualtieri,  m.d.,  27  Cooke  St.;  Thomas  Hanagan, 
m.d.,  19?  Grove  St.;  Robert  Pollard,  m.d.,  24  Central 
Ave.;  Philip  Good,  m.d.,  112  Prospect  St.;  John  Janusaitis, 
m.d.,  2?  Ccoke  St.;  Louis  Olore,  m.d.,  iq^  Grove  St.;  Guv 
Sandulli,  M d.,  64  Cooke  St. 

Waterford:  Isadore  Hendel,  m.d.,  State  St.,  New  London 
Watertown:  Henry  Louderbough,  m.d..  Main  St. 
Westbrook:  Aaron  Greenberg,  m.d..  Old  Saybrook 
West  Hartford:  Frank  W.  McCarthy,  Jr.,  m d.,  14  Royal 
Oak  Dr. 

West  Haven: 

Weston:  Harry  A.  DiBlanda,  m.d.,  R D.  6,  Weston 
Westport:  Robert  MacCalmont,  m.d.,  Buena  Vista  Dr. 
Willington:  F.  H.  Goodchild,  m.d..  West  Willington 
Wilton:  Leonard  Maldman,  m.d..  Crossways;  Charlotte  E. 

Brown,  m.d..  Valley  Rd.,  New  Canaan 
Winchester:  Homer  C.  Ashley,  m.d.,  4<;  Elm  St.,  Winsted 
Windham:  James  T.  Anderson,  m d.,  902  Main  St.,  Willi- 
mantic; Winston  C.  Hainsvvorth,  m.d.,  670  Main  St., 
Willimantic;  William  S.  Maurer,  m.d.,  670  Main  St., 
Willimantic;  Reuben  Rothblatt,  m.d.,  866  Main  St.,  Willi- 
mantic 

Windsor:  Stephen  Donohue,  m.d.,  408  Windsor  Ave.,  Wilson 
Windsor  Locks:  Ettore  F.  Carniglia,  m.d.,  No.  Main  St. 
Wolcott: 

Woodbridge: 

Woodbury:  George  L.  Cashman,  m.d.,  North  Woodbury 
Woodstock:  David  H.  Bates,  m.d.,  Putnam 
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Rhode  Island 

The  Rhode  Island  Division  on  Alcoholism  put  on 
a full  scale  clinical  demonstration  by  its  staff  mem- 
bers at  the  annual  fall  meeting  of  the  National  Pro- 
fessional Association  on  Alcoholism  held  at  the 
Massachusetts  Medical  Society  headquarters  in  Bos- 
ton in  October. 

Vermont 

l lie  new  president  of  the  Vermont  State  Medical 
Society  is  Philip  H.  Wheeler  of  Brattleboro.  Dr. 
Wheeler  is  a past  president  of  the  Section  on  Sur- 
gery of  the  Vermont  State  Medical  Society.  James 
P.  Hammond  of  Burlington,  for  the  past  few  vears 
the  Vermont  delegate  to  the  American  Medical 
Association,  was  chosen  president-elect.  At  the 
annual  meeting  of  the  Society  an  interprofessional 
code  with  the  Vermont  Bar  Association  was  accept- 
ed in  principle.  The  annual  dues  were  increased  from 
$35  to  $45. 
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The  American  Physician  and  The  World 
Medical  Association 

The  World  Medical  Association  has  become  a 
strong  factor  in  protecting  and  promoting  the  pro- 
fessional interests  of  the  medical  profession  and  the 
cause  of  world  peace. 

Now  in  its  ioth  year,  The  World  Medical  Asso- 
ciation is  a federation  of  the  most  representative 
national  medical  association  in  each  of  53  nations. 
These  member  organizations  represent  more  than 
700,000  physicians.  The  American  Medical  Associa- 
tion is  a leading  member  of  1 he  World  Medical 
Association. 

Doctors  of  medicine  the  world  over  cherish  the 
same  basic  ideals  of  conduct  and  the  same  devotion 
to  the  welfare  of  mankind.  1 he  World  Medical 
Association  is  cultivating  the  common  purposes  of 
the  profession.  This  growing  community  of  interest 
is  a source  of  strength  to  the  physicians  in  every 
land. 

Already,  by  solid  accomplishments,  The  World 
Medical  Association  has  earned  the  right  to  call  it- 
self “the  international  voice  of  organized  medicine.” 
Thanks  largely  to  the  United  States  Committee  and 
similar  supporting  committees  of  physicians  in  other 
leading  nations,  I he  World  Medical  Association  has 
a well  tried  constitutional  structure,  a small  but 
efficient  secretariat,  and  a tri-lingual  journal  whose 
world-wide  influence  and  value  to  the  profession 
is  rapidly  growing.  The  permanent  office  of  the 
secretariat— which  serves  both  the  Association  and 
the  United  States  Committee— is  located  in  the 
United  States. 

The  membership  of  the  United  States  Committee 
has  been  growing  slowly  but  steadily.  In  1955,  the 
Committee  reached  its  first  important  milestone  of 
growth:  a membership  of  5,000  American  physi- 
cians. 

Even  with  this  modest  membership  representing 
scarcely  3 per  cent  of  American  medicine,  important 
achievements  have  been  registered,  many  of  which 
would  have  been  impossible  if  the  American  phar- 
maceutical and  related  industries  had  not  consist- 
ently matched  the  financial  support  given  the  United 
State  Committee  by  its  physician  members. 
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In  1956,  128  members  of  the  United  States  Com- 
mittee attended  the  tenth  General  Assembly  of  The 
World  Med  ical  Association  in  I lavana.  This  privi- 
lege is  available  to  members  of  national  supporting 
committees.  I here  is  unique  inspiration,  personal 
enjoyment  and  intellectual  stimulus  in  meeting  our 
colleagues  from  many  lands,  and  in  helping  to  form- 
ulate programs  that  may  have  incalculable  benefits 
for  the  profession,  and  for  the  welfare  of  the  world. 

I he  World  Medical  Association  assists  traveling 
physicians  by  providing  them  with  introductions  to 
colleagues  in  other  countries,  by  making  speaking 
engagements  for  them  abroad,  by  acquainting  them 
with  visiting  doctors  from  other  countries,  and,  of 
course,  by  sending  the  World  Medical  Journal  to 
members  of  all  national  supporting  committees. 

In  1953,  The  World  Medical  Association  spon- 
sored the  First  World  Conference  on  Medical 
Education,  held  in  London.  Representatives  from 
many  nations  have  reported  concrete  benefits  from 
this  epochal  meeting  in  terms  of  better  standards  and 
practices  in  medical  education  in  their  countries. 

A Second  World  Conference  on  Medical  Education 
is  now  being  planned  for  1959,  to  be  held  in  the 
United  States. 

Two  other  World  Medical  Association  accom- 
plishments that  have  brought  great  credit  to  our 
profession  and  strengthened  its  solidarity  through- 
out the  world  were  the  promulgation  in  1948  of  the 
Declaration  of  Geneva,  comprising  a modern  re- 
statement of  the  Hippocratic  Oath,  and  the  adoption 
in  1949  of  an  International  Code  of  Medical  Ethics. 

The  activities  of  The  World  Medical  Association 
in  the  field  of  social  security  are  of  particular  inter- 
est to  American  physicians.  They  ha\re  revealed 
boldly  and  unmistakably  the  physician’s  inherent 
and  universal  need  for  freedom  from  third-party 
interference  with  the  practice  of  medicine.  Such 
activities  should  not  only  fortify  but  inspire  the 
efforts  of  American  medicine  to  solve  our  socio- 
economic problems  without  resort  to  governmental 
subsidy  or  control. 

On  the  International  stage,  The  World  Medical 
Association  has  endeavored  to  counter  efforts  of  the 
International  Social  Security  Association  and  the 
International  Labour  Organization  to  promote  state 
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medicine  under  social  security  programs.  The 
World  Medical  Association  has  earned  the  respect 
of  the  International  Labour  Organization  for  its 
defense  of  the  interests  of  medicine  against  the 


Medical  Socialization  in  1952.  Now  The  World 
Medical  Association  is  attempting  to  wrest  from 
the  International  Labour  Organization  the  recog- 
nized world  leadership  in  the  field  of  occupational 
medicine. 

The  World  Medical  Association  has  engaged  in 
efforts  to  protect  medical  research;  to  safeguard  the 
National  Pharmacopoeias  and  the  rights  of  indi- 
viduals discovering  new  drugs  and  agents  to  name 
them. 

The  World  Medical  Association  has  served  the 
profession  by  representing  it  in  relation  to  the 
World  Health  Organization— the  official  health 
agency  of  the  United  Nations.  In  the  attempt  by 
various  nonmedical  agencies  to  draft  an  Interna- 
tional Code  of  Medical  Law,  The  World  Medical 
Association  has  insisted  that  such  a code  be  based 
upon  ethical  principles  acceptable  to  the  profession. 

For  all  these  activities,  and  for  many  more  which 
demand  our  attention,  additional  funds  are  needed. 
Each  new  member  not  only  contributes  his  nominal 
membership  dues,  but,  more  vitally,  he  lends  his 
name  and  influence  to  the  program  of  The  World 
Medical  Association  and  of  its  United  States  Com- 
mittee. 

America’s  world  leadership  challenges  America’s 
physicians  to  make  the  United  States  Committee  a 
truly  impressive  and  representative  body  of  Ameri- 
can physicians. 

Every  individual  physician  in  the  U.  S.  A.  is  eli- 
gible for  membership  in  the  United  States  Com- 
mittee. Annual  membership  dues  are  $10.  The  dues 
for  Patron  Members  are  $10  or  more.  Many  of  our 
members  regularly  make  contributions  to  the  U.  S. 
Committee,  in  addition  to  their  annual  dues.  All  such 
contributions  to  the  United  States  Committee  of 
The  World  Medical  Association  are  tax  deductible. 

As  the  international  voice  of  organized  medicine, 
1 he  World  Medical  Association  is  speaking  for 
you.  It  is  seeking  to  promote  and  protect  your  inter- 
ests. You  are  urgently  invited  to  help  these  efforts 
along,  by  joining  the  United  States  Committee,  and 
participating  in  its  work. 


Prescribing  in  the  Linked  Kingdom 

When  the  physician  in  the  United  States  writes 
a prescription  for  a patient,  he  may  experience  some 
momentary  pangs  about  what  it  may  cost  his  patient 
to  have  it  filled.  It  may  occur  to  him  to  think  that  it 
would  be  nice  if  the  patient  had  only  to  pay  $0.14 
(or  its  equivalent)  as  he  would  in  England  if  being 
treated  under  the  National  Health  Service.  If  he  is 
exceptionally  well  informed,  he  may  know  that  the 
average  total  cost  of  filling  a prescription  is  now 
about  $0.60  in  the  United  Kingdom  as  against  about 
$2  in  the  United  States.  He  may  also  know  that 
since  it  is  estimated  that  the  government’s  bill  for 
drugs  in  1955-56  has  been  estimated  at  $154,000,000 
or  10  per  cent  of  the  total  cost  of  $1,506,286,400 
for  operating  the  National  Health  Service,  Parlia- 
ment has  been  asked  to  consider  making  an  increase 
in  the  amount  paid  by  the  patient  for  each  prescrip- 
tion. 

What  our  American  colleagues  may  not  realize  is 
the  strict  control  of  prescribing  exerted  on  British 
physicians  by  the  National  Health  Service.  Free 
(sic)  drugs  are  not  given  to  private  physicians, 
although  the  British  Medical  Association  has  recom- 
mended to  the  Minister  of  Health  that  this  be  done. 
Ninety  per  cent  of  the  prescriptions  filled  in  the 
United  Kingdom  in  the  year  1953-54  were  under 
the  National  Health  Service.  There  has  been  a 
definite  increase  in  all  drug  sales  since  the  institution 
of  this  Service. 

A Joint  Committee  on  Prescribing  was  appointed 
in  1949  by  the  Central  and  Scottish  Health  Service 
Councils.  It  was  made  up  of  fourteen  physicians  and 
four  pharmacists.  1 hey  recommended  primarily 
that  drugs  generally  advertised  to  the  public  should 
not  be  prescribed  under  the  National  Health  Service. 
They  set  up  six  classes  of  drugs  according  to  their 
known  or  supposed  effectiveness.  Classes  5 and  6 
included  those  drugs  which  were  simply  modifica- 
tions of  already  established  effective  preparations, 
drugs  not  listed  in  the  British  Pharmacopoeia,  Brit- 
ish Pharmaceutical  Codex  or  National  Formulary, 
and  those  drugs  not  known  definitely  to  have  a 
therapeutic  effect.  These  drugs  should  not  ordinarily 
be  prescribed.  After  completing  its  report,  this  Com- 
mittee was  replaced  by  a standing  Joint  Committee 
of  ten  members  on  the  Classification  of  Proprietary 
Preparations. 

A booklet  was  distributed  in  1953  to  N.H.S. 
physicians  comparing  the  retail  cost  of  drugs  listed 
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in  the  National  Formulary  with  their  equivalent 
proprietary  preparations.  Physicians  w ere  instructed 
to  consult  these  lists,  which  were  to  be  periodically 
updated,  and  prescribe  accordingly.  To  most  every- 
body’s surprise  it  was  discovered  that  some  of  the 
proprietary  preparations  were  cheaper  than  the  drug 
made  up  according  to  the  National  Formulary.  In 
some  cases,  however,  the  price  differential  may  de- 
pend on  w hether  the  “chemist”  is  dispensing  from 
a large  or  small  package  of  the  proprietary  medica- 
tion, and  a call  to  the  local  pharmacy  may  be  neces- 
sary to  determine  this  before  the  prescription  is 
written.  This  information  is  further  supplemented 
by  “Preseribers  Notes,”  which  is  a bulletin  sent 
periodically  to  physicians  and  which  attempts  to 
dissuade  them  from  prescribing  drugs  of  doubtful 
value  to  their  patients,  as  well  as  those  which  are 
more  expensive.  The  use  of  preparations  of  vitamin 
Hi 2 in  the  treatment  of  all  patients,  save  those  with 
pernicious  anemia,  is  decried,  sodium  penicillin  is 
boosted  over  benzathine  penicillin  because  it  is  said 
to  be  just  as  effective  and  cheaper,  and  the  more 
expensive  broad  spectrum  antibiotics  are  discour- 
aged except  for  the  most  specific  indications.  So 
much  emphasis  has  been  placed  on  reducing  costs  in 
direct  negotiations  between  the  government  and  the 
manufacturers  that  the  chairman  of  Imperial  Chemi- 
cal Industries  said  in  1954  that  a persistence  of  this 
difficult  attitude  might  result  in  stifling  all  interest 
on  the  part  of  the  drug  makers  to  conduct  pharma- 
ceutical research  programs. 

If  the  patient  lives  within  a mile  of  a pharmacy,  a 
physician  may  not  dispense  medicine  to  him  under 
the  N.H.S.  If  he  does  dispense  medicines  to  patients 
where  it  is  allowable,  he  must  collect  the  $0.14  on 
each  prescription  just  as  the  pharmacist  does  and 
turn  it  over  to  the  N.H.S.  One  physician  charged 
with  not  collecting  the  government’s  share  said  in 
his  defense  that  he  provided  free  drug  samples  to  his 
patients  from  supplies  sent  to  him  by  the  manufac- 
turer. He  was  fined  anyway. 

In  case  there  is  any  doubt  as  to  whether  the  N.H.S. 
enforces  these  “sugestions”  and  regulations,  you 
should  know  that  the  Minister  of  Health  has  a Cen- 
tral Investigation  Unit  which  regularly  obtains  in- 
formation from  pricing  bureaus  on  the  prescription 
statistics  for  all  N.H.S.  physicians,  together  with 
the  average  cost  of  prescriptions  dispensed  for  all 
physicians  in  every  point.  If  any  practitioner’s  aver- 
age cost  for  a three  month  period  exceeds  that  of 
the  average  for  his  area,  disciplinary  action  is  taken. 


1 he  first  step  is  a visit  by  a repreesntative  of  the  : (ji 
Central  Investigation  Unit  and  the  issuance  of  a C 
warning.  328  general  practitioners  were  visited  by  |j 
regional  medical  officers  for  this  purpose  in  1953. 

If  no  improvement  results  from  this  visit,  a second  p 
visit  is  made  in  another  three  to  six  months.  The  p 
practitioner  is  asked  to  justify  his  costs  and  sign  a 
copy  of  his  explanations.  His  costs  arc  then  scruti-  j t 
nized  for  another  three  months.  If  improvement  is  ( 
still  not  satisfactory,  the  practitioner  must  then  ap-  | 1 
pear  before  a local  medical  committee.  This  com-  | 
mittee  must  then  go  over  his  prescription  records 
for  that  period  in  detail,  calculating  what  they  feel 
should  be  the  necessary  cost  of  prescriptions  for 
those  patients  and  ask  the  Minister  of  Health  to 
withhold  the  excess  over  this  amount  from  the  prac- 
titioner’s next  remuneration  as  a penalty.  The 
practitioner  may  appeal  to  the  Minister  of  Health 
within  a month  for  the  reversal  of  an  unfavorable 
decision.  If  he  decides  to  accept  the  plea,  the  Minis-  J 
ter  may  appoint  a tribunal  to  go  through  the  w hole 
thing  again. 

In  the  first  report  made  by  the  Central  Investi- 
gating Unit  of  the  examinations  of  records  of  4,400 
general  practitioners  in  England  and  Wales,  883  were 
cited  as  having  average  costs  which  were  too  high. 

Of  the  first  200  followed  up  after  warnings,  an  aver- 
age reduction  of  cost  per  month  in  their  prescrip- 
tions of  /128  was  made.  Between  1950  and  1954, 
seventeen  cases  were  referred  to  local  medical  com- 
mittees. Figures  for  the  first  eight  cases  show  that 
at  the  time  of  the  first  investigation,  prescription 
costs  in  these  cases  averaged  /668  a month  higher 
than  the  average  for  physicians  in  the  respective 
areas.  After  investigations  were  completed,  this 
excess  was  reduced  to  an  average  of  £ 154  a month. 
Among  the  seventeen  cases  referred  to  the  com- 
mittees, remunerations  were  withheld  in  nine  in 
amounts  varying  from  ^25  to  ,£250. 

it  you  should  imagine  from  this  that  British  prac- 
titioners are  hot  under  under  the  collar  and  up  in 
arms  over  this  restrictive  control  of  their  right  to 
prescribe  for  their  patients  as  they  see  fit,  you  are 
apparently  wrong.  The  British  Medical  Association 
last  year  asked  the  Minister  of  Health  to  allow  pri- 
vate patients  the  same  advantage  of  paying  only 
$0.14  for  each  prescription  that  the  patient  has  under 
N.H.S.  Th  is  request  was  turned  down  on  the 
grounds  that  a double  standard  of  payment  for 
medical  services  would  be  set  up  for  private  patients. 

In  the  debate  which  accompanied  this  request,  a 
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questionnaire  was  sent  out  by  the  Local  Medical 
Committee  of  Bristol  to  its  physicians.  Two  hun- 
dred out  of  253  replied  and  only  three  said  that 
they  would  not  accept  government  control  of  their 
prescribing  in  return  for  “free”  drugs  for  their 
private  patients. 

As  if  this  were  not  enough  for  the  private  patient 
to  bear,  drugs  which  are  not  in  the  British  Pharma- 
copoeia, Pharmaceutical  Codex  and  National  Form- 
ulary are  subject  to  sales  taxes,  and  these  taxes  have 
recently  been  sharply  increased.  Since  new  drugs 
may  have  to  wait  a considerable  period  of  time 
before  obtaining  their  exemptions,  this  extra  penalty 
is  imposed  on  those  who  would  have  the  latest 
medications. 

To  cap  the  climax  of  pharmaceutical  difficulties, 
the  government  banned  the  manufacture  and  export 
of  heroin  in  January  1955,  thus  assuring  that  normal 
medical  supplies  would  be  cut  off.  Heroin  has  always 
been  extraordinarily  popular  among  the  derivatives 
of  morphine  for  medical  use  in  England.  In  spite  of 
a common  misconception  in  this  country  that  the 
government  permits  physicians  to  prescribe  for  ad- 
dicts, and  that  there  is  no  narcotic  problem  in  the 
L'nited  Kingdom,  there  is,  as  our  National  Narcotics 
Commissioner  recently  pointed  out,  a black  market 
for  narcotics  in  England.  The  problem  of  addiction, 
in  which  heroin  plays  a major  role,  has  been  getting 
worse. 

One  London  hospital,  which  ordinarily  uses  20,000 
doses  of  heroin  a year,  laid  in  a seven  year’s  supply 
before  the  ban  went  into  effect.  A storm  of  protest 
arose  from  the  profession  and  the  public.  Debates 
in  Parliament  culminated  in  the  observation  by  the 
former  Chancellor  of  the  Exchequer  that,  although 
the  government  undoubtedly  had  the  power  to  con- 
trol the  manufacture  and  sale  of  narcotics,  the  Home 
Secretary  had  no  power  by  himself  to  ban  either 
one.  The  British  Government  decided  about  one 
year  ago  to  postpone  their  ban  on  heroin  for  a year, 
the  reason  given  being  one  of  law  and  not  of  medi- 
cine. The  ban  was  vigorousy  opposed  by  the  British 
Medical  Association  and  the  Fellowship  for  Freedom 
in  Medicine.  The  Fellowship  takes  credit  for  having 
been  in  the  van  of  the  opposition,  which  undoubt- 
edly led  this  eleventh  hour  retreat  from  an  unten- 
able position,  but  the  reason  for  the  withdrawal  of 
the  ban  in  the  minds  of  the  Fellowship  should  not 
have  been  a face  saving  question  of  legality  but  the 
preservation  of  the  fundamental  freedom  of  doctors 
to  use  whatever  drugs  their  training  and  conscience 
leads  them  to  think  proper. 


Prepaid  Hospital  Plan  in  Saskatchewan, 
Canada 

Saskatchewan’s  prepaid  hospitalization  plan  will 
cost  each  adult  $20  a year  in  direct  taxation  next 
year,  according  to  Health  Minister  T.  J.  Bentley. 
This  is  an  increase  of  $5. 

Married  couples  with  no  children  w ill  pay  $40, 
an  increase  of  fio.  Families  of  three  or  more,  ex- 
cluding children  18  years  of  age  or  older,  will  pay 
a $45  maximum,  an  increase  of  $5.  Each  18  year  old 
person  is  an  adult  for  taxation  purposes  and  pays 
$20. 

Air.  Bentley  attributed  the  increase  to  rising  hos- 
pital costs  and  an  improved  hospital  service. 

In-patient  hospital  bills  are  paid  by  the  service  for 
93  Per  cent  of  Saskatchewan’s  population.  Exempt 
are  members  of  the  armed  services,  the  Royal  Cana- 
dian Mounted  Police,  and  a few  individuals  covered 
by  other  arrangements. 

When  the  service  was  launched  in  1947  it  was 
advertised  as  “free”  hospitalization  by  the  Govern- 
ment. 1 he  intitial  direct  tax  was  $5.  This  has  been 
increased  by  stages,  from  $5  to  $10,  then  from  $10 
to  $15,  and  now  to  $20.  In  1932,  the  2 per  cent 
provincial  sales  tax  was  increased  to  3 per  cent, 
with  the  extra  1 per  cent  being  earmarked  for  the 
hospitalization  scheme. 

Substantial  sums  still  have  to  be  taken  from  the 
provincial  treasury  to  cover  the  annual  deficit.  From 
a first-year  cost  of  $7,560,000,  the  total  outlay  for 
hospitalization  rose  to  $19,124,000  in  1955.  The 
direct  $15  tax  produced  $8,500,000.  One-third  of  the 
provincial  sales  tax  brought  about  $5,500,000.  A 
deficit  of  approximately  $5,000,000  came  from  the 
Treasury. 

1 he  per  capita  cost  of  prepaid  hospitalization 
came  to  $22.60  in  1955,  an  outlay  of  approximately 
$90.40  for  each  four-member  family.  The  use  of 
the  adjective  “free"  long  since  has  been  discon- 
tinued. 

Several  years  ago,  a provincial  health  survey  com- 
mittee recommended  the  adoption  of  a nominal  per 
diem  charge  for  a limited  hospitalization  period. 
The  Government  refused  to  act  on  the  recommenda- 
tion. 

In  the  June  election,  which  resulted  in  the  re-elec- 
tion of  the  Cooperative  Commonwealth  Federation 
(Socialist)  Government  for  a fourth  term,  only  one 
of  the  four  major  parties  in  the  contest  proposed  a 
change  in  financing  the  plan. 
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Latvia 

Although  not  a medical  document,  the  release  in 
the  New  York  Times  of  October  7,  1956  entitled 
“Swedes  Shocked  by  Visit  to  Latvia”  provokes  much 
serious  thought.  If  the  populace  of  that  country  is 
in  such  dire  straits  it  will  require  no  great  stretch 
of  the  imagination  to  picture  the  plight  of  our  pro- 
fessional brethren. 

I Iere  is  what  they  found  to  exist: 

Women  pitched  into  prison  trucks  because  their 
farewells  to  the  visitors  were  considered  too  friendly 
by  Soviet  military  policemen. 

Inhabitants  picked  up  on  the  streets  or  at  home 
for  prolonged  interrogations  after  talking  with  the 
sailors  or  showing  them  hospitality. 

Widespread  drunkenness  among  men,  not  too 
drunk  however,  to  say,  in  effect:  “What  arc  we  to 
do?  We  must  have  something  to  brighten  up  our 
lives.  You  would  do  the  same  in  our  place.” 

A family  of  three  or  four  living  a single  room, 
this  being  the  usual  thing  rather  than  the  exception. 
Also  as  many  as  four  families  using  a single  kitchen 
in  unpainted  houses  that  have  never  known  central 
heating. 

Prices  of  bread,  butter,  milk  and  like  essentials 
three  or  four  times  higher  than  those  in  Sweden. 

A pervading  impression  of  drabness  that  marks 
Riga  and  environs  as  well  as  its  buildings  and  their 
occupants.  A worker,  the  sailors  said,  has  to  lay  out 
a month’s  pay  for  a suit  that  does  not  fit. 

The  contrasting  sparkle  of  the  Ministry  of  the 
Interior  and  police  headquarters,  both  newly  paint- 
ed outside  and  redecorated  within. 


Florida  Implements  Hospital  Care  Programs 
for  Indigent 

Two  programs  for  providing  limited  hospital 
care  for  the  indigent  have  been  set  up  in  Florida. 
“Hospital  Service  for  the  Indigent,”  sponsored  by 
the  Florida  Medical  Association,  became  a law  at 
the  1955  session  of  the  Florida  Legislature.  This 
program  is  administered  through  the  State  Board 
of  Health  and  by  Florida’s  County  Health  LTnits. 
Twenty-four  counties  have  elected  to  participate. 
State  matching  funds  are  provided  to  the  partici- 
pating counties  from  a State  appropriation. 

A second  program  resulted  from  a resolution 


adopted  by  the  special  session  of  the  Florida  Legis- 


lature in  the  summer  of  1956.  This  resolution  author- 
ized the  State  Welfare  Board  to  establish  a fund 
from  which  limited  hospital  care  would  be  provided 
for  four  categories  of  public  assistance  recipients: 

(1)  indigent  persons  receiving  old  age  assistance; 

(2)  dependent  children;  (3)  the  indigent  blind; 

(3)  disabled  persons  who  are  indigent. 

1 he  limitations  of  these  two  programs  are  gov- 
erned by  the  practising  physician  determining  the 
need  for  hospitalization  of  each  patient.  The  objec- 
tive is  to  provide  essential  hospitalization  only  to 
those  medically  indigent  persons  who  are  acutely 
ill  or  injured  or  who  can  be  helped  to  a real  extent 
by  hospitalization.  No  physicians’  fees  will  be  paid 
for  the  hospital  care  of  such  indigent  persons. 


Experience  With  Pulmonary  Resections 

Steele  of  San  Fernando,  California  reported  at  the 
annual  meeting  of  the  National  Tuberculosis  Asso- 
ciation in  New  York  City  in  May  on  a three  year 
experience  with  pulmonary  resections  for  pulmo- 
nary tuberculosis. 

During  the  year  from  July  1,  1954  to  July  1,  1955, 
1,307  pulmonary  resections  were  performed  in  forty 
one  cooperating  YA  hospitals.  The  type  of  resec- 
tions, indications,  complications,  and  mortality  in 
this  group  was  compared  with  the  experience  of  the 
two  previous  years.  The  3,657  pulmonary  resections 
performed  during  the  three-year  period  include  185 
pneumonectomies,  1,285  lobectomies,  1,554  segmen- 
tal resections,  and  633  subsegmental  resections. 

During  the  year  1954-55,  open  cavitary  lesions 
were  the  indication  for  67  per  cent  of  all  cases; 
closed  lesions  the  indication  of  19  per  cent. 

The  surgical  mortality  for  the  three-year  period 
was  as  follows:  pneumonectomy,  17  per  cent;  lobec- 
tomy, 3.3  per  cent;  segmental  resection,  1.0  per  cent; 
subsegmental  resection,  no  mortality. 

The  incidence  of  empyema  was  considered  the 
best  index  of  the  morbidity  of  each  tvpe  of  opera- 
tion and  it  was  as  follows:  pneumonectomy,  18.5 
per  cent;  lobectomy,  4.7  per  cent;  segmental  resec- 
tion, 4.0  per  cent;  and  subsegmental  resection.  0.8 
per  cent.  The  incidence  of  empyema  was  higher  in 
those  patients  whose  operations  were  performed 
during  retreatment  courses  of  chemotherapy  than  in 
those  on  original  courses.  The  incidence  of  empyema 
was  highest  in  patients  whose  tubercle  bacilli  were 
not  susceptible  to  streptomycin. 
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FOR  POSITIVE  DIURESIS 


ROLICTON' 


• oral  b.i.d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema-free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 


^Trademark  of  G.  D.  Searle  & Co. 


s 


ioo8 


FROM  OUR  EXCHANGES! 


'\XX<  < < <N  < N < < <^ 


FROM  OUR  EXCHANGES 


Bean  in  “Recent  Setbacks  in  Medicine”  ( North- 
west Med.,  55:2,  pp.  157-160)  calls  attention  to  the 
fact  that  the  layman  has  almost  come  to  believe  the 
extravagant  powers  of  science  to  banish  pain  and 
disease,  to  prolong  life,  and  to  create  panaceas 
which  are  reminiscent  of  Ponce  de  Leon’s  search 
for  the  “fountain  of  youth— Hollywood  style.” 

Attention  is  called  to  the  fact  that  “the  species 
called  homo  sapiens  takes  a dim  view  of  reality  when 
it  does  not  fit  his  preconceptions  and  misconcep- 
tions.” The  author  confesses  that  “my  pen  is  barbed, 
not  because  1 find  solace  in  criticism,  but  because 
medicine  is  failing  to  produce  critics  within  its 
family  of  physicians.”  The  average  doctor  fails  to 
separate  facts  from  the  w istful  thinking  to  which  the 
man  in  the  street  is  addicted.  A prime  setback  results 
from  the  groundless  but  boundless  faith  that  science 
can  accomplish  any  objective,  and  that  it  can  be 
bought.  Dr.  Bean  stresses  the  conclusion  that  it  is 
legitimate  to  use  the  enthusiastic  efforts  of  laymen 
in  voluntary  health  agencies,  but  think  that  the  tone 
and  direction  should  be  from  the  physician,  not  the 
large  scale  operators  of  the  managerial  revolution. 
He  thinks  that  one  of  the  most  spectacular  setbacks 
has  been  the  trial  and  determination  by  the  news- 
paper, radio  and  television  of  the  effectiveness,  safe- 
ty, and  wisdom  of  using  mass  produced  poliomye- 
litis vaccine.  Here  tragedy  lurked  in  impatience.  It 
is  true  that  the  responsibility  is  collective  but  the 
blame  will  concentrate  on  the  physician. 

The  doctor  must  recognize  and  accept  his  respon- 
sibilities. Medicine  encompasses  practical  arts,  basic 
science  and  applied  science.  “The  satisfactions  of 
practicing  a humane  profession  and  the  pleasures  of 
exercising  and  sometimes  satisfying  curiosity  ate 
its  real  rewards.”  1 here  are  faults  and  setbacks  in 
medicine.  We  must  face  them  squarely,  repair  those 
we  can,  accept  those  we  cannot,  and  recognize  the 
difference.  It  is  only  in  this  way  that  “we  can  restore 
prestige  to  medicine,  the  mother  of  professions.  At 
the  same  time  we  gain  for  ourselves  a modest  but 
rightful  share  of  man’s  natural  honor  and  dignity.” 
* * * * 

Nonpenetrating  abdominal  injuries,  according  to 
Brock  and  Cusick,  are  commonly  seen  in  a general 
hospital.  High  speed  traffic  accidents  arc  responsible 


for  a majority  of  these  accidents  (Cal.  Med.,  84:1, 
pp.  10-12).  I he  mortality  rate  according  to  the  I 
authors  is  high.  Death  was  from  associated  injuries, I 
failure  to  recognize  abdominal  trauma,  hemorrhage,  I 
and  acute  renal  insufficiency.  The  answer  to  the 
problem  seems  to  be  careful  observation  of  every] 
severely  injured  person,  vigorous  treatment  of  I 
hemorrhagic  shock  w ith  w hole  blood,  and  prompt 
surgical  intervention  where  indicated.  The  present 
mortality  figures  can  be  improved. 

* # * * 

Sheldon  and  Mathews  discuss  “Urticaria:  Present 
Concepts  in  Etiology  and  Management”  in  the 
February  number  of  the  New  York  State  Journal  of 
Medicine  (56:1,  pp.  505-509).  Urticaria  and  angio- 
neurotic edema  are  common  conditions  which  justi- 
fy consideration  and  understanding  from  the  stand- 
point of  diagnosis  and  comfort.  It  is  to  be  noted  that 
when  the  etiologic  diagnosis  can  be  made  the  treat- 
ment of  urticaria  and  angioneurotic  edema  is  usually 
simple.  Here  the  treatment  consists  mainly  in  the 
removal  of  the  etiologic  agent  in  the  patient’s  diet, 
drugs,  inhalant  or  exposure  by  contact.  The  authors 
emphasize  the  fact  that  hyposensitization  to  foods 
has  been  quite  unsuccessful  and  entails  some  hazards. 
It  is  for  this  reason  that  elimination  is  the  procedure 
of  choice.  It  often  happens  that  when  elimination 
has  been  carried  out  successfully  for  a period  of 
time  that  the  patient  again  can  take  the  food  in 
question  without  difficulty.  In  case  of  drug  sensi- 
tivity elimination  must  be  carried  out  except  in  those 
instances  where  no  other  medication  would  be 
satisfactory,  such  as  insulin  sensitivity  in  a diabetic. 
The  preadministration  of  antihistamines  and  a rapid 
course  of  hyposensitization  might  be  justified  in  this 
instance. 

Urticaria  on  an  infectious  basis  or  a parasitic 
infestation  should  be  treated  the  same  as  a patient 
who  does  not  have  urticaria.  In  psychogenic  cases 
the  therapeutic  approach  is  that  of  symptomatic 
measures  with  reassurance  and  psychotherapy  to  a 
degree  which  seems  appropriate  to  the  case. 

Of  the  drugs  used  for  the  control  of  symptoms 
in  urticaria  the  antihistamines  have  proved  their  use- 
fulness. Some  authors  think  these  drugs  can  control 
80  to  85  per  cent  of  all  cases  of  urticaria.  However, 
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Here's  how  to  be  “in” 

even  when  you’re  “out” 


You’ll  never  again  be  “out”  to  pa- 
tients who  call  when  you’re  away 
from  the  office  — once  you’ve  in- 
stalled AUTOMATIC  ANSWERING  and 
recording  service  ! It  automatically 
answers  your  phone  . . . delivers  your 
personal  message  . . . and  records  the 
messages  of  your  callers. 

So,  keep  your  telephone  door  open  24 
hours  a day!  This  remarkable  ser- 
vice can  be  connected  to  your  regular 
telephone  line  for  only  $12.50  a 
month  additional  (plus  tax  and  in- 
stallation charge) . You’ll  find  it  pays 
for  itself  many  times  over  in  con- 


venience to  you  . . . and  your  patients 
are  sure  to  appreciate  this  extra 
“personal”  attention.  It’s  ideal  for 
the  home,  too,  during  those  hours 
when  you  prefer  not  to  be  inter- 
rupted. 

Just  call  the  telephone  business  office 
and  ask  for  a complete  demonstra- 
tion. 

P.S.  If  you  wish,  you  may  have  Auto- 
matic Announcing  Service,  only,  to 
inform  callers  where  you  expect  to 
be  or  whether  another  doctor  is  tak- 
ing your  calls. 


THE  SOUTHERN  NEW  ENGLAND  TELEPHONE  COM  PAN  Y 
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it  should  be  noted  that  very  acute  urticaria  or  scrum 
sickness  may  not  be  benefited  by  the  use  of  these 
compounds.  Ephedrine  or  epinephrine  may  be  more 
satisfactory  in  treating  these  latter  cases.  It  is  often 
wise  to  follow  these  drugs  with  ACTH  or  the  cor- 
ticosteroids. 

The  intravenous  injection  of  nicotinic  acid  is  often 
useful  in  dealing  with  the  more  chronic  forms  of 
urticaria. 

Many  drugs,  vitamines  and  nonspecific  agents 
have  been  suggested  for  the  treatment  of  urticaria. 
In  the  experience  of  the  authors,  none  of  these  medi- 
cations has  proved  to  be  of  real  value. 

It  is  not  to  be  supposed  that  the  causative  factor 
can  de  detected  in  all  cases  of  hives.  The  etiologic 
agent  remains  obscure  in  spite  of  every  test  in  up 
to  50  per  cent  of  cases  of  chronic  urticaria.  Spon- 
taneous remissions  do  occur  during  the  investigation 
of  many  of  these  cases,  although  the  etiologic  agent 
is  never  found. 

# # # * 

Ciocatto  and  Cattaneo  report  on  “The  Experi- 
mental and  Clinical  Results  with  Controlled  Hypo- 
thermia” (Anesthesiology , 17:1,  pp.  16-25). 

The  authors  conclude  that  controlled  hypo- 
thermia is  helpful  in  some  surgical  conditions  in 
which  the  blood  supply  to  vital  organs  must  be 
interrupted  for  a period  of  time;  and  in  other  situa- 
tions in  which  hypoxia  is  severe.  The  commonest 
accidents  pertaining  to  hypothermia  are  represented 
by  cardiac  disturbances,  primarily  ventricular  fibril- 
lation. Safer  hypothermia  is  achieved  when  the  low 
body  temperatures  are  reached  quickly  and  the 
refrigeration  is  associated  with  the  use  of  ganglion- 
inhibiting  agents  (methonium  compounds). 

More  precise  information  on  the  physiology  of 
the  hypothermic  state  is  necessary. 

# # * * 

Donaldson  et  al  studied  and  reported  on  eighty 
seven  benign  strictures  of  the  bile  ducts.  Eighty  two 
patients  were  subject  to  125  reconstructive  proce- 
dures (“Postoperative  Bile-duct  Strictures,  Their 
Etiology  and  Treatment,”  N.  E.  four.  Med.,  254:2, 
pp.  50-56). 

A close  enquiry  into  the  history  of  the  original 
operation  was  made,  and  the  operative  procedures 
and  findings  of  43  hospitals  were  reviewed.  Extra- 
vasation of  bile  and  blood  and  infection  with  sub- 
sequent fibrosis  were  responsible  for  a number  of 
strictures.  Profuse  bile  drainage  after  operation 


demands  early  operative  intervention,  including 
inspection  of  the  biliary  tree  and  wide  drainage  of 
the  right  upper  quadrant. 

A definite  percentage  of  strictures  after  cholc-  1 ! 
dochostomy  or  cholecystectomy  w ere  due  to  the  , 
patient’s  original  disease  and  not  to  operative  trauma. 

The  results  of  treatment  were  satisfactory  in  I 
seventy  eight  per  cent  of  the  patients  undergoing  1 1 
reconstruction  operations.  The  patient  mortality  was 
6.1  per  cent. 

The  status  of  the  liver,  the  amount  of  dissection  j 
necessary,  the  type  of  operation  performed,  and  the  ! 
type  and  duration  of  prosthesis  used  arc  all  discussed  1 
in  the  body  of  the  paper. 

* # * # 


Ephedrine  as  a Hypotensive-Tranquilizer,”  J.A.A1. 
A.,  161:424,  June,  1956)  review  the  history  of  rau- 
wolfia  and  reserpine  and  emphasize  their  usefulness, 
not  only  in  hypertension  but  also  in  anxiety,  ten- 
sion, stress,  and  nervous  disturbances. 

They  report  on  a series  of  68  patients  treated  with 
rauwolfia  preparations,  20  of  whom  developed  un- 
toward side  effects.  Among  these  were  nasal  conges- 
tion, excessive  drowsiness,  overeating,  alarming 
nightmares,  irrational  behavior,  and  an  incapacitating 
degree  of  agitated  depression. 

In  all  cases  it  was  found  possible  to  continue  the 
use  of  rauwolfia  preparations  by  adding  ephedrine. 

A dosage  recommended  is  8 mg.  of  ephedrine  with 
0.1  to  0.25  mg.  of  reserpine,  the  combination  being 
given  three  times  daily,  in  the  early  morning,  near 
noon  and  at  4 p.  m.  The  ephedrine  in  this  dosage  did 
not  interfere  with  the  hypotensive  action  of  the 
reserpine,  and  did  relieve  the  side  effects. 

# # * * 

The  British  Medical  Journal,  May  19,  1956  carries 
a question  and  answer  section  on  “Lung  Cancer  and 
Tobacco.”  The  editor  points  out  that  something 
like  17,000  Britons  died  in  1955  °f  cancer  of  the 
lung,  this  fact  constituting  an  extreme  tragedy.  He 
emphasizes  the  long  latent  interval  which  exists  and 
which  takes  away  the  sense  of  urgency. 

Professor  Hill  and  Dr.  Doll  pose  31  questions  and  | 
supply  the  answers.  These  writers  do  not  believe  I 
that  the  incidence  of  lung  cancer  is  due  to  better 
means  of  diagnosis.  They  conclude  that  there  is  an 
etiological  factor  in  lung  cancer  attributed  to  ciga- 
rette smoking  from  the  fact  that  there  has  been  a 
substantial  increase  in  the  national  mortality  fol- 
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lowing  an  increase  in  the  national  consumption  of 
cigarettes.  They  found,  however,  no  statistical  proof 
that  cigarette  smoking  directly  causes  cancer  of  the 

lung. 

Various  aspects  of  the  problem  are  brought  out, 
such  as  the  question  of  inhaling,  the  geographical 
location  of  the  smoker,  air  pollution,  carcinogens  in 
tobacco  smoke,  different  brands  of  tobacco  and 
cigarette  paper,  the  body’s  predisposition  to  lung 
cancer,  and  the  variations  in  incidence  of  lung  can- 
cer in  different  countries  in  relation  to  tobacco 
consumption. 

# # * # 

Science  (124:3224,  October  12,  1956)  reports  on 
a correlation  betw  een  a person’s  blood  group  and 
the  diseases  to  which  he  is  susceptible  as  presented 
by  Roberts  of  the  London  School  of  Hygiene  and 
Tropical  Medicine  at  the  recent  annual  meeting  of 
the  British  Association  for  the  Advancement  of 
Science.  Discussing  the  blood  groups  A,  B,  and  O, 
Roberts  cited  the  following  three  associations,  which 
he  said  were  supported  by  “overwhelming’’  evi- 
dence: 

( 1 ) The  incidence  of  duodenal  ulcer  is  now' 
known  to  be  40  per  cent  higher  in  persons  with 
group  O blood  than  in  those  with  other  types  of 
blood. 

(2)  Gastric  ulcer  is  25  per  cent  more  common 
among  members  of  the  same  group,  and  persons  in 
group  A appear  to  be  abnormally  susceptible  to 
cancer  of  the  stomach. 

(3)  Persons  with  O or  B blood  are  more  than 
normally  likely  to  get  diabetes  and  pernicious 
anemia. 

# # * * 

CA,  the  Bulletin  of  the  American  Cancer  Society, 
reports  in  its  July  1956  issue  the  additional  statisti- 
cal evidence  of  the  possible  relationship  of  cigarette 
smoking  to  lung  cancer  developed  by  a Philadelphia 
team  of  researchers.  According  to  CA,  a plan,  set  up 
on  December  4,  1951,  called  for  following  6,000 
men  of  45  years  and  older  by  70  mm.  photofluoro- 
grams,  both  inspiratory  and  expiratory,  every  six 
months  for  a period  of  ten  years.  Symptoms  and 
smoking  habits  were  checked  on  a questionnaire  at 
each  visit.  A total  of  thirty-seven  proved  lung  can- 
cers were  detected  among  3,945  men  during  a fol- 
low-up period  of  four  to  thirty-four  months.  Not 
one  case  was  found  among  559  nonsmokers. 
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THE  DOCTOR'S  OFFICE 

Harold  S.  Appell,  \i.d.  announces  the  association 
of  Leo  W.  Roster,  m.d.  for  the  practice  of  derma- 
tology at  315  Whitney  Avenue,  New  Haven. 

Max  G.  Carter,  m.d.  announces  the  association  of 
George  L.  Wilson,  m.d.  for  the  practice  of  thoracic 
and  cardiovascular  surgery  at  670  George  Street, 
N ew  Haven. 

Martin  S.  Kleckner,  Jr.,  m.d.  announces  the  open- 
ing of  an  office  for  the  practice  of  gastroenterology 
at  215  Washington  Street,  Hartford. 

Charles  J.  Petrillo,  m.d.  announces  the  removal  of 
his  office  to  1441  Chapel  Street,  New  Haven. 

Howard  Sloman,  m.d.  announces  the  opening  of 
an  office  for  the  practice  of  internal  medicine  at  195 
East  Avenue,  Norwalk. 

Radiologists  Beat  Drum  for  Radiation 
Therapy 

Two  Boston  radiologists  in  a recent  issue  of  Radi- 
ology state  unequivocally  that  radium  offers  the 
best  chance  of  cure  in  the  treatment  of  cancer  of 
the  cervix.  They  point  our  that  the  ease  of  radium 
application  and  the  availability  of  deep  roentgen 
therapy  make  these  tools  more  universally  workable 
than  any  other  combination  in  the  clinician’s  arma- 
mentarium. 

On  the  other  hand  these  radiologists  emphasize 
the  fact  that  the  treatment  of  cancer  of  the  cervix 
is  not  a routine  procedure  but  requires  special  train- 
ing in  individualizing  each  patient. 

Another  interesting  fact  discovered  is  that  the 
sensitivity  of  an  individual  to  irradiation  may  be 
altered  bv  the  use  of  two  chemicals,  testosterone 
proprionate  and  alpha-tocopherol. 

England 

The  doctors  of  England  have  filed  a claim  with 
the  Minister  of  Health  for  an  adjustment  of  their 
National  Health  Service  pay  to  conform  to  the 
increased  cost  of  living.  The  reply  was  an  abrupt 
and  uncompromising  refusal  to  give  consideration  to 
any  claim  “in  present  circumstances.” 
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AROUND  THE  STATE 


Reading  left  to  right:  Peter  J.  Scafarello,  m.d.,  Program  Chairman;  Paul  Dudley  White, 
panel  speaker;  Michael  W.  Palmieri,  m.d.,  morning  moderator 


General  Practitioners  Hold  Record 
Breaking  Meeting 

The  Connecticut  Academy  of  General  Practice 
held  its  sixth  scientific  medical  symposium  at  the 
Hotel  Statler,  Hartford,  Connecticut,  on  October 
25. 

It  was  one  of  the  most  successful  one  day  medical 
meetings  ever  held  in  the  State  of  Connecticut. 
Registration  totalled  700  and  this  meeting  was  co- 
sponsored by  the  Lederle  Laboratories  Division  of 
the  American  Cyanamid  Company. 

The  meeting  opened  at  10:00  a.  m.  with  an  ad- 
dress of  welcome  by  President  Jacques  Yoris.  At 


that  time  most  of  the  chairs  in  the  hall  were  occu- 
pied-seating capacity  is  500.  At  11:00  a.  m.  the 
adjoining  rooms  had  to  be  opened  in  order  to 
accommodate  the  increasing  attendance. 

The  success  of  the  meeting  was  due  to  the  selec- 
tion of  the  variety  of  speakers  in  the  different 
specialties  of  medicine,  such  as— Garfield  G.  Dun- 
can, clinical  professor  of  medicine,  Jefferson  Medi- 
cal College,  Philadelphia,  Pennsylvania,  who  talked 
on  “The  Management  of  Diabetes;”  Paul  Dudley 
White,  consultant  in  medicine  at  the  Massachusetts 
General  Hospital,  Boston,  Massachusetts,  who  dis- 
cussed “Coronary  Thrombosis;”  Harry  W.  South- 
wick,  clinical  assistant  professor  of  surgery,  Univer- 
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sity  of  Illinois  School  of  Medicine,  Chicago,  who 
gave  an  interesting  talk  on  “Breast  Cancer— Radical 
versus  Conservative  Treatment;”  Janies  B.  Brown, 
professor  of  clinical  surgery  at  the  Washington 
University  School  of  Medicine,  St.  Louis,  Missouri, 
who  presented  an  interesting  paper  on  “ I he  Plastic 
Surgical  Principles  in  Farm,  Traffic  and  Industrial 
Accidents;”  Sheldon  C.  Siegel,  Children’s  .Medical 
Group,  Los  Angeles,  California,  who  discussed 
“Therapy  in  Skin  and  Respiratory  Allergies  in 
Childhood;”  Edward  L.  Bortz,  chief  of  the  Medical 
Service  at  the  Lankenau  Hospital,  Philadelphia, 
Pennsylvania,  who  talked  on  “1  he  Aging  Process.” 

Luncheon  was  served  to  the  doctors  and  their 
wives  in  the  Capitol  Ballroom  of  the  Hotel  Statler. 
Guest  speaker  for  this  affair  was  Dr.  George  A. 
Friedman  of  New  York  w ho  gave  an  interesting 
talk  on  “Law  and  Medicine.” 

Speakers  comments  on  the  meeting  included  Drs. 
White  and  Southwick  who  called  it  “fantastic,  extra- 
ordinary, superb,  and  never  had  they  seen  such 
enthusiasm  and  interest  as  displayed  here  today.” 
Dr.  Edward  L.  Bortz  called  it  “a  convention  long 
to  he  remembered.” 

The  women’s  program  w^as  attended  by  223  doc- 
tor’s wives  and  quests.  They  were  entertained  in 
the  Terrace  Room  from  2:30  to  5:00  ij.  m.  w ith  new 
fall  hair  fashions  and  evening  coiffures.  This  show 
was  presented  by  the  Antoine  Salon  of  G.  Fox  & 
Co.,  Hartford.  Mrs.  Norman  Gross  was  chairman 
of  the  ladies  program. 

Before  the  close  of  the  luncheon,  Peter  Scafarello 
of  Hartford  and  the  secretary  and  treasurer  of  the 
Connecticut  Academy  of  General  Practice  for  the 
past  five  years  w as  awarded  a bronze  plaque.  This 
presentation  was  made  to  Dr.  Scafarello  in  recogni- 
tion of  his  untiring  efforts  and  contributions  made 
to  the  Connecticut  Academy  of  General  Practice. 

This  meeting  came  to  a close  at  6:00  v.  m.  and  was 
followed  by  a cocktail  and  social  hour. 

J - (?>,  f < 

Jr 

Polio  Vaccine  Administration  in 
Occupational  Medicine 

Extracted  from  the  Proceedings  of  the  Meeting  on 
Industrial  Health  of  October  1956 

Flic  Committee  on  Industrial  Health  of  the  Con- 
necticut State  Medical  Society  has  been  asked  for  a 
recommendation  with  respect  to  the  administration 
of  poliomyelitis  vaccine  by  physicians  practicing 
occupational  medicine. 

After  careful  examination  of  the  medical  prob- 


lems associated  with  poliomyelitis  vaccination,  this] 
committee  has  reached  the  conclusion  that  such] 
vaccination  should  be  administered  by  personal  | 
physicians  rather  than  by  physicians  acting  in  their] 
capacity  of  occupational  physicians  except  in  thej 
case  of  impending  epidemic  or  upon  the  written! 
request  of  the  employee's  personal  physician. 

We  believe  this  to  be  in  the  best  interests  of  the  I 
patient  because  his  personal  physician  is  best  quali-j 
fied  to  prevent  and  treat  any  possible  complications! 
arising  out  of  the  use  of  this  vaccine. 

CMS  Part  in  "Medicare”  Program 

The  “Medicare”  Program  for  the  coverage  of  thej 
professional  services  of  physicians  rendered  toj 
Dependents  of  Members  of  the  Uniformed  Forces! 
became  effective  on  December  7,  1956.  CMS  has! 
been  requested  by  the  Council  of  the  Connecticut] 
State  Medical  Society  to  act  as  the  Fiscal  Adminis-  ] 
trator  of  the  Program. 

The  Board  of  Directors,  at  its  September  27  meet-  j 
ing,  authorized  representatives  of  CMS  to  enter  into 
negotiations  w ith  the  Office  of  Dependents’  Medical 
Care  for  the  purpose  of  draw  ing  up  a contract  under 
w hich  CMS  would  provide  the  requested  services 
without  loss  to  the  CMS  corporation. 

We  feel  it  should  be  very  clear  to  every  partici- 
pating physician,  however,  that  the  services  which 
CMS  would  perform  under  this  program  would  be 
strictly  those  of  claim  processing  and  payment.  The 
fee  schedule  for  the  program  is  being  arranged 
between  the  Committee  of  the  Council  of  the 
Connecticut  State  Medical  Society  and  the  Office 
of  Dependents’  Medical  Care  of  the  Department  of 
the  Army.  The  professional  policies  to  govern  the 
program  would  also  be  arranged  between  the  State 
Society  and  the  Government.  Medicare  is  not  an 
insured  program,  but  one  based  on  payment  of  the 
costs  for  professional  disbursements  and  adminis- 
tration. 

CMS,  as  Fiscal  Administrator,  would  process 
Med  icare  claims  in  accordance  with  the  Fee  Sched- 
ule and  professional  policies  provided.  Medicare 
policies  and  payments,  therefore,  will  not  necessar- 
ily be  the  same  as  the  fees  and  policies  which  govern 
regular  CMS  administration.  The  CMS  Professional 
Policy  Committee,  for  instance,  would  not  review 
Medicare  claims;  when  there  were  disputes  regard- 
ing the  latter  claims,  or  existing  professional  policies 
did  not  provide  sufficient  guidance  for  processing 
of  the  claims,  they  would  be  referred  to  the  Com- 
mittee of  the  Council  for  clarification. 
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treatment 
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In  extensive  clinical  studies  and  field  trials, 
Keranil  has  shown  a high  rate  of  cure 
when  topically  applied  against  tinea  capitis 
infections  due  to  microsporum  audouini. 


Now  available  in  a non-allergenic  carrier 
that  provides  intimate  contact  between  the 
active  ingredient  and  the  skin. 
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Participating  physicians,  therefore,  should  clearly 
understand  the  differences  between  the  Medicare 
Program  and  the  regular  CMS  Contracts  to  avoid 
confusion  in  the  future  regarding  payments  or 
policies. 

Connecticut  Committee  on  Foods,  Drugs, 
Cosmetics  and  Devices 
Meeting  of  October  4,  1956 

The  member  societies  and  institutions  were  represented 
at  this  meeting  as  follows:  Connecticut  Agricultural  Experi- 
ment Station,  Dr.  Harry  J.  Fisher;  Connecticut  Pharma- 
ceutical Association,  Prof.  Nicholas  W . Kenney;  Connect- 
icut Veterinary  Medical  Association,  Dr.  Joseph  De\  ita; 
University  of  Connecticut,  Dr.  Stanley  E.  \\  edberg;  Uni- 
versity of  Connecticut  College  of  Pharmacy,  Dr.  Harold 
G.  Hewitt. 

The  following  were  also  present:  Dr.  James  C.  Hart, 
representing  the  State  Department  of  Health;  Mr.  Herbert 
Plank,  representing  the  Food  and  Drug  Commission. 

CORONEED 

lr  w ill  be  remembered  that  at  the  July  26  meeting 
Mr.  Plank  had  stated  that  “Coroneed”  had  been 
placed  under  embargo  because  of  labelling  claims 
appearing  both  in  the  tablet  containers  and  on  ex- 
tensive displays.  Dr.  Fisher  had,  previous  to  the 
embargo,  reported  to  Mr.  Plank  that  this  product 
violated  the  law  because  Section  3950  of  the 
Connecticut  Food,  Drug  and  Cosmetic  Act  stated 
that  “The  advertisement  of  a drug  or  device  repre- 
senting it  to  have  any  effect  in  . . . heart  and 
vascular  diseases  . . . shall  . . . be  deemed 
to  be  false.”  After  a hearing  with  the  “Coroneed’ 
company’s  expert— a Dr.  Wallach— Commissioner 
Frassinelli  had  taken  the  matter  under  advisement, 
but  wanted  to  have  a committee  of  cardiologists 
review  the  testimony.  1 hrough  Dr.  Dwyer  Mr. 
Plank  had  succeeded  in  obtaining  a committee 
composed  of  Drs.  Geiger,  Marvin  and  Dwyer.  Drs. 
Dwyer  and  Geiger  had  agreed  that  the  “Coroneed” 
advertising  was  false  and  misleading;  Dr.  Marvin 
had  not  yet  been  heard  from. 

T he  embargo  on  “Coroneed'  w as  still  on. 

NUTRILITE 

Prof.  Fennev  stated  that  the  Connecticut  Pharma- 
ceutical Association  had  requested  that  he  ask  the 
Committee  for  an  opinion  on  whether  “Nutrilite 
was  legally  a food  supplement. 

It  was  brought  out  that  Dr.  George  Cowgill, 
professor  of  nutrition  at  Vale  University,  had 
answered  this  question  when  in  a letter  to  the 
Committee  dated  May  10,  1954  he  had  stated,  in 
essence,  that  in  his  opinion  “Nutrilite”  was  a food 
supplement. 


Mr.  Plank  stated  that  some  vitamin  preparations 
sold  under  the  Fuller  Brush  Company  label  were  of 
about  the  same  formula  as  “Nutrilite.”  He  also  stated 
that  the  U.  S.  Food  and  Drug  Administration  classi- 
fied “Nutrilite"'  as  a food  supplement,  but  would  put 
it  in  the  drug  class  if  the  concentration  of  any  of 
its  vitamins  were  increased. 

Prof.  Fenney  remarked  that  extravagant  oral 
claims  w ere  being  made  at  the  time  of  sale  (or  later) 
that  “Nutrilite”  w ould  cure  arthritis,  etc.  Mr.  Plank 
stated  that  “oral  claims”  were  labelling  under  the 
Connecticut  law  , and  if  evidence  could  be  obtained 
relative  to  such  “oral  claims,”  his  department  would 
act  at  once.  1 le  remarked,  however,  that  it  was 
exceedingly  difficult  to  get  people  to  cooperate  in 
supplying  evidence  for  prosecution. 

PROFILE  SPECIAL  FORMULA  BREAD 

Dr.  Fisher  submitted  a full  sheet  of  newspaper 
advertising  from  the  New  Haven  Register  of  Sep- 
tember 13,  1956;  this  advertisement  read  in  part: 
“Takes  place  of  Appetite  . . . Appeasement 

Wafers,  Pills  and  Tablets  That  Cost  Up  To  Twice 
As  Much  ...  2 slices  30  minutes  before  meals 

helps  normal  people  to  more  effectively  apDease 
that  appetite  control  center  of  the  brain  . . . 

so  you  eat  less.” 

It  was  voted  that  the  secretary  submit  this  adver- 
tisement to  Dr.  George  Cowgill  of  Yale  and  ask 
him  for  an  opinion  on  whether  the  claims  made 
were  or  w ere  not  misleading. 

THE  DISTRIBUTION  OF  FIZRIN  BY  MAIL 

Mr.  Plank  reported  that  over  200,000  Connecticut 
homes  had  received,  b’v  mail,  a regular  sized  package 
of  the  drug  “Fizrin.”  He  claimed  that  this  violated 
Section  3899  of  the  Connecticut  Food,  Drug  and 
Cosmetic  Act,  w hich  reads:  “any  person  who,  by 
himself,  his  servant  or  agent,  distributes  or  gives 
away,  in  any  street  or  highway,  or  from  house  to 
house,  any  bottle,  box,  envelope  or  package  con- 
taining any  liquid  medicine,  or  any  pill,  powder, 
tablet,  or  other  article,  which  contains  any  drug  or 
other  article,  w hich  contains  any  drug  or  poison, 
shall  be  fined  not  more  than  fifty  dollars  or  im- 
prisoned not  more  than  one  year  or  both.” 

Mr.  Plank  stated  that  counsel  for  the  manufac- 
turers of  “Fizrin”  had  come  to  his  office  and  agreed 
not  to  repeat  this  mailing  again. 

It  was  voted  that  the  Committee  go  on  record  as 
disapproving  this  method  of  merchandizing  because 
it  constituted  a public  hazard,  and  that  we  look  into 
ways  of  getting  the  Postoffice  Department  to  refuse 
to  accept  items  of  this  nature  in  the  future. 
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in  very  special  cases 
a very  superior  brandy... 
specify 

EflififisSY 

COGNAC  BRANDY 

84-  Proof  I Schieffelin  & Co.,  New  York 


HARTFORD  CLINICAL 
LABORATORY 

JOSEPH  ROSSI,  JR.,  Manager 

24-hour  clinical  laboratory  service  for  physicians, 
including  the  preparation  of  vaccines  and  basal 
metabolism  tests.  Approved  by  the  State  Depart- 
ment of  Health  for  pre-marital  and  pre-natal 
blood  tests. 

179  ALLYN  ST.,  HARTFORD,  CONN. 

Telephone:  JAckson  5-0024 


A.  H.  STARKEY 

ARTIFICIAL  LIMB  CO. 

Certified  Firm  and  Fitters 
For  the  New  Type  Suction 
Socket  Limb 

See  our  new.  improved,  automatic 
Knee  Lock  for  above  knee  limbs. 
Prevents  Buckling. 

Over  35  Years’  Experience 
in  the  manufacture  and  fitting  of 
ARTIFICIAL  LIMBS 


Repairs  & 
Supplies 
for  all  make 
limbs 

Courteous 

Service 

Lady 

Attendant 

First  Floor 
No  steps 
to  climb 


32-36  ELM  STREET 
Residence  Phone 
Hartford  JAckson  9-0541 


HARTFORD 
CHapel  7-6544 


LAKESIDE  LABORATORIES 


"...THE  MERCURIALS 
HAVE  PROLONGED 

THE  WORKING  PERIOD 

¥ 

AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

tablet 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


UNPAID 

BILLS 

Collected  for  members  of 
the  State  Medical  Society 

Write 

RANE  DISCOUNT  CORP. 

230  W.  41st  ST.  NEW  YORK 

Phone:  LO  5-2943 
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FORGED  PRESCRIPTIONS  FOR  DEXEDRINE 

Mr.  Plank  reported  that  an  alert  pharmacist  in 
r he  .Manchester  area  had  recognized  as  forged  a 
prescription  calling  for  Dexedrine  Sulfate  Tablets. 
Investigation  showed  that  a woman  attendant  in 
the  office  of  a physician  had  stolen  a prescription 
pad  and  written  for  the  tablets,  getting  the  pre- 
scriptions filled  in  various  pharmacies.  She  was  said 
to  have  consumed  as  many  as  ioo  five-milligram 
tablets  in  one  day,  taking  13,000  tablets  in  the 
period  between  June  16  and  September  22.  She  was 
now  recuperating  in  a hospital  and  showing  im- 
provement in  weight,  etc. 

SEA  SALT 

Mr.  Plank  showed  the  Committee  a bottle  of  a 
product  of  the  above  name  retailing  at  89  cents 
which  bore  claims  that  its  natural  fluoride  content 
(in  trace  amounts)  w ould  prevent  tooth  decay. 

It  was  agreed  that  this  product  would  be  referred 
to  Dr.  Kirschner. 

AS  YOU  WERE  HAIR  COLORING 

I his  hair  preparation  had  been  submitted  by  the 
Food  and  Drug  Commission  to  the  Agricultural 
Experiment  Station,  which  reported  that  analysis 
showed  it  to  contain  the  following  ingredients: 
lead  acetate,  sulfur,  glycerine,  plus  a perfumed  ve- 
hicle, wetting  agent. 

The  preparation  was  being  sold  under  claims  that 
it  was  not  a dve  but  a “hair  color  stimulator.”  It 
was  agreed  that  this  problem  be  referred  to  Dr. 
Bonnycastle  as  to  its  danger— if  any— when  used 
according  to  directions. 

BRIDGEPORT  SLUG-A-BUG  AEROSOL  BOMB 

This  spray  bomb  was  labelled  in  part:  “Safe  to 
Use— near  children— food— pets,  etc.”  It  also  bore  the 
words  “Non-Toxic”  in  large  printing.  Declared  in- 
gredients were  pyrethrins,  piperonyl  butoxide,  a 
solvent  (kerosene  type)  and  Freon  gas  as  a propel- 
lant. 

Mr.  Plank  submitted  this  to  the  Committee  with 
the  statement  that  Dr.  Fisher  had  concluded  that 
inhalation  or  ingestion  of  this  formula  could  be 
irritating  to  the  gastrointestinal  tract,  and  therefore 
the  product  was  not  “Non-Toxic”  or  nonpoisonous. 


for  recruitment  of  new  donors  is  pressing  as  the 
demand  for  blood  exceeds  our  supply.  It  is,  there- 
fore, somewhat  depressing  for  our  volunteer  recruit- 
ers to  be  told  that  “my  doctor  does  not  think  1 
should  give  blood  because  1 have  anemia.” 

1 he  program  is  very  stringent  in  its  protection 
of  donors.  A hemoglobin  estimation  is  done  on 
every  prospective  donor  at  the  time  of  every  dona- 
tion. Male  donors  w ho  have  a hemoglobin  estima- 
tion  of  less  than  13.5  Gms.  or  female  donors  who 
have  a hemoglobin  estimation  of  12.5  Gms.  as  deter- 
mined by  the  copper  sulfate  technique  of  Phillips 
and  Van  Slyke  are  not  permitted  to  give  blood. 
This  is  not  only  a requirement  of  the  National  Insti- 
tutes of  Health,  but  is  also  consistent  with  good 
medical  practice. 

Let  us  as  physicians,  when  asked  about  the  advisa- 
bility of  donating  blood,  reassure  our  patients  that 
they  will  not  be  permitted  to  donate  if  there  is  any 
indication  of  anemia. 

july  1, 1956 

THROUGH 


OCTOBER 

OCTOBER  3 

DONORS 

19^6 

1956 

Donors  accepted  

8,857 

28,845 

Donors  rejected  

1,127 

3,I27 

Donors  registered  

9.984 

3 ',972 

BLOOD  ISSUED  TO  HOSPITALS 

To  Connecticut  hospitals  from  center 

6,772 

23,716 

Blood  collected  by  hospitals 

681 

2,969 

To  out  of  State  hospitals 

165 

320 

7,618 

27,005 

PROCESSING  AT  CENTER 

Processed  into  fresh  frozen  plasma 

>3' 

389 

Processed  into  packed  cells 

6 

21 

Processed  into  liquid  plasma 

822 

3,182 

959 

3,592 

Discarded  — unfit  and  broken 

5* 

205 

Grand  Total  — distribution  of  blood..  8,628  30,802 


Blood  returned  to  center  for  process- 
ing into  plasma  and  fractions 586  2.470 

BLOOD  DERIVATIVES  ISSUED  TO  HOSPITALS 

Irradiated  plasma  (300  cc.) 14  118 

Fresh  frozen  plasma  (125  cc.) 275  770 

Scrum  albumin  (100  cc.) 199  889 

Packed  red  cells 6 21 


Connecticut  Regional  Blood  Program 

Although  there  are  many  repeat  donors  in  the 
Connecticut  Regional  Blood  Program,  yet  the  need 


Yale  Gets  Grant  to  Study  Cerebral  Palsy 

The  Yale  School  of  Medicine  w ill  receive  a grant 
of  $425,199  from  the  U.  S.  Public  Health  Service 
to  support  investigations  into  the  causes  of  cerebral 
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The  man  who 
wouldn’t  give  up 


500  MASSED  ROCKETS  shook  the  brand-new  Brook- 
lyn Bridge,  screamed  up  into  the  May  evening  and 
showered  the  city  with  gold. 

While  behind  a darkened  window,  a big,  gaunt 
man  sat  and  watched,  too  crippled  and  pain- 
wracked  to  attend  the  opening  day  festivities  for 
the  bridge. 

This  was  a pity,  for  he  had  built  it. 

Which  means  that  when  money  gave  out,  Chief 
Engineer  Roebling  pleaded  for  more.  When  dis- 
turbing changes  of  plan  had  to  be  made,  Roebling 
fought  them  through.  And  when  a hundred  pan- 
icked men  were  trapped  under  the  East  River  in  a 
flooded  caisson,  Roebling  saved  them. 

Spinning  the  giant  steel  spiderweb  not  only 
exacted  13  years  of  Roebling’s  life,  from  1870  to 
1883.  but  very  early  crippled  him  forever  with  the 
caisson  disease. 

Yet  he  saw  the  job  through  to  the  end.  His  were 
the  courage,  skill  and  vision  that  make  Americans 
a nation  of  great  builders— a strong,  growing  na- 
tion. And  a nation  whose  Savings  Bonds  rank  with 
the  world’s  finest  investments. 

For  the  constructive  strength  of  168  million 
Americans  stands  behind  these  Bonds.  This  is 
why,  when  you  buy  U.S.  Savings  Bonds,  our  Gov- 
ernment can  absolutely  guarantee  the  safety  of 
your  principal  — up  to  any  amount  — and  the  rate 
of  interest  you  receive. 

You  cannot  get  a better  guarantee  than  that. 
Why  not  invest  in  U.  S.  Savings  Bonds  regularly— 
where  you  bank  or  through  the  Payroll  Savings 
Plan  where  you  work?  And  hold  the  Savings 
Bonds  you  have. 

Safe  as  America — U.  S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this 
advertisement . It  is  donated  by  this  publication 
in  cooperation  with  the  Advertising  Council 
and  the  Magazine  Publishers  of  America. 
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palsy  and  mental  retardation.  Dr.  Gilbert  H.  Glaser, 
associate  professor  of  neurology  and  chief  of  the 
Section  of  Neurology  at  the  Vale-New  Haven 
Medical  Center  w ill  he  in  charge  of  the  Yale  project 
w hich  will  extend  over  the  next  four  years.  The 
Mile  School  of  Medicine  will  receive  $107,799  from 
the  Public  Health  Sendee  during  the  first  year, 
and  then  $105,800  annually  for  each  of  the  follow- 
ing three  years. 

dale  is  the  first  of  a dozen  or  more  institutions 
that  has  been  picked  for  the  extensive  research 
program  to  be  sponsored  by  the  Public  Health 
Service  in  the  next  10  to  20  years.  The  program  will 
provide  evaluation  of  the  hereditary  and  environ- 
mental factors  which  may  be  responsible  for  such 
disorders  as  cerebral  palsy,  mental  retardation, 
blindness,  and  deafness.  More  than  one  million 
dollars  will  be  awarded  annually  by  the  Public 
Health  Service  to  support  such  research. 

I he  Yale  project  will  be  a cooperative  program 
involving  various  departments  and  facilities  and  the 
work  of  many  experts  on  the  Yale  staff.  Two  of  the 
chief  doctors  who  will  be  working  with  Dr.  Glaser 
are  Dr.  C.  Lee  Buxton,  chairman  of  the  Obstetrics 
Department,  and  Dr.  Milton  J.  E.  Senn,  chairman 
of  the  Pediatrics  Department  and  director  of  the 
d ale  Child  Study  Center.  The  project  will  include 
research  in  developmental  neurology  with  special 
reference  to  clinical  and  pathological  correlations 
in  cerebral  palsy.  Prenatal,  perinatal  and  postnatal 
factors  will  be  correlated  in  infants  showing  signs 
of  stress  at  birth  or  neurological  disturbance  later. 
Other  phases  will  include  interrelated  investigations 
of  experimental  fetal  anoxia,  spasticity  and  pharma- 
cological responses,  and  electroencephalography  in 
the  newborn. 

Calloway  to  Address  Board  Internists 

Dr.  Claude  Calloway  of  San  Francisco,  California, 
will  address  the  Connecticut  Society  of  American 
Board  Internists  at  their  annual  meeting  on  Decem- 
ber 11  at  the  New  Haven  Medical  Society  building. 

Dr.  Calloway  is  secretary  of  the  California  Society 
of  Internal  Medicine  and  has  been  active  in  organ- 
izing the  American  Society  of  Internal  Medicine, 
of  which  he  is  also  secretary.  The  American  Society 
of  Internal  Medicine  was  organized  in  April,  1956 
as  a federation  of  State,  Territorial  and  Canadian 
Societies,  and  its  first  full  meeting  will  be  held  in 
Boston  at  the  same  time  as  the  Annual  Meeting  of 
the  American  College  of  Physicians  next  spring. 
Dr.  Stewart  P.  Seigle  of  Hartford  is  a member  of 


the  Interim  Committee.  Dr.  1 1 ugh  L.  Dwyer  of  New 
Haven  is  president  of  the  Connecticut  Society. 

Fairfield  County 

Laszlo  Steinberger  is  the  new  president  of  the 
Norwalk  Medical  Society,  succeeding  Francis  J. 
Kalaman  in  recent  elections.  The  new  vice  president 
is  Eric  Norrington  and  the  secretary  is  Jack  Fal- 
sone.  Roy  G.  Wiggans  was  re-elected  treasurer. 

In  another  recent  election,  William  A.  Sinton 
became  president  of  the  Danbury  Medical  Society, 
succeeding  Albert  J.  Trimpert.  Benjamin  Epstein, 
previously  serving  as  secretary-treasurer,  w as  elect- 
ed vice  president  and  Victor  Machcinski  as  secre- 
tary-treasurer. 

Among  Fairfield  County  physicians  attending 
the  recent  meeting  of  the  American  Heart  Associa- 
tion in  Cincinnati  were  Nicholas  P.  R.  Spinelli, 
Bridgeport  and  John  W.  Haine  and  Saul  Sherman, 
Stamford. 

Active  in  the  Diabetes  Detection  Drive  in  the 
County  last  month  were  Leonard  A.  Howard  in  the 
Greenwich  area,  M.  David  Deren  in  Bridgeport,  L. 
Herbert  Skluth  in  Norwalk,  and  Paul  Kunkel  in 
Danbury. 

Assembled  at  a meeting  with  members  of  the 
Board  of  Trustees  of  the  Fairfield  County  Medical 
Association  last  month  were  the  county  delegates 
and  alternates  to  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society.  At  that  time 
the  agenda  of  the  Society's  session  this  month  in 
Hartford  was  studied.  Presiding  was  Morris  P. 
Pitock,  chairman  of  the  Board  of  Trustees. 

The  Guidance  Department  of  Westport  schools 
has  instituted  a series  of  medical  seminars  for  its 
staff  members  to  be  held  on  alternate  Fridays  at 
the  Town  School  office.  The  seminars  are  being 
presented  with  the  cooperation  of  the  physicians 
of  Westport  and  Norwalk  so  that  guidance  per- 
sonnel may  become  better  informed  about  specific 
medical  areas.  Particular  emphasis  will  be  given  to 
medical  problems  often  found  in  children. 

Hartford  County 

The  second  program  of  the  Committee  on 
Credentials  and  Orientation  began  recently  for  all 
associate  members  with  an  October  30  meeting  on 
the  relationships  of  the  various  components  of 
organized  medicine  at  230  Scarborough  Street.  The 
second  conference  was  held  on  Tuesday,  November 
30  at  the  same  location.  This  conference  covered 
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medical  ethics  and  grievances.  The  relationships  of 
religion  to  medicine  was  the  theme  of  the  third 
conference  which  was  held  also  at  Scarborough 
Street  on  Tuesday,  November  27. 

The  Hartford  Psychiatric  Society  has  elected  to 
its  executive  committee  for  the  1956-57  term  Isidore 
Schnapp,  chairman,  Richard  Karpe,  Frank  R.  L. 
Egloff,  John  Donnelly,  George  A.  Tulin,  Robert 
C.  Doherty  and  Joseph  E.  Rosenfeld,  secretary- 
treasurer. 

Leonard  M.  Lasser  has  been  named  physician-in- 
charge of  the  Hartford  Hospital  Mental  Hygiene 
Clinic  of  the  Outpatient  Department. 

Moderator  of  a panel  discussion  last  month  on 
aremature  infant  care  w as  Jessie  Parkinson,  maternal 
and  child  hygiene  physician,  Connecticut  State 
Department  of  Health.  This  was  sponsored  by  the 
Connecticut  League  for  Nursing. 

Ralph  T.  Ogden,  president  of  the  State  Medical 
Society,  has  been  elected  president  of  the  staff  of 
the  Hartford  Hospital.  Other  officers  are  G.  Gardi- 
ner Russell,  vice  president,  and  R.  Starr  La  mason, 
secretary. 

Burr  H.  Curtis  of  Hartford  has  been  named  to 
the  new  post  of  surgeon  in  chief  at  the  Newington 
Home  and  Hospital  for  Crippled  Children.  Dr. 
Curtis  will  assume  responsibility  for  the  overall 
management  of  patients  from  a comprehensive  care 
standpoint.  He  will  maintain  a limited  practice  in 
orthopedic  surgery  in  Hartford. 

Appearing  on  TV  to  discuss  infant  care  were 
Dwight  J.  Bernstein  of  New  Britain  and  Joseph  J. 
Bellizzi  of  Hartford. 

Serving  on  a panel  of  the  Western  Conference 
of  Prepaid  Medical  Care  Plans  at  Sun  Valley, 
Idaho  was  William  H.  Horton  of  Windsor,  execu- 
tive directors  of  CMS. 

Giving  a paper  to  the  American  College  of  Physi- 
cians recently  was  Charles  E.  McLean.  His  paper 
was  entitled  “Hemodynamic  Studies  in  Aortic 
Stenosis.” 

Alexander  J.  d uties,  chief  of  medical  services  in 
the  State  Department  of  Health,  was  one  of  the 
Workshop  discussion  leaders  at  the  Fourth  Annual 
Conference  on  Aging  held  at  Storrs  in  October. 

Litchfield  County 

The  192  nd  semi-annual  meeting  of  the  Litchfield 
County  Medical  Association  was  held  at  the  Tor- 
rington  Country  Club  on  October  2.  - 


Do  You  Face  This 
PROBLEM? 

Like  other  busy  people,  doctors  may  find  there 
“just  aren’t  enough  hours  in  the  day.”  Something 
must  be  neglected.  Often  it’s  their  investments. 

If  you  face  this  problem,  why  not  find  out  about 
the  Agency  Account  service  of  the  Hartford  National 
Bank  and  Trust  Company?  An  Agency  Account 
with  one  of  New  England’s  leading  banks  relieves 
you  of  all  the  burdensome  details  of  investment 
management.  You  have  a complete  record  of  in- 
come received  and  all  transactions  for  your  account 
. . . a great  convenience  at  income  tax  time. 

Investment  Advisory  Service 

Included  with  your  Agency  Account  is  our  In- 
vestment Advisory  Service.  You  may,  however, 
limit  our  functions  to  Investment  Advisory  Service 
if  you  prefer  to  collect  your  own  dividends.  This 
service  gives  you  the  benefit  of  the  experienced  judg- 
ment of  our  Trust  Investment  Committee  in  a con- 
tinuing review  of  your  investments.  We  would  also 
hold  your  securities  and  arrange  the  brokerage 
transactions  subject  to  your  approval. 

Cost  of  these  services  is  low,  and  under  present 
Federal  Income  Tax  laws,  may  be  deducted  in  de- 
termining taxable  investment  income.  So,  why  not 
get  full  information,  now?  Ask  for  a copy  of  our 
booklet:  “Your  Financial  Secretary.”  Call,  write  or 
use  the  coupon  below. 

Hartford  National  Bank 
and  Trust  Company 

Established  1792 

Member  Federal  Deposit  Insurance  Corporation 

Hartford  National  Bank  and  Trust  Company 
Main  and  Pearl  Streets 
Hartford,  Connecticut 

Please  send  me  a copy  of  the  booklet : 

“Your  Financial  Secretary” 

Name  

Street  & No 


City  or  Town. 
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Those  present  were  informed  of  various  news 
items  such  as  the  New  Medical  Care  Program  de- 
vised l>v  the  government,  to  become  effective 
December  7,  1956;  that  the  CMS  was  named  as  the 


CLASSIFIED  ADVERTISING 

$5.00  for  50  words  or  less 
5#  each  additional 
25<f  extra  if  keyed  through  Journal 
Payable  in  advance 


FOR  SALE — Direct  writing  electrocardiagraph,  excellent 
condition  $275.00 — Lilly  biological  refrigerator  $110.00 — 
Bausch  and  Lomb  binocular  microscope  $295.00 — Electric 
Centrifuge  $27.00 — Spencer  hb.  colorimeter  $30.00 — Bur- 
dick rhythmic  constrictor  $50.00 — Kiddie  dry  ice  set  $29.00 — 
Sklar  suction  and  pressure  in  cabinet  $85.00 — Gomco  suc- 
tion and  pressure  $70.00— Hayden-Hauser  hemoglobino- 
metcr  set  $29.00 — Yeoman  rectal  biopsy  outfit  $50.00 — 
Brown-Buerger  convertable  cystoscope  $125.00 — Stille  cast 
cutter  Si 6.00 — Hand  centrifuge  $8.00 — Bargains  in  stainless 
instruments — Short  wave — Opthalmic  equipment — Nose  and 
throat  instruments — Executive  chairs  $12.00 — Hundreds  of 
items  to  chose  from.  20%  discount  on  all  new  equipment. 
BEverly  7-3145,  Harry  Sacker,  188  Grove  Street,  Meriden, 
Connecticut. 


FOR  SALE — Very  presentable  refurbished  and  new  treat- 
ment room  furniture,  etc.  fully  guaranteed  at  extremely 
low  prices.  Scales  $32.00 — Examining  tables  $60.00  up— 
Instrument  cabinets  $50.00 — Treatment  cabinets  $50.00 — 
Mayo  instrument  stand  $15.00 — Utility  tables  $10.00 — Phys- 
ical therapy  tables  $40.00 — New  autoclaves  $110.00 — Steril- 
izers $32.00  up — Examining  lamps  $8.00 — Eent  chair  $65.00 — 
Microscopes  $85.00 — Blood  pressures  $18.00  up — X-ray 
illuminiter  $25.00 — Shockproof  fluoroscope  $450.00 — Wall 
model  Burton  operating  lamp  $20.00 — X-ray  film  dryer 
$50.00 — Welch-Allyn  and  Bausch  and  Lomb  otiscope  sets 
$20.00 — Leg  rest  $8.00 — Four  panel  hard  screen  $20.00 — 
Jones  basal  metabolism  $150.00.  BEverly  7-3145,  Harry 
Sacker,  188  Grove  Street,  Meriden,  Connecticut. 


DOCTOR'S  offices  for  rent  in  new  medical  arts  centre 
building — 195  South  Main  Street,  Middletown,  Conn.  All 
offices  on  one  floor — near  hospital — air  conditioned — large 
off  street  parking  area  on  premises — will  partition  to  suit 
tenants.  For  additional  information  call  Middletown 
Diamond  7-4451. 


agent,  and  that  that  organization  had  begun  to  work 
out  a fee  schedule,  a task  of  great  magnitude. 

1 lie  following  physicians  were  elected  to  meni-1 
bership:  Katherine  Hawley  Martin,  Watertown; 
Harold  Burton  Woodward,  Terryville;  Thayer 
Adams  Smith,  Woodbury;  Laurence  Van  Doran 
Harris,  Jr.,  Thomas  ton;  Carl  Peter  Kremer,  Jr., 
Torrington;  and  Joseph  Charles  Czarsty,  Oakville. 

For  the  vacancies  designated  by  the  CMS  to  its! 
Professional  Policy  Committee,  the  follow  ing  were 
nominated:  surgery,  George  A.  Fowler,  Sharon;! 
ophthalmology,  James  C.  Canniff,  Torrington;  and 
urology,  John  L.  Meunier,  Torrington. 

The  speaker  of  the  evening  was  William  J.  Lahey,  1 
director  of  medical  education  at  the  St.  Francis! 
Hospital,  Hartford.  He  presented  a most  enligfht-  < 
ening  paper  on  “The  Problem  of  Pulmonary  Insuffi-  | 
ciency.” 

Middlesex  County 

The  semi-annual  meeting;  of  the  Middlesex  I 
County  Medical  Association  was  held  at  the  Club  ] 
Masque  in  Middletown  on  October  n.  The  speaker 
of  the  evening  was  John  AI.  Freiheit,  chief  of  the  f] 
Ob-Gyn  service  at  Waterbury  Hospital.  He  spoke 
on  “Hypotensive  Drugs  in  Toxemias  of  Pregnancy.”  I 
At  this  meeting  five  new  members  were  admitted:  I 
William  D.  Irving,  who  practices  pediatrics  in  Say-  | 
brook;  William  E.  Gattlin,  the  radiologist  at  j 
Middlesex  Memorial  Hospital;  Robert  B.  Penning-  ] 
ton  who  is  practicing  anesthesiology  in  Middletown;  ] 
Floyd  Roos,  a Middletown  urologist;  and  Marshall 
F.  Smith,  Jr.,  a clinical  director  at  the  Connecticut  j 
State  Hospital. 

A tuberculosis  association  for  the  Middletown  I 
region  is  being  organized.  Stanley  Alexander  is  tern-  I 
porary  chairman. 

Some  men  hide  their  accomplishments.  It  came  I 
to  light  only  recently  that  Clarence  Harwood  re-  I 
ceived  his  certification  in  pediatrics  in  1954. 

A.  B.  Rafkind  resigned  as  medical  examiner  of 
Haddam.  Appointed  in  his  place  was  William 
Wrang. 


GROUND  THE  STATE 


IO25 


YOU  CAN’T  SLEEP  INCORRECTLY  ON  IT! 

Seoh/ 

Posturepedic 
With  COMFORT-GARD 

• Automatically  adjusts  you r body  to  com- 
fortably-correct  sleeping  posture! 

• Button-free  top!  . . . No  Buttons,  No  Bumps, 
No  Lumps! 


AVOID  THE  "SLUMBER-SAG” 
MATTRESS!  It  promises  to  "con- 
form” to  your  body  but  merely  lets 
you  down  into  an  8-hour  slumber- 
sag  with  vital  muscles  strained  all 
night  long! 

AVOID  THE  "SLUMBER-SLAB" 
MATTRESS!  It  claims  "firmness” 
but  is  really  only  "hardened  up”  . . . 
aggravates  and  distorts  your  body 
so  you  can’t  relax! 

CHOOSE  SEALY  POSTURE-PERFECT 
SLEEP!  Exclusive  Sealy  Comfort- 
Gard  automatically  adjusts  your 
body  to  comfortably-correct  sleeping 
posture!  . . . Proves  Sleeping  on  a 
Sealy  Is  Like  Sleeping  on  a Cloud! 


Life-line  construction!  . . . No  shifting  of 
mattress  padding! 

Designed  in  cooperation  with  leading 
Orthopedic  surgeons,  so  you  can’t  sleep 
incorrectly!  copyright  sealy,  inc.  1955 


PROFESSIONAL  DISCOUNT 


To  acquaint  physicians  everywhere  with  the  exclusive  features  of 
this  mattress,  Sealy  offers  a special  discount  on  the  purchase  of  the 
Sealy  Posturepedic  for  the  doctor’s  personal  use  only.  Now  doctors 
may  discover  for  themselves,  at  substantial  savincs  the  luxu- 
rious comfort  of  a Sealy  Posturepedic. 

Sealy  has  free  reprints  of  the  booklets  named  in  the  coupon 
and  will  be  happy  to  forward  quantities  for  use  in  your  office. 


SEALY  MATTRESS  CO.  • 79  Benedict  St.  • Waterbury,  Conn. 

Gentlemen:  Please  send  me  without  charge: 

(Copies  of  "The  Orthopedic  Surgeon  Looks  ot  Your  Bedding' 

Copies  of  "The  Effect  of  Bedding  on  Posture,  Health,  Appeororue 
and  Sleeping  Comfort." 

Free  Information  on  Professional  Discount. 


NAME. 


ADDRESS. 


CITY_ 


.ZONE. 


.STATE. 


Andrew  Turano  was  certified  by  the  American 
Board  of  Pediatrics  following  the  examinations  in 
October. 

A.  B.  Rafkind  has  closed  his  office  in  Middletown 
and  has  become  the  clinical  director  of  medical  and 
surgical  sendees  at  the  Connecticut  State  Hospital. 

William  V.  Chen  of  Middletown  has  been  ap- 
pointed to  the  rank  of  Senior  Surgeon  in  the  in- 
active reserve  component  of  the  Commissioned 
Corps  of  the  U.  S.  Public  Health  Sendee. 

Alice  Hamilton  of  Hadlyme,  an  87  year  old  hon- 
orary member  of  the  State  Medical  Society  and  a 
pioneer  in  industrial  medicine  in  the  United  States, 
has  been  named  “Medical  Woman  of  the  Year”  by 
the  American  Medical  Women’s  Association. 

New  Haven  County 

Harry  S.  N.  Greene,  professor  of  pathology  at 
the  Yale  School  of  Medicine,  received  the  1956 
Borden  Award  in  the  Medical  Sciences  on  Novem- 
ber 1 2 at  Colorado  Springs  at  the  annual  banquet  of 
the  association  of  American  Medical  Colleges.  The 
Award,  consisting  of  a gold  medal  and  $1,000,  was 


presented  by  John  H.  McCain,  secretary  of  the 
Borden  Company  Foundation.  The  Award  is  made 
annually  to  the  outstanding  scientist  affiliated  w ith 
one  of  the  nation’s  medical  schools.  Dr.  Greene  is 
internationally  noted  for  his  work  in  tissue  trans- 
plantation. His  discovery  and  development  of  tech- 
niques of  transplanting  tumors  is  a major  contribu- 
tion to  the  understanding  not  only  of  diseased  tissue 
hut  to  the  whole  field  of  tissue  growth.  A member 
of  the  Wile  medical  faculty  since  1943,  Dr.  Greene 
has  been  Anthony  N.  Brady  Professor  of  Pathology 
and  chairman  of  the  Yale  Department  of  Pathology 
since  1930. 

Leon  A.  Greenberg  of  New  Haven  addressed  the 
Conference  on  Meprobromate  and  Other  Agents 
Used  in  Mental  Disturbances  held  in  N ew  York 
City  in  October  on  the  subject,  “Study  of  .Mepro- 
bromate in  Alcoholism.” 

William  L\  Gardner  of  New  Haven  spoke  at  the 
meeting  of  the  American  Cancer  Society  in  New 

ork  City*  in  October  on  “Steroids  in  Experimental 
Carcinogenesis.” 

Sterling  B.  Brinkley,  director  of  Gaylord  Farm 
in  Wallingford,  was  one  of  the  Workshop  discus- 
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with  CODEINE  PHOSPHATE  gr.  1,  No.  4 (n> 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 


‘TABLOID’  ‘EMPIRIN’  COMPOUND® 

Acetophenetidin  gr.  21/2,  Acetylsalicylic 
Acid  gr.  3Vz,  Caffeine  gr.  Vz 


sion  leaders  at  the  Fourth  Annual  Conference  on 
Aging  held  at  Storrs  in  October. 

Carl  C.  Giannotti  of  West  1 lavcn  died  on  No- 
vember 6 at  St.  Raphael’s  I lospital.  New  Haven 
after  an  illness  of  six  w eeks.  Dr.  Giannotti  had  been 
team  physician  for  all  West  1 lavcn  school  athletic 
teams  since  1928  and  school  physician  since  1936. 

Malcolm  S.  Eveleth,  associate  professor  of  ortho- 
pedic surgery  at  Yale  University  School  of  Medi- 
cine, died  of  a heart  attack  at  his  home  on  Novem- 
ber 9 at  the  age  of  43. 

New  Members 

NEW  HAVEN  COUNTY 

Richard  S.  Banfield,  Jr.  New  Haven 
Harold  D.  Bornstein,  Jr.,  North  Haven 
Allen  Chetrick,  West  Haven 
Harold  O.  Conn,  New  Haven 
Jean  G.  Cornwell,  Waterbury 
Roger  H.  Dennett,  New  Haven 
Michael  J.  Esposito,  Meriden 
Merrill  1.  Feldman,  New  Haven 
Michael  L.  Fezza,  New  Haven 
Joseph  Fraknoi,  Wallingford 
Saul  A.  Frankel,  New  Haven 
Harold  M.  Frost,  New  Haven 
Alastair  J.  Gillies,  New  Haven 
Nathan  A.  Goldstein,  Short  Beach 
Milton  R.  Hales,  New’  Haven 
Michael  Hume,  New  Haven 
Jamil  A.  Karsh,  Waterbury 
Jack  P.  Keeve,  Cheshire 
Lewis  L.  Levy,  New  Haven 
Elizabeth  L.  Loew'ald,  North  Haven 
Nathaniel  J.  London,  New  Haven 
Norman  K.  Mottet,  New’  Haven 
Hugh  B.  O’Donnell,  Milford 
David  W.  Parke,  Meriden 
Ellis  A.  Perlswig,  New  Haven 
Thomas  A.  Ray,  New  Haven 
Murray  Z.  Rosenberg,  Waterbury 
Arthur  A.  Rubin,  New  Haven 
Gustave  Sirot,  New’  Haven 
Lawrence  Stark,  New  Haven 
James  W.  Tierney,  Milford 
George  S.  W atson,  Wallingford 
George  L.  Wilson,  New  Haven 
Paul  R.  Wohlgemuth,  Waterbury 

W INDHAM  COUNTY 

Lome  A.  MacLean,  Hartford 
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MEDICAL  EDUCATION  MEETING  SET  FOR 
FEBRUARY  10-12,  1957 

Graduate  medical  education  for  general  practice  will  be 
the  topic  of  discussion  at  the  opening  session  of  the  53rd 
annual  Congress  on  Medical  Education  and  Licensure  to 
be  held  February  10-12,  1957,  at  the  Palmer  House,  Chicago. 
The  three  day  meeting  will  be  sponsored  by  the  AMA’s 
Coucil  on  Medical  Education  and  Hospitals,  the  Federation 
of  State  Medical  Boards  of  the  United  States  and  the  Ad- 
visory Board  for  Medical  Specialties. 

Also  scheduled  for  Sunday,  February  10,  will  be  a 
business  meeting  of  the  Adyisory  Board  and  an  open  meet- 
ing of  the  Federation.  Monday  sessions  will  be  deyoted 
to  a symposium  on  “Medical  Education  Tomorrow”  and 
a program  highlighting  postgraduate  medical  education  and 
methods  of  meeting  its  challenges.  The  annual  Federation 
I banquet  will  be  held  Monday  evening,  The  general  subject 
of  “Reevaluation  of  the  Licensing  Examination”  will  be 
discussed  during  the  final  sessions  on  Tuesday. 


THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY 

I Twentieth  Annual  Meeting,  March  11,  12  ,13,  1 4,  1957 

13th  Annual  Post-Clinical  Tour  to  the  Mediterranean 
I and  Europe  leaving  March  16,  1957,  from  New  York  via 
Pan  American  World  Airways.  Maurice  E.  St.  Martin,  m.d., 
Secretary. 

AMA  JOINTLY  SPONSORS  NUTRITION 
MEETING 

“Fats  in  human  nutrition”  with  special  emphasis  on  fats, 
cholesterol  and  atherosclerosis  will  be  discussed  at  an  Amer- 
ican Medical  Association  symposium  to  be  held  March  15, 
1957  in  New  Orleans.  The  one  day  meeting  is  sponsored 
by  the  AMA’s  Council  on  Foods  and  Nutrition  with  the 
cooperation  of  the  Orleans  Parish  Medical  Society,  the 

I New  Orleans  Graduate  Medical  Assembly,  the  School  of 
Medicine  of  Louisiana  State  University  and  Tulane  Univer- 
sity School  of  Medicine. 

Tentatively  scheduled  are  the  following  presentations: 
(1)  dietary  fat — its  role  in  nutrition  and  human  require- 
ment; (2)  biochemical  aspects  of  fat,  cholesterol  and  lipo- 
protein metabolism  of  importance  in  clinical  medicine; 
(3)  pathologic  lesions  related  to  disturbances  of  fat  and 
cholesterol  metabolism  in  man;  (4)  epidemiologic  studies 
of  diet,  blood  lipids;  (5)  metabolic  studies  of  the  relation- 
ships between  dietary  fat  and  serum  lipid  levels;  (6)  thera- 
peutic implications  of  nutritional  studies  relating  to  serum 
lipids.  A round  table  discussion  on  fats,  cholesterol  and 
atherosclerosis  also  will  be  held.  Speakers  include  Drs. 
I..  Emmet  Holt,  Jr.;  Donald  S.  Frederickson;  W.  Stanley 
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SPECIAL  NOTICES 


FOR  PAIN 


BETTER  THAN 
CODEINE  PLUS  APC 


controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

. . . usually  for  6 hours 

seldom  constipates 


Adult  Dosage:  1 PERCODAN*  Tablet  q.  6 h. 


£nao 


ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 


*U.S.  Pat.  2,628,185;  PERCODAN  contains  salts 
of  dihydrohydroxycodeinone  and  homatropine, 
plus  APC.  May  be  habit-forming. 


Hartroft;  George  E.  Burch;  Edward  H.  Ahrens,  Jr.;  Fred- 
rick J.  Stare,  and  Anccl  B.  Keys,  ph.d. 

Physicians  (particularly  general  practitioners),  nutrition- 
ists, home  economists  and  others  interested  in  this  field  are 
especially  urged  to  attend.  Further  information  may  he 
obtained  from  the  AMA’s  Council  on  Foods  and  Nutrition. 


JET-ATOMIC  FLIGHT  PROBLEMS  HIGHLIGHT 
AERO  MEDICAL  ASSOCIATION  1957  MEETING 

Medicine  in  the  jet-atomic  age  of  flight  will  be  the 
central  theme  of  the  28th  annual  meeting  of  the  Aero 
Medical  Association  at  the  Shirley  Savoy  Hotel  in  Denver, 
May  6-8,  1957,  under  the  presidency  of  Dr.  Jan  H.  Til- 
lisch,  Rochester,  Minnesota,  medical  director  of  Northwest 
Airlines. 

The  scientific  program  will  include  reports  on  emergency 
escape  from  high  performance  aircraft,  new  developments 
in  airline  passenger  comfort  and  safety,  and  current  re- 
search in  manned  space  satellites. 


SECOND  WORLD  CONFERENCE  ON  MEDICAL 
EDUCATION 

Chicago,  Illinois,  August  30  - September  4,  1959 

Theme:  Medicine— Life  Long  Study. 

Objective:  Exchange  of  information  for  the  purpose  of 
assisting  in  raising  the  standards  of  medical  education  in 
the  world. 

The  Second  World  Conference  on  Medical  Education 
will  be  convened  under  the  auspices  of  The  World  Med- 
ical Association  with  the  collaboration  of  the  Wrorld 
Health  Organization  and  the  International  Association  of 
Universities.  National  Medical  Associations  and  Medical 
Schools  of  the  world  are  invited  to  assist  in  planning  this 
conference;  recommending  topics  and  well  qualified  speak- 
ers to  participate;  sending  representatives  to  attend,  and 
providing  publicity  relative  to  it. 


COURSE  IN  CLINICAL  NEUROLOGY 

The  Greater  Bridgeport  Chapter  of  the  Connecticut 

Academy  of  General  Practice  will  sponsor  a course  in 

Clinical  Neurologv,  given  by  Dr.  Gilbert  Glaser,  Associate 

Professor  of  Neurologv  at  Yale  University  Medical  School. 

The  program  of  this  course  is: 

Monday,  January  7 

The  office  neurological  examination 

Monday,  January  14 
Epilepsy 

Monday,  January  21 

Cerebral  vascular  disease 

Monday,  January  28 
Headache 

Monday,  February  4 

Parkinsonism  and  related  disorders 

Monday,  February  1 1 
Cerebral  trauma 
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[Monday,  February  18 

Multiple  sclerosis  and  related  diseases 

[Monday,  February  25 
Polyneuritis 

The  lectures  will  be  given  in  the  Staff  Conference  Room 
I of  Bridgeport  Hospital.  There  will  be  a registration  fee 


)f 


Interns  and  Residents  mav  attend  without  any 


[charge.  Time  9:00  p.  m. 

The  American  Board  Internists  Organize 
in  Connecticut 

The  Connecticut  Society  of  American  Board 
Internists,  Inc.  have  instructed  the  secretary  to 
formally  announce  to  the  Connecticut  State  Medical 
Society  the  existence  of  the  Society. 

The  Connecticut  Society  of  American  Board 
Internists  was  incorporated  March  16,  1955.  The 
| purposes  of  the  Society  are  quoted  as  follows  from 
the  articles  of  association. 

A.  “To  bring  into  one  organization  the  internists 
in  the  State  of  Connecticut  who  have  been  certified 
by  The  American  Board  of  Internal  Medicine,  so 
that  by  frequent  meetings  and  full  and  frank  inter- 
change of  views,  cooperation  and  coordination  can 
be  attained  in  the  continuing  of  the  education  of  the 
internist. 

B.  “To  provide  an  opportunity  for  these  internists 
to  become  better  acquainted. 

C.  “To  exercise  a guiding  influence  on  the  de- 
velopment of  internal  medicine  for  the  benefit  of 
the  people  of  Connecticut.” 


NEW  BOOKS  IN  REVIEW 

PELVIMETRY.  By  Herbert  Thoms,  m.d.,  Emeritus  Pro- 
fessor of  Obstetrics  and  Gynecology,  Yale  University 
School  of  Medicine,  New  Haven,  Connecticut.  New 
York:  Paul  B.  Hoeber,  luc.  1956.  120  pp.  $5. 

Rev  iewed  by  Stanley  B.  Weed 


The  purpose  of  this  book  as  stated  by  the  author  is  “to 
place  before  practitioners  of  obstetrics  a practical  descrip- 
tion of  variations  and  abnormalities  of  the  bony  pelvis  in 
their  relation  to  labor  and  to  describe  certain  diagnostic 
procedures  by  which  pelvic  morphology  and  pelvic  capac- 
ity can  be  ascertained.”  Careful  reading  of  the  entire  volume 
substantiates  the  feeling  that  the  author  has  attained  his 
objective. 

Dr.  Thoms,  out  of  his  vast  experience  in  clinical  ob- 
stetrics and  pelvic  roentgenology,  has  furnished  the  ob- 
stetrician with  an  extremely  valuable  guide  in  his  pursuit 
of  a more  intelligent  practice  of  his  art.  Certain  impres- 
sions are  outstanding  in  the  reader’s  mind.  X-ray  pelvi- 
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controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

. . . usually  for  6 hours 
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merry  should  be  an  essential  part  in  the  intelligent  care 
of  the  primigravida.  Clinical  observation  must  be  added  to 
afford  the  maximum  information.  Environment  and  nutri- 
tion play  a prominent  part  in  the  development  of  the 
female  pelvis.  For  screening  purposes  only,  the  clinical 
examination  plus  the  inlet  film  can  be  used  as  a screening 
device  in  discovering  those  pelves  which  need  further 
study.  And,  may  I add,  the  obstetrician  should  never  base 
his  decision  as  to  the  care  of  the  patient  in  labor  on  the 
opinion  of  the  roentgenologist  alone,  but  should  train 
himself  in  the  study  of  pelvimetry  to  the  end  that  his 
final  diagnosis  of  the  pelvis  and  bis  plan  of  care  of  the 
parturient  woman  shall  be  a combination  of  his  own  and 
of  the  roentgenologist’s  opinions. 

This  is  a valuable  addition  to  our  obstetrical  literature. 
It  is  short,  well  documented,  adequately  illustrated,  of  a 
readable  type,  and  printed  on  a coated  paper  which  adds 
to  its  attractiveness.  The  obstetrician  trained  in  the  Cald- 
well-Molloy  terminology  may  find  some  difficulty  in  adapt- 
ing himself  to  the  author’s  classifications,  bur  both  forms 
arc  furnished  simultaneously  in  sufficient  instances  to  afford 
a ready  comparison. 

CARE  OF  THE  LONG-TERM  PATIENT.  (Chronic 
Illness  in  the  United  State — Vol.  II.)  Commission  on 
Chronic  Illness.  Commonveealth  Fund:  Harvard  Univer- 
sity Press.  1956.  606  pp.  $8.50. 

Reviewed  by  Sidney  Shindell 

In  June,  1949  the  American  Medical  Association,  the 
American  Hospital  Association,  the  American  Public  Health 
Assocaition  and  the  American  Public  Welfare  Association 
founded  the  Commission  on  Chronic  Illness  as  an  inde- 
pendent national  agency  to  study  the  problems  of  chronic 
disease,  illness,  and  disability.  On  its  creation  it  was 
determined  that  the  Commission  would  exist  for  seven 
years  and  in  this  brief  period  would  “review  and  assess  the 
chronic  disease  problem  and  attempt  to  bring  order,  co- 
hesion, and  direction  to  the  many  related  but  unintegrated 
efforts  to  prevent  and  control  chronic  disease  and  minimize 
its  disabling  effects.” 

The  present  book  represents  a comprehensive  report  on 
one  of  the  principal  aspects  of  chronic  illness,  i.e.,  as  its 
title  indicates,  “The  Care  of  the  Long-Term  Patient.” 
Although  labeled  Volume  II,  it  is  the  first  publication  of 
a four  volume  series;  the  others,  expected  to  be  available 
soon,  are  entitled  I,  Prevention  of  Chronic  Illness;  III, 
Chronic  Illness  in  a Rural  Area;  IV,  Chronic  Illness  in 
a Large  City. 

One  of  the  features  which  make  this  book  a remarkable 
volume  was  the  manner  in  which  the  material  for  it  was 
obtained.  A National  Conference  on  Care  of  the  Long- 
Term  Patient  was  held  in  Chicago  in  1954.  In  preparation 
for  the  conference,  twenty-eight  study  groups  were  estab- 
lished throughout  the  country  having  as  their  membership 
a core  of  individuals  intimately  acquainted  with  aspects 
of  chronic  disease  care,  and  each  group  prepared  a concise 
report  for  presentation  to  the  Chicago  Conference. 

From  these  reports  a wealth  of  material  resulted  which, 
along  with  additional  sources  of  information,  formed  the 
basis  for  eighty  conclusions  and  recommendations  which 
the  Commission  on  Chronic  Illness  adopted  after  long  and 
thoughtful  consideration  and  discussion.  The  book  in  es- 
sence consists  of  these  eighty  conclusions  and  recommenda- 
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Jitions  supported  by  a comprehensive  and  well  written  text 
I of  supporting  material.  In  the  case  of  only  one  of  these 
recommendations  was  there  lack  of  unanimity,  and  a minor- 
ity report  is  contained  on  the  subject  of  extension  of  social 
security  benefits  to  the  disabled. 

The  reader  will  find  in  this  volume  excellent  discussions 
on  the  nature  and  characteristics  of  the  long-term  patient, 
.the  patient  at  home  and  in  an  institution,  rehabilitation  at 
1 home  and  in  institutions,  research  for  planning  and  admin- 
istration, financing  and  other  related  matters. 

Since  chronic  disease  is  destined  to  be  the  medicine  of  the 
future,  this  volume  will  stand  as  one  of  the  most  important 
guideposts  in  arriving  at  a sound  future.  It  should  be  avail- 
able for  reference  to  everyone  concerned  with  medical  and 
institutional  care.  The  Commission  on  Chronic  Illness  has 
left,  in  this  volume,  a most  suitable  memorial  for  its  seven 
years  of  existence. 


TUBERCULOSIS  IN  OBSTETRICS  AND  GYNECOL- 
OGY. By  George  Schaefer,  m.d.,  f.a.c.s.,  f.i.c.s.,  Assist- 
ant Professor  of  Clinical  Obstetrics  and  Gynecology, 
Cornell  University  Medical  College;  Attending  Obste- 
trician and  Gynecologist,  Triboro  Hospital;  Diplomate 
American  Board  of  Obstetrics  and  Gynecology;  Fellow 
American  Academy  of  Obstetrics  and  Gynecology;  Fel- 
low American  Trudeau  Society.  Boston:  Little  Brown  & 
Co.  1956.  307  pp.  $8.75. 

Reviewed  by  Stanley  B.  Weld 

This  book  offers  an  exhaustive  discussion  of  tuberculosis 
in  the  field  of  gynecology  and  obstetrics.  Since  the  advent 
of  antimicrobial  and  surgical  therapy,  the  changes  in  the 
management  of  the  patient  with  pelvic  tuberculosis  or  with 
any  form  of  tuberculosis  associated  with  pregnancy  have 
been  most  striking.  Tuberculosis  is  no  longer  an  indication 
for  therapeutic  abortion  or  cesarean  section.  In  this  large 
and  rapidly  changing  field  the  author  has  attempted  to  draw 
conclusions  from  the  evidence  at  hand  and  present  them 
for  specialist  and  general  practitioners  alike.  His  experience 
covers  over  seventeen  years  in  two  large  tuberculosis  hos- 
pitals. 

The  book  is  arranged  for  easy  reading  with  short  chap- 
ters, legible  type,  a good  supply  of  illustrations,  tables  and 
case  histories,  and  a generous  list  of  references  at  the  end 
of  each  chapter.  The  first  half  deals  with  tuberculosis  in 
obstetrics  in  which  is  emphasized  the  importance  of  insti- 
tuting early,  adequate  therapy  when  the  disease  is  dis- 
covered during  pregnancy.  The  type  of  delivery  best  suited 
the  pregnant  woman  with  tuberculosis  is  discussed,  also  the 
fate  of  infants  born  of  tuberculous  mothers.  Therapeutic 
abortion  is  not  the  procedure  of  choice  it  was  a few  de- 
cades ago  solely  because  the  patient  has  tuberculosis. 
Reasons  are  offered  for  this  change  in  point  of  view,  fore- 
most perhaps  being  the  availability  of  streptomycin,  PAS, 
and  isoniazid.  One  of  the  best  chapters  deals  with  the  effects 
of  pregnancy  and  childbirth  on  tuberculosis.  Flere  we  find 
duplicated  the  good  results  obtained  by  the  late  Dr.  David 
R.  Lyman  at  Gaylord  Farm  Sanatorium  with  pregnant 
patients  carefully  treated  in  the  sanatorium  and  followed  up 
after  discharge. 

The  second  half  of  the  volume  is  concerned  with  tuber- 
culosis of  the  female  genital  tract.  This  section  is  divided 
into  six  chapters  which  consider  in  sequence  incidence 
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Have  you  ever 
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On  the  back  of  this  well-known  green 
bottle — for  all  the  world  to  see — are  listed 
the  ingredients  of  this  sparkling,  crystal- 
clear  drink.  A soft  drink  doesn’t  have  to 
list  its  ingredients — and  most  don’t — but 
7-Up  is  proud  to  let  you  see  how  pure  and 
wholesome  it  really  is. 

Seven-Up  is  so  pure  and  wholesome, 
folks  of  all  ages  can  have  it.  Famous — 
and  worthy  of  its  fame — as  the  All-Family 
Drink. 


Nothing  does  i_t  like  Seven-Up! 
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and  localization,  pathogenesis  of  genital  tuberculosis,  pathol- 
ogy,  clinical  diagnosis,  laboratory  aids  in  diagnosis,  and 
treatment  of  tuberculosis  of  the  female  genital  tract. 

I he  author  admits  there  is  no  unanimity  of  opinion  as 
to  the  most  effective  treatment,  hence  a discussion  is 
included  of  hospital  or  sanatorium  care,  roentgen  ray  and 
radium  therapy,  antibiotics,  and  conservative  or  radical 
surgery.  Nothing  is  overlooked. 

When  one  has  finished  reading  such  a lucid,  concise  and 
comprehensive  book  as  this,  one  is  impressed  with  the 
monumental  advances  which  have  occurred  in  the  field  , 
of  tuberculosis  during  the  last  two  decades.  Although  | 
tuberculosis,  pulmonary  or  otherwise,  is  not  met  with  even  I 
day  by  the  obstetrician  and  gynecologist,  yet  its  frequency  L 
is  sufficient  to  require  that  one’s  knowledge  be  kept  up  to 
date.  For  this  purpose  Schaefer’s  “Tuberculosis  in  Obste-  | 
tries  and  Gynecology”  w ill  prove  itself  invaluable. 

HAND  SURGERY  IN  WORLD  WAR  II.  Edited  by 

Sterling  Bunnell,  m.d.  Office  of  the  Surgeon  General, 

Washington,  D.  C.  1955.  419  pp.  $3.75. 

Reviewed  by  Paul  Kuehn 

I he  complex  problem  of  the  care  and  management  of 
hand  injuries  during  World  War  II  is  ably  outlined  in 
this  book.  The  early  recognition  of  the  need  of  coordina-  J 
tion  between  the  three  overlapping  specialties,  plastic,  1 
orthopedic,  and  neurosurgery  in  hand  surgery  helped  to 
make  the  problem  cases  easier  to  handle  during  World 
War  II.  Many  important  dictums  which  are  now  taken 
for  granted,  only  ten  years  later,  are  enumerated  in  this 
book.  For  example,  placing  a hand  or  finger  in  the  posil  1 
tion  of  function,  which  is  now  taken  for  granted,  had  to 
be  learned  the  hard  way.  Straight  board  or  banjo  splinting 
with  fingers  and  palm  straight  instead  of  the  position  of 
function  was  eliminated.  Good  operative  technique,  the 
use  of  a pneumatic  tourniquet,  good  asepsis,  masks,  gloves,  j 
gowns  and  protection  of  the  wound  against  contamination 
were  important  factors.  The  use  of  thiopentol  sodium  per*  ; 
mitted  the  surgeon  to  work  freely  from  one  part  of  the 
body  to  another. 

The  treatment  of  burns  and  injuries  to  bones  and  joints 
and  the  reconstruction  problems  of  tendons  and  tendon 
grafts  are  also  observed  and  the  rehabilitation  and  physiol  ! 
therapy  techniques  are  explained.  Some  of  the  changes  of 
operative  technique  and  postoperative  complications  which 
develop  are  outlined.  The  dangers  of  a tight  cast  and  some 
of  the  basic  fundamentals  essential  to  good  surgerv  of  the 
hand  are  well  portrayed  making  this  volume  worthwhile 
as  a reference  for  any  general  surgeon. 

Sterling  Bunnell’s  conclusions  (Chapter  II)  on  the  care 
of  injured  hands  during  World  War  II  is  a masterpiece 
of  concise,  straightforward  data  which  will  be  used  as  a 
classic  in  handling  any  future  major  catastrophe. 

Most  of  the  diagrams  in  the  book  are  excellent  but 
there  are  some  chapters  in  which  the  medical  illustration 
of  the  problem  could  have  been  improved. 

The  review  and  study  of  the  hand  surgery  done  at  vari- 
ous general  hospitals  with  individual  reviews  are  somewhat 
lengthy  and  repetitious,  but  the  chapter  on  hand  surgery* 
as  done  at  Cushing  General  Hospital  during  World  War 
II  and  outlined  by  Hr.  Littler  is  well  done. 

The  book  will  have  an  appeal  to  any  general  surgeon, 
orthopedic,  plastic  or  neurosurgeon  who  does  hand  surgery® 
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